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IN  EPILEPSY... 
PREREQUISITE 
FOR 

PARTICIPATION: 

THERAPY 


With  the  use  of  medications, 
epileptic  students  may  be  enabled 
to  participate  in  many  of  the  same 
activities  as  other  students.^ 

REQUISITE 
FOR  THERAPY: 
THE  PARKE-DAVIS 
FAMILY  OF 
ANTICONVULSANTS 

effective  anticonvulsants 
for  most 
clinical  needs 


for  control  of  grand  mal  and  psychomotor  seizures 

® KAPSEALS®  “In  the  last  15  years  several 
new  anticonvulsant  agents  have  come  into 
clinical  use  but  they  have  not  replaced 
diphenylhydantoin  [dilantin]  as  the  most  effective  single  agent  for  a 
variety  of  reasons.  Most  of  them  are  less  effective  in  control  of  seizures, 
have  a greater  sedative  effect  and  higher  incidence  of  sensitivity  reactions.”* 

A drug  of  choice  for  control  of  grand  mal  and  psychomotor  seizures,  dilantin 
sodium  (diphenylhydantoin  sodium,  Parke-Davis)  is  available  in  several 
forms,  including  Kapseals  of  0.03  Gm.  and  0.1  Gm.  supplied  in  bottles 
of  100  and  1,000. 

KAPSEALS  When  it  has  been  dem- 
onstrated that  the  combination  of 
Dilantin  and  phenobarbital  is  helpful 
in  a patient  and  that  these  drugs  are  well  tolerated,  the  use  of  phelantin,  a 
capsule  providing  both  drugs,  is  often  a great  morale  builder  because  it 
enables  the  physician  to  reduce  the  total  number  of  pills  or  capsules  the 
patient  is  required  to  take.  It  is  less  expensive  medication  and  it  prevents 
the  patient  from  manipulating  the  dosage.®  phelantin  also  contains  meth- 
amphetamine  (desoxyephedrine)  to  minimize  the  sedative  effect  of  pheno- 
barbital. 

PHELANTIN  Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg.,  desoxyephed- 
rine hydrochloride  2.5  mg.)  are  available  in  bottles  of  100. 


for  the  petit  mal  triad 

® KAPSEALS  . SUSPENSION  milontin  is 
one  of  the  most  effective  agents  for  the 
treatment  of  petit  mal  epilepsy.  Relatively 
free  from  untoward  side  effects,  milontin  successfully  reduces  both  the 
number  and  severity  of  petit  mal  attacks  without  increasing  the  frequency 
or  severity  of  grand  mal  attacks  in  those  patients  with  combined  petit  mal 
and  grand  mal  epilepsy.  Also,  milontin  is  considered  an  excellent  choice 
for  initiating  therapy  in  untreated  patients.'*'* 

milontin  Kapseals  (phensuximide,  Parke-Davis)  0.5  Gm.,  bottles  of  100  and 
1,000.  Suspension,  250  mg.  per  4 cc.,  16-ounce  bottles. 


® KAPSEALS  celontin  is  effective  in  the 
treatment  of  petit  mal  and  psychomotor 
epilepsy.  It  provides  effective  control  with 
a minimum  of  side  effects,  frequently  checks  seizures  in  patients  refrac- 
tory to  other  anticonvulsant  medications,  and  does  not  tend  to  precipitate 
grand  mal  attacks  in  those  patients  with  combined  petit  mal  and  grand  mal 
seizures.  For  this  reason,  celontin  is  useful  in  treating  patients  with  more 
than  one  type  of  seizure  and  can  be  given  in  combination  with  Dilantin.’’'*® 

CELONTIN  Kapseals  (methsuximide,  Parke-Davis)  0.3  Gm.,  bottles  of  100. 
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& Wilkins  Coreipany,  1956,  p.  136.  (2)  Bray,  P.  F. : Pediatrics  23:151,  1959.  (3)  Davidson,  D.  T., 
Jr.,  in  Conn,  H.  F. : Current  Therapy  1959,  Philadelphia,  W.  B.  Saunders  Company,  1959,  p.  512. 
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1957.  (9)  Carter,  C.  H.,  & Maley,  M.  C.:  Neurology  7:483,  1957.  (10)  Keith,  H.  M.,  & Rusht 
J . G. : Proc.  Staff  Meet.  Mayo  Clin.  33 : 1 05,  1958. 
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NOW  many  more 
hypertensive  patients 
may  have  THE  FULL 

BENEFITS  OF 
CORTICOSTEROID 

THERAPY 

Except  for  one  case  of  mild  blood-pressure  elevation  (150/90)  no  hypertension 
was  seen  in  any  of  1500  patientst  as  a result  of  treatment  with  DECADRON— the 
new  and,  on  a milligram  basis,  most  potent  of  all  corticosteroids.  Hypertension 
induced  by  other  steroids  diminished  or  disappeared. 

Thus  with  DECADRON,  hypertension  no 
longer  appears  to  be  a contraindication  to 
successful  corticosteroid  therapy.  And 
the  dramatic  therapeutic  impact  of 
DECADRON  was  virtually  unmarred  by 
diabetogenic  or  psychic  reactions  . . . 
Cushingoid  effects  were  fewer  and  milder 
. . . and  there  were  no  new  or  “peculiar”^ 
side  effects.  Moreover,  DECADRON  helped 
restore  a “natural”  sense  of  well-being. 

tAnalysis  of  clinical  reports. 

■^DECADRON  is  a trademark  of  Merck  & Co.,  Inc.  ©1959  Merck 
& Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  INC.,  PHILADELPHIA  1,  PA. 

MM  W 

ZD6S1 9 


DEXAMETHA50N£ 


treats  patients 
more  effectively 
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Foods  to  give  your  patient  good  nutrition  | 

naturally — and  tastefully,  too!  1 

The  High-\^tamin,  ^ 

High-Mineral  Diet 

.91  i 

- mi 

|IP  —and,  with  your 
fW:  consent,  a glass 

of  beer  to  make 
them  even  better 

Shredded  new  cabbage  and  carrot  slaw  goes 
nicely  with  any  meal,  combining  vitamins  A,  C, 
and  calcium.  Dried  apricots  and  figs  stuffed  with 
cottage  cheese  and  peanuts  on  watercress  provide 
calcium,  iron,  vitamins  A,  B2,  niacin  and  C. 
Oysters  are  rich  in  iron,  calcium  and  carry 
vitamins  A and  D,  too. 

Beef  liver  ranks  high  in  iron,  vitamins  A and 
B-complex.  Oatmeal,  rich  in  iron,  gets  a calcium 


and  vitamin  Be  bonus  when  served  with  molasses 
and  milk.  Custard  contains  calcium  and  vitamins 
A,  Bi,  B2.  A topping  of  orange  juice  concentrate 
adds  Vitamin  C. 

And  with  a glass  of  beer* — at  your  discretion 
— your  patient  will  find  his  diet  interesting  and 
ample  without  straying  from  your  instructions. 

*An  8-oz.  glass  of  beer  contains  10  mg.  calcium,  50  mg.  phosphorus, 

minimum  daily  requirement  of  niacin,  and  smaller  amounts  of 
other  B-complex  vitamins.  (Average  of  American  beers) 


United  States  Brewers  Foundation 

Beer — America’s  Beverage  of  Moderation 

If  you'd  like  reprints  of  this  and  11  other  dietary  suggestions,  please  write  United  States  Brewers  Foundation,  535  Fitth  Avenue,  New  York  17,  N.  Yj 
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AS  YOU  LIKE  IT... 


A medical  potpourri 

Compiled  by  Andrew  M.  Babey,  M.D.,  Las  Cruces,  New  Mexico 


1.  “Absence  of  splenomegaly  practically  rules  out 
primary  polycythaemia.”  Leading  Articles:  Poly- 
cythemia, Lancet  1:819-820  (April  18)  1959. 

2.  “Diuretic  response  to  chlorothiazide  is  not  in- 
fluenced by  changes  of  acid-base  balance.  Am- 
monium chloride  does  not  potentiate  its  action, 
and  the  development  of  hypochloraemia  does  not 
inhibit  its  effect.  Patients  resistant  to  mercurial 
drugs  sometimes  respond  temporarily  to  chloro- 
thiazide, and,  when  either  drug  alone  is  ineffective 
diuresis  may  be  obtained  by  combining  them.  . . . 
In  most  patients  the  predominate  effect  of  chloro- 
thiazide is  to  increase  the  urinary  excretion  of 
chloride  and  sodium  in  roughly  equimolar 
amounts.  . . . Consequently,  serum-chloride  levels 
fall  to  a greater  extent  than  serum-sodium  levels, 
and  the  “low-salt  syndrome”  with  low  serum 
levels  of  both  sodium  and  chloride  easily  develops. 
Chlorothiazide  also  causes  a considerable  loss  of 
potassium  in  the  urine,  particularly  in  patients 
with  severe  fluid  retention.  . . . Therefore  the 
dose  of  chlorothiazide  should  be  kept  to  a mini- 
mum by  giving  intermittent  courses  of  the  drug 
(e.g.,  for  three  days  of  the  week)  together  with 
a low-sodium  diet  rich  in  potassium  . . . already 
a fatal  case  of  bone  marrow  dysplasia  is  on  record, 
and  6 cases  of  thrombocytopenic  purpura  develop- 
ing during  chlorothiazide  treatment  have  been 
reported.”  Leading  Articles:  Chlorothiazide,  Lancet 
1:768-769  (April  11)  1959. 

3.  “Young  men  are  cruel  critics,  and  thus,  the  stu- 
dents will  not  refrain  from  demonstrating  their 
disdain  for  physicians  who  feel  that  experience 
still  plays  an  important  role  in  the  application  of 
medicine  at  the  bedside.  In  this  hostile  atmosphere 
the  experienced  clinicians  will  feel  themselves  to 
be  unwelcome  outsiders,  and  this  will  play  havoc 
with  their  efficiency  as  teachers.”  Snapper,  Isidore: 
Research  and  the  Teacher  of  Medicine,  J.A.M.A. 
170:442-445  (May  23)  1959. 

4.  “In  savage  countries  they  eat  one  another,  in 
civilized  they  deceive  one  another;  and  that  is 
what  people  call  the  way  of  the  world!”  Arthur 
Schopenhauer. 

5.  “Whether  it  is  courage,  or  learning,  or  intellect. 


or  wit,  or  success  with  women,  or  riches,  or  social 
position,  or  whatever  else  it  may  be  that  a man 
boasts  of,  you  may  conclude  by  his  boasting  about 
it  that  that  is  precisely  the  direction  in  which  he 
is  rather  weak;  for  if  a man  really  possesses  any 
faculty  to  the  full,  it  will  not  occur  to  him  to 
make  a great  show  of  affecting  it;  he  is  quite 
content  to  know  that  he  has  it.”  Ibid. 

6.  “There  are  few  ways  by  which  you  can  make 
more  certain  of  putting  people  into  a good  humor 
than  by  telling  them  of  some  trouble  that  has 
recently  befallen  you,  or  by  unreservedly  dis- 
closing some  personal  weakness  of  yours.  How 
characteristic  this  is  of  humanity!”  Ibid. 

7.  “Rupture  of  a tubal  gestation  is  probably  the 
commonest  cause  of  sudden  death  in  young  women 
who  have  previously  been  in  perfect  health.  It 
brings  many  more  to  the  gates  of  death.”  Cope, 
Zachary:  The  Early  Diagnosis  of  the  Acute  Ab- 
domen Ed.  11,  New  York  & London,  Oxford  Uni- 
versity Press,  1957. 

8.  “The  interpretation  of  E.C.G.  is  often  difficult, 
there  being  great  variation  between  the  reports 
of  different  experts  on  the  same  tracing,  and  con- 
siderable variation  in  the  reports  of  the  same 
expert  on  the  same  tracing  at  different  times.” 
Todd,  John  W.:  The  Value  of  Electrocardiography 
When  Coronary  Artery  Disease  Is  Suspected,  Lan- 
cet 1:845-848  (April  25)  1959. 

9.  “The  difference  between  a good  and  a bad  stu- 
dent is  one  candle.”  (Old  Jewish  Proverb) 

10.  “To  date,  at  the  University  of  Minnesota  Heart 
Hospital  we  have  operated  upon  232  patients  by 
open  methods;  yet  it  is  a disturbing  fact  that  at 
this  date  patients  with  intracardiac  defects  are 
being  born  locally  at  a rate  far  exceeding  our 
capacities  for  repair — not  to  mention  the  acquired  j 
lesions  or  the  backlogs  of  patients  in  need  of  this 
surgery  elsewhere  in  the  world.”  Lillehei,  C. 
Walton,  and  others:  Cardiopulmonary  By-Pass  in 
Surgical  Treatment  of  Congenital  or  Acquired 
Cardiac  Disease,  A.M.A.  Arch.  Surg.  75:928-945 
(Aug.)  1957. 
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The  Depinar  special  repository  base  permits  slow  absorption 
from  the  injection  site,  thus  decreasing  the  need  for  frequent 
administration.  Depinar  continually  bathes  the  tissues  in 
vitamin  B12  to  provide  more  effective  therapy  and  make 
patients  feel  better  longer.  A recent  clinical  report*  shows 
over  98%  of  Depinar  is  retained  after  one  week  . . . and 
‘‘Serum  level  vitamin  B12 . . . sustained  for  28  days  or  more 
from  the  single  dose.” 


Each  package  of  Depinar  consists  of  a multiple  dose  vial, 
containing  cyanocobalamin  zinc  tannate  (lyophilized)  equivalent  to 
2500  meg.  vitamin  B12.  The  vial  of  diluent  contains  5 cc.  Sodium 
Chloride  Solution  for  Injection.  When  reconstituted, 
each  ml.  of  Depinar  contains  500  meg.  vitamin  B12. 


♦Thompson,  R.  E.,  and  Hecht,  R.  A.:  Am.  J.  Clin.  Nutrition 
7:311-317  (May-June)  1959. 

ARMOUR  PHARMACEUTICAL  COMPANY  • KANKAKEE,  ILLINOIS 

Armour  Means  Protection 
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A SPOON  LICKIN’ 
GOOD  A SULFA! 


it’s 

delicious 

cherry- 

flavored 


for  children 


KYNEX 

ACETYL  PEDIATRIC  SUSPENSION 

N'  Acetyl  Sulfa'methoKypyrjdazine  Lecierle 

just  1 dose  a day  . . . achieves  rapid  therapeutic  levels  . . .sustained  for  24  hours  . . . extremely  low  incidence 
of  sensitivity  reactions  and  renal  complications  . . . convenient,  highly  economical . . . ' 

ALWAYS  ACCEPTABLE  . . .WHENEVER  SULFAS  ARE  INDICATED 

Recommended  dosage:  first-day  dose  is  1 teaspoonful  (250  mg.)  for  each  20  lbs.  body  weight  up  to  80  lbs.  For  each  day. 
thereafter,  V2  teaspoonful  for  each  20  lbs.  For  80  lbs,  and  over,  use  adult  dosage  of  4 teaspoonfuls  (1.0  Gm.)  initially, 
and  2 teaspoonfuls  (0.5  Gm.)  daily  thereafter.  Administer  immediately  after  a meal. 

Supplied:  Each  teaspoonful  (5  cc.)  contains  250  mg.  of  sulfamethoxypyridazine  activity.  Bottles  of  4 and  16  fl.  oz. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  Yorl< 
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HOW  KENT  BLAZED  THE  TRAIL 
IN  FILTRATION 


A major  independent  research  foundation, 
under  Lorillard  sponsorship,  determined  that 
the  average  puff  of  cigarette  smoke  contains 
over  12  billion  semi-solid  particles.  Further 
research  revealed  that  inhaled  smoke  from 
ordinary  cigarettes  has  a predomi- 
nant proportion  of  particles,  from 
0.1  to  1 micron  in  diameter, 
averaging  0.6  micron. 

Ordinary  filter  fibers  are  so 
large  that  they  create  spaces 
through  which  the  small  semi- 
solid smoke  particle  can  easily 
pass.  However,  in  the  extraor- 
dinary Kent  filter,  the  fibers  are 
mechanically  manipulated  in 
such  a manner  as  to  create  a mul- 
titude of  baffles  and  extremely 
tortuous  passageways  for  the 
smoke.  This  is  the  “Micronite” 

Filter. 

Lorillard  pioneered  research 
into  filtration— creating  a filter 


of  extraordinary  ability  to  decrease  smoke 
solids.  So — from  the  very  start — Kent  blazed 
the  trail  in  filtration.  And,  today,  tars  and 
nicotine  are  lowest  in  Kent’s  history. 

This  Kent  achievement  in  the  field  of  fil- 
tration was  done  without  sacri- 
fice of  rich  tobacco  flavor.  Kent 
uses  only  natural  tobaccos — the 
finest  in  the  world  today — to 
give  you  real  tobacco  taste.  Kent 
satisfies  your  appetite  for  a real 
good  smoke. 


If  you  would  like  the  booklet,  for 
your  own  use,  "The  Story  of 
Kent,”  write  to:  P.  Lorillard 
Company,  Research  Depart- 
ment, 200  East  42nd  Street, 
New  York  17,  N.  Y. 


© I960,  P.  Lorillard  Co. 


Kent  filters  best 

for  the flavor  you  like 

A Product  of  P.  Lorillard  Company—  First  with  the  finest  cigarettes  — through  Lorillard  Research! 
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Lifts  depression. 


An  emotionally  balanced  patient 

Thanks  to  your  treatment  and  the  help  of 
Deprol,  her  depression  is  relieved  and  her  anxi- 
ety and  tension  calmed.  She  eats  well,  sleeps 
well,  and  can  return  to  her  normal  activities. 


it  calms  anxiety ! 


FTS  DEPRESSION 


CALMS  ANXIETY 


Deprol  lielps  balance  tbe  mood 
by  lifting  depression  as  it 
calms  related  anxiety 


No  “seesaw’*  effect  of  amphetamine- 
barbiturates  and  energizers 

While  amphetamines  and  energizers  may  stimu- 
late the  patient — they  often  aggravate  anxiety  and 
tension.  And  although  amphetamine-barbiturate 
combinations  may  counteract  excessive  stimu- 
lation— they  often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects,  Deprol 
lifts  depression  as  it  calms  anxiety — both  at  the 
same  time. 

Safer  choice  of  medication  than 

untested  drugs 

Deprol  does  not  produce  hypotension,  liver  dam- 
age, psychotic  reactions  or  changes  in  sexual 
function. 


DOSAGE:  Usual  starting  dose  is  1 tablet  q.i.d.  When  neces- 
sary, this  may  be  gradually  increased  up  to  3 tablets  q.i.d. 

COMPOSITION:  1 mg.  2-diethylaminoethyl  benzilate  hydro- 
chloride (benactyzine  HCl)  and  400  mg.  meprobamate. 

SUPPLIED:  Bottles  of  50  light-pink,  scored  tablets.  Write 
for  literature  and  samples. 


AMPHETAMINES 
AND  ENERGIZERS 
may  stimulate  the 
patient,  but  often 
increase  anxiety  and 
tension. 


^/WALLACE  LABORATORIES  j New  Brunswick,  N.  J. 


AMPHETAMINE- 
BAR  B ITU  RATE 
combinations  may 
control  overstimula- 
tion but  may  deepen 
depression. 


BIBLIOGRAPHY:  1.  Alexander,  L.:  Chemotherapy  of  depresston-^Use 
of  meprobamate  combined  with  benactyzine  (2*diethylaminoethyl  benzilate) 
hydrochloride.  J.A.M.A.  1^:1019,  March  1,  1958.  2.  Bateman,  J.  C.  and 
Carlton,  H.  N.:  Deprol  as  adjunctive  therapy  for  patients  with  advanced 
cancer.  Antibiotic  Med.  & Clin.  Therapy,  in  press,  1959.3.  Bell,J.  L., Tauber, 
H.,  Santy,  A.  and  Pulito,  F.:  Treatment  of  depressive  states  in  office  practice. 
Dis.  Nerv.  System  20:263,  June  1959.  4.  McClure,  C.  W.,  Papas,  P.  N., 
Speare,  G.  S.,  Palmer,  E.,  Slattery,  J.  J.,  Konefal,  S.  H.,  Henken,  B.  S., 
Wood,  C.  A.  and  Ceresia,  G.  6.:  Treatment  of  depression — New  technics  and 
therapy.  Am.  Pract.  & Digest  Treat.  In  press,  1959.  S.  Pennington,  V.  M.: 
Meprobamate-benactyzine  (Deprol)  in  the  treatment  of  chronic  brain  syndrome, 
schizophrenia  and  senility.  J.  Am.  Geriatrics  Soc.^:656,  Aug.  1959.  6.  Rickels, 
K.  and  Ewing,  J.  H.:  Deproi  in  depressive  conditions.  Dis.  Nerv.  System  20:364, 
(Section  One),  Aug.  1959.  7.  Ruchwarger,  A.:  Use  of  Deprol  (meprobamate 
combined  with  benactyzine  hydrochloride)  in  the  office  treatment  of  depression. 
M.  Ann.  District  of  Columbia  ^;438,  Aug.  1959.  8.  Settel,  E.:  Treatment 
of  depression  In  the  elderly  with  a meprobamate-benactyzine  hydrochloride 
combination.  Antibiotic  Med.  A Clin.  Therapy,  in  press,  1959- 

Deprol 


COSA-TETRACYDIN  C.PSU.S 


i»  th.  “COMMON  COLD” 

when  self-medication  has  delayed 
medical  attention . . . 

• . . and  has  risked 
upper  respiratory 
complications 


Cosa-Tetracyn®-  analgesic  - antihistamine  compound 


Science  for  the  world’s  well-being 


act  quickly  to 

■ control  secondary  infection 

■ alleviate  cold  symptoms 
each  capsule  contains: 


Cosa-Tetracyn  125  mg. 

phenacetin  120  mg. 

caffeine  30  mg. 

salicylamide  150  mg. 

buclizine  HCl  15  mg. 


average  adult  dose:  2 capsules  q.  i.  d. 

PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  K 
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114  Grs.  Ea. 
Flavored 


to 

tradition 


There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world’s  first  aspirin. 

And  like  Bayer  Aspirin,  Bayer  Aspirin  for  Chib 
dren  is  quality  controlled.  No  other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
Bayer.  This  assures  uniform  excellence  in  both 
forms  of  Bayer  Aspirin, 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  thef  inest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children- 11/4  grain  flavored 
tablets-Supplied  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children, 


THE  ©AYEF?  COMPANY,  [DIVISION  OF  STERLING  DRUG  INC.,  1450  BROADWAY,  N 


Greater  Protection 


.SL, 


Wmm 


EW  YORK  18.  N.  Y. 
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Shadow  or  substance 

Marcus  J.  Smith,  M.D.,  Santa  Fe,  New  Mexico 


Apothegm 

“The  Spanish  fleet  thou  canst  not  see  because — 
it  is  not  yet  in  sight!”  (Sheridan) 

Clinical  data 

A 7-year-old  boy  complained  of  pain  in  the 
right  hip  of  a short,  but  indeterminate,  duration. 
There  was  a questionable  limp  noted;  physical 
examination  was  reported  as  unrevealing. 

X-ray  study 

A film  of  the  pelvis  (Fig.  1)  showed  no  unusual 
features;  bone  architecture  and  development  ap- 
peared normal  and  the  hips  symmetrical. 

Clinical  course 

No  action  was  taken,  but  the  pain  persisted 
and  six  months  later,  on  further  examination, 
there  was  now  noted  a definite  right  limp,  a posi- 
tive right  Trendelenburg’s  test  and  a marked 
limitation  of  internal  rotation  of  the  right  hip. 
There  was  no  limb  shortening;  neurologic  exam- 
ination was  negative.  Additional  films  were  ob- 
tained and  now  (Fig.  2)  many  abnormal  changes 
were  present  in  the  right  femoral  head  and  neck. 
These  consisted  of  flattening  and  thinning  of  the 
head,  with  dense  areas  within  it,  decalcification 
distal  to  the  epiphyseal  line,  and  widening  and 
shortening  of  the  femoral  neck.  These  changes  are 
pathognomonic  of  Legge-Perthe’s  Disease  (coxa 
plana). 

Treatment  was  then  started,  using  a flexed 
knee  brace  and  crutches  to  avoid  weight  bearing 
on  the  afflicted  side.  About  two  years  later,  after 
serial  x-ray  study,  weight  bearing  was  instituted. 


At  that  time,  there  was  one-fourth  inch  shortening 
of  the  right  leg;  leg  raising  and  hip  rotation  were 
equal  bilaterally;  there  was  no  discomfort.  When 
last  seen,  the  limp  and  the  pain  had  disappeared, 
and  the  boy  was  carrying  out  unlimited  activities 
without  distress.  The  Trendelenburg  was  negative 
and  there  was  a normal  range  of  trunk  motion. 
The  disparity  in  length  of  the  lower  extremities 
was  still  present,  however. 

Epicrisis 

Most  diseases  have  periods  in  which  patho- 
logical alterations  precede  by  a variable  interval 
of  time  observable  radiographic  changes.  The  ra- 
diologist must  consciously  or  subconsciously  be 
aware  of  this  factor  in  diagnosis.  (Hence  the 
necessity  of  informing  the  consulting  radiologist 
of  pertinent  clinical  facts.) 

In  this  boy,  the  disease  was  assuredly  present 
when  he  was  first  examined  despite  the  negative 
x-ray  film.  The  duration  of  the  latent  period  be- 
tween the  onset  of  this  disease  and  its  roentgen 
recognition  is  difficult  to  determine,  but  is  prob- 
ably many  months’.  There  is  difference  of  opinion 
as  to  how  to  proceed  therapeutically  in  a suspected 
Legge-Perthe’s  disease  during  this  period,  but  one 
authority  states  that  if  the  diagnosis  is  in  doubt, 
“the  child  should  be  put  to  bed  until  physical 
signs  disappear  and  subsequent  roentgenograms 
reveal  no  evidence  of  coxa  plana.’”’ 

REFERENCES 

'Hodges,  P.  C.:  Normal  Bone,  Diseased  Bone,  Dead  Bone. 
Am.  J.  Roent.  71:925,  1954. 

'Howorth,  M.  B.:  A Textbook  of  Orthopedics.  Philadelphia, 
W.  B.  Saunders  Co.,  1952,  page  687. 
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Our  Prescription 
for  a Happy 

QhBdDqQ 


You’ll  find  Reno  to  be  a 

real  tonic  when  you  stay  at  ill! 

Newt  Crumley’s  Holiday  Hotel, 

Reno’s  newest  and  finest.  The  Holiday 
offers  beautiful  sundeck  rooms  at  modest 
prices . . . superb  dining . . . exciting,  nationally 
known  entertainers. . .the  unique  Comstock 
Lounge... and  a seven-month  pheasant 
season— -no  license,  no  limit — on  a 
1,000  acre  private  preserve.  J|i 

Enjoy  Reno  as  you  never  have 
before ...  at  the  Holiday 
Gateway  to  the  1960 
Winter  Olympics. 


?^ewt  Crumley’s 


m T)owHtowH  Kern 
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no  irritating  crystals  • uniform  concentration  in  each  drop 

STERILE  OPHTHALMIC  SOLUTION 

NEOHVDEITRASOI 

PREDNISOLONE  2l-PHOSPHATE‘N£OMyClN  SULFATE 


2,000  TIMES  MORE  SOLUBLE  THAN 

“The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  in  the  patient’s 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop.’’^ 


PREDNISOLONE  OR  HYDROCORTISONE 

1.  Lippmann,  0.:  Arch.  Ophth.  57:339,  March  1957. 

2.  Gordon,  D.M.:  Am.  J.  Ophth.  46:740,  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL®.  In  5 cc.  and  2.5  cc. 
dropper  vials.  Also  available  as  0.25%  Ophthalmic 
Ointment  NEO-HYDELTRASOL  (with  neomycin  sulfate) 
and  0.25%  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  S Co.,  Inc. 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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the  most  complete 
parenteral  system 
in  the  world 


Ojfering  your  choice: 
In  electrolytes — 
hypertonic,  isotonic 
and  hypotonic.  For 
tailor-made  solutions  — 
a complete  selection 
of  additives. 
Plus  standard 
solutions,  and 
a complete  line 
of  administration 
equipment. . . supported 
by  the  finest  quality 
and  the  finest  service. 


DON  BAXTER,  INC. 

Research  and  Production  Laboratories 
Glendale,  California 


There  is  a Difference 


FOR 

BALANCED 


ELECTROLYTE 


prescribe  ISOLYTE 


ISOLYTE  contains  in  each  100  cc; 
Sodium  Acetate  N.F.  0.64  Gm.*; 
Sodium  Chloride  U.S.P.  0.5  Gm.; 
Potassium  Chloride  U.S.P.  0.075 
Gm.;  Sodium  Citrate  U.S.P. 

0.075  Gm.*;  Calcium  Chloride 
U.S.P.  0.035  Gm.;  Magnesium 
Chloride  Hexahydrate  0.031  Gm. 
'Bicarbonate  precursors. 


symbol  of  quality  in  research, 
product  and  service. 


DON  BAXTER,  INC.  Research  and  Production  Laboratories,  GLENDALE,  CALIFORNIA 


Synonyms  for 
Pain  Relief... 

^TABLOID’ 

‘EMPIRIN’ 

COMPOUND’ 


Acetophenetidin  gr.  21/2 

Acetylsalicylic  Acid  . . . . gr.  3V2 
Caffeine  gr.  Va 


^TABLOID’ 

‘EMPIRIN’ 

COMPOUND' 

WITH 

CODEINE 

PHOSPHATE 

N0.1 


No.  2 


No.  3 


No.  4 


*Subjectto  Federal  Narcotic  Regulations 

BURROUGHS  WELLCOME  & CO.  (U.S. 


Acetophenetidin  gr.  21/2 

Acetylsalicylic  Acid  . . . . gr.  SVa 

Caffeine  gr.  Vi 

Codeine  Phosphate  . . . . gr.  Vs 

Acetophenetidin  gr.  2V2 

Acetylsalicylic  Acid  . . . . gr.  SVa 

Caffeine  gr.  Va 

Codeine  Phosphate  . . . . gr.  % 

Acetophenetidin  gr.  21/2 

Acetylsalicylic  Acid  . . . . gr.  SVa 

Caffeine  .gr.  Va 

Codeine  Phosphate  . . . . gr.  Va 

Acetophenetidin  gr.  21/2 

Acetylsalicylic  Acid  . . . . gr.  SVa 

Caffeine  gr.  Va 

Codeine  Phosphate  . . . . gr.  1 


A.)  INC.,  Tuckahoe,  New  York 


relief  of  pain 
of  all  degrees  of 
■ severity  up  to 
that  which 
requires  morphine 


AND  IN 

fevers 

dry, 

unproductive  coughs 


simple  headache 
rheumatic  conditions 
arthralgias 
myalgias 
common  cold 
toothache 
earache 
dysmenorrhea 
neuralgia 
minor  trauma 
tension  headache 
premenstrual  tension 
minor  surgery 
post-partum  pain 
trauma 

organic  disease 
neoplasm 
muscle  spasm 
colic 
migraine 

musculo-skeletal  pains 
postdental  surgery 
post-partum  involution 
fractures 
synovitis/bursitis 


CAUTION.  M«r«> 


Oitlcn^ 


cooSTand  oh 
lOIIOUCItS  WEUCOM 

iW.*.A.t  I**.. 


U*vol  dp»*j 
CAUTION,  r* 


CAunON 


•UttOUOHt  WtUCOAl 


fOltON 


.UAA. 


Utval  'iM- 
CAUflON.- Md*' 


MODIll 


THl, 

RELIl^ 

OF 

VMPTO^; 


Your  experience  and  trust  throughout  the 
years  have  established  the  wide  use  of  the 
'Empirin  family  in  medical  practice — 
dependable  analgesics  for  the  effective  relief 
of  pain,  fever,  and  cou^h — with  safety. 
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Compound 
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ISo.”2 


lOO  

■TAHI.OID  - ^ 

• m p i r i n ' * 

C o 111  p o u n d 
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BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

Tuckahoe,  New  York 


Raise  the  Pain  Threshold 


Phenaphen  with  Codeine  provides 
intensified  codeine  effects  with 
control  of  adverse  reactions. 

It  renders  unnecessary  (or  postpones) 
the  use  of  morphine  or  addicting 
synthetic  narcotics,  even  in 
many  cases  of  late  cancer. 


Three  Strengths  — 

PHENAPHEN  NO.  2 

Phenaphen  with  Codeine  Phosphate  V4  gr.  (16.2  mg.) 

PHENAPHEN  NO.  3 

Phenaphen  with  Codeine  Phosphate  V2  gr.  (32.4  mg.) 

PHENAPHEN  NO.  4 

Phenaphen  with  Codeine  Phosphate  1 gr.  ($4.8  mg.) 

Also  — 

PHENAPHEN  in  each  capsule 

Acetylsalicylic  Acid  21/^  gr.  . (162  mg.) 

Phenacetin  3 gr.  .......  (194  mg.) 

Phenobarbital  % gr (16.2  mg.) 

Hyoscyamine  sulfate (0.031  mg.) 


ins 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


Ethical  Pharmaceuticals  of  Merit  since  1878 
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ULittle  mother,  just 

ONE 

BONADOXIN 


tablet  stops  morning  sickness 
(you  take  it  at  bedtimep^ 


\ / 
\i 


\ 

\ 

\ 

I 


I 

/ 

/ 


The  formula  tells  why  BONADOXIN  quickly  stops  nausea  and  vomiting  of 
pregnancy  in  9 out  of  10  cases.*  Each  tiny  BONADOXIN  tablet  contains: 
Meclizine  HCl  (25  mg.)  for  antinauseant  action  / Pyridoxine  HCI  (50  mg.)  for  metabolic  replacement 
More  than  60,000,000  tablets  prescribed  and  taken.  Toxicity  low,  tolerance 
excellent.  In  bottles  of  25  and  100.  Usual  dose : one  tablet  at  bedtime;  severe 
cases  may  require  another  on  arising.  See  PDR,  p.  779. 

BONADOXIN  also  effectively  relieves  nausea  and  vomiting  associated  with: 
anesthesia,  radiation  sickness,  Meniere’s  syndrome,  labyrinthitis,  cerebral 
arteriosclerosis  and  motion  sickness. 


After  Babij  Comes 

For  infant  colic,  try  antispas- 
modic  BONADOXIN  Drops... 
stop  colic  in  7 out  of  8 cases.* 

Each  cc.  contains: 

Meclizine  8.33  mg.  / Pyridoxine  16.67 mg. 
See  PDR,  p.  779. 

^^Bibliography  available  on  request 
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Effective  relief  in  rheumatic  disorders 


Slerazolidin..^.. 

prednisone-phenylbutazone  Geigy 


with  less  risk  of  disturbing 


hormonal  balance 


In  the  treatment  of  the  rheumatic  disorders 
new  Sterazoiidin  provides  a method  of  limit- 
ing the  gravest  danger  inherent  in  steroid 
therapy ...  hypercortisonism  arising  from 
excessive  dosage. 

Repeatedly  it  has  been  shown  that  the  addi- 
tion of  low  dosage  of  Butazolidin  sharply 
reduces  hormone  requirement.’  '^ Sterazoiidin 
is  a combination  of  prednisone  (1.25  mg.)  and 
Butazolidin  (50  mg.)  which  provides,  in  the 
majority  of  cases,  consistent  relief  at  a stable 
uniform  maintenance  dosage  significantly 
below  the  level  at  which  serious  hormonal 
imbalance  is  likely  to  occur. 


Sterazoiidin®  (prednisone -phenylbutazone 
Geigy).  Each  capsule  contains  prednisone 
1.25  mg.;  phenylbutazone  50  mg.;  dried 
aluminum  hydroxide  gel  100  mg.;  magnesium 
trisilicate  150  mg.  and  homatropine  methyl- 
bromide  1.25  mg. 

I.  Kuzell,  W.  C.,  and  others.:  Arch.  Int.  Med. 
92:646, 1953.  2.  Wolfson,  W.  Q.:  J.  Michigan 
M.  Soc.  54:323,1955.  3.  Strandberg,  B.:  Brit. 

J.  Phys.  Med.  19:9,  1956.  4.  Platt,  W.  D.,  Jr., 
and  Steinberg,  I.  H.:  New  England  J.  Med. 
256:823  (May  2)  1957. 

Geigy,  Ardsley,  New  York  s 
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more  closely  approaches  the  ideal  diuretic 


“When  compared  to  other  members  of  this  heterocyclic  group 
of  compounds,  this  drug  [NaturetinJ  shows  a significantly  in- 
creased natriuresis  and  decreased  loss  of  potassium  and  bicar- 
bonate. In  this  respect  it  more  closely  approaches  a natural  or 
‘ideal  diuretic.’  It  is  effective  upon  continuous  administration  and 
causes  no  significant  serum  biochemical  changes.  It  is  effective 
in  a wide  variety  of  edematous  and  hypertensive  states  and 
represents  a significant  advance  in  diuretic  therapy.”  Ford,  R.V.: 
Pharmacological  observations  on  a more  potent  benzothiadiazine 
diuretic;  accepted  for  publication  by  the  American  Heart  Journal. 


Comparison  of  electrolyte  excretion  pattern  for  the  24  hours  following 
typical  doses  of  chlorothiazide,  hydrochlorothiazide,  and  Naturetin^ 


Urinary  Volume  (liters) 

significantly  increased 
with  Naturetin 


Natriuresis  (mEq./24hr.) 

sodium  excretion  significantly 
increased  with  Naturetin 
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Bicarbonate  Excretion 

(mEq,y24  hr.) 
least  with  Naturetin 


Chloride  Excretion 

(mEq./24  hr,) 
marked  increases 


Urinary  pH 

least  increase  with  Naturetin 


Typical  Doses:  Chlorothiazide --1,000  mg.;  Hydrochlorothiazide— 50  mg.;  Naturetin  (Benzydroflumethlaizide)— -5  mg. 


/.  Adapted  from:  Ford,  R.  V.,  Squibb  Clin.  Res.  Notes  2:1  (Dec.)  1959. 
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A single  5 mg.  tablet  once  a day 
provides  all  these  advantages^ 


• prolonged  action  — in  excess  of  18  hours 

• convenient  once-a-day  dosage 

• low  daily  dosage  — more  economical  for  the  patient 


• no  significant  alteration  in  normal  electrolyte  excretion  pattern 
0 repetitively  effective  as  a diuretic  and  antihypertensive 
0 greater  potency  mg.  for  tng.— more  than  100  times  as  potent  as  chlorothiazide 
0 potency  maintained  with  continued  administration 
0 low  toxicity  — few  side  effects  — low  salt  diets  not  necessary 
0 comparative  studies  with  chlorothiazide,  hydrochlorothiazide,  and  Naturetin 
disclose  that  smallest  doses  of  Naturetin  produce  greater  weight  loss  per  day 

0 in  hypertension,  Naturetin,  alone  or  in  combination  with  other  anti- 
hypertensives,  produces  significant  decreases  in  mean  blood  pressure 
and  other  favorable  clinical  effects 


0 purpura  and  agranulocytosis  not  observed 
0 allergic  reactions  rarely  observed 

'Reports  (1959)  to  the  Squibb  Institute  for  Medical  Research. 

Naturetin  —Indications:  in  control  of  edema  when  diuresis  is  required,  in  congestive  heart  failure, 
in  the  premenstrual  syndrome,  nephrosis  and  nephritis,  cirrhosis  with  ascites,  edema  induced  by  drugs 
(certain  steroids);  in  the  management  of  hypertension,  used  alone,  combined  with  Raudixin  (Squibb 
Rauwolfia  Serpentina  Whole  Root) , or  with  other  antihypertensive  drugs,  such  as  ganglionic  blocking  agents. 
Contraindications:  none,  except  in  complete  renal  shutdown. 

Precautions:  when  Naturetin  is  added  to  an  antihypertensive  regimen  including  hydralazine, 
veratrum,  and/or  ganglionic  blocking  agents,  immediate  reduction  must  be  made  in  the  dosage  for  all 
preparations;  the  dosage  for  ganglionic  blocking  agents  must  be  decreased  by  50%  to  avoid  a precipitous 
drop  in  blood  pressure.  This  also  applies  if  these  hypotensive  drugs  are  added  to  an  established  Naturetin 
regimen ...  in  hypochloremic  alkalosis  with  or  without  hypokalemia  ...  in  cirrhotic  patients  or  those  on 
digitalis  therapy  when  reductions  in  serum  potassium  are  noted  ...  in  diabetic  patients  or  those 
predisposed  to  diabetes  . . . when  increased  uric  acid  concentrations  are  noted  . . . when  signs  -- 
leg  or  abdominal  cramps,  pruritus,  paresthesia,  rash— suggestive  of  hypersensitivity,  are  noted. 


Naturetin  —Dosage:  in  edema,  average  dose,  5 mg.,  once  daily,  preferably  in  the 
morning;  to  initiate  therapy,  up  to  20  mg.,  once  daily  or  in  divided  doses;  for 
maintenance,  2.5  to  5.0  mg.,  daily  in  a single  dose.  In  hypertension:  suggested 
initial  dose,  5 to  20  mg.  daily;  for  maintenance,  2.5  to  15  mg.  daily,  depending 
on  the  individual  response  of  the  patient.  When  Naturetin  is  added  to  an  anti- 
hypertensive  regimen  with  other  agents,  lower  maintenance  doses  of  each 
drug  should  be  used. 

Naturetin  — Supplied:  tablets  of  2.5  mg.  and  5 mg.  (scored). 


SqyiBS 


Squibb  Quality — 
the  Priceless 
Ingredient 


•RAUWWN'®  AHa  'NATURETiN*  ARE 


SQUIBB  TRADEMARKS. 
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NBW  AND  EXCLUSIVE 


FOR  SUSTAINED 
TRANQUILIZATION 


MIITOWN®  {meprobamate)  now  available 
in  400  mg.  continuous  release  capsules  as 


JUST  ONE  CAPSULE  LASTS  ALL  DAY 


HIOHER  POTENCY 

FOR  OREATER  CONVENIENCE 


• relieves  both  mental  and  muscular  tension 
without  causing  depression 

• does  not  impair  mental  efficiency,  motor 
control,  or  normal  behavior 


Usual  dosage:  One  capsule  at  breakfast, 

one  capsule  with  evening  meal 

Available:  Meprospan-400,  each  blue  capsule  contains 
400  mg.  Miltown  (meprobamate) 

Meprospan-200,  each  yellow  capsule  contains 
200  mg.  Miltown  (meprobamate) 

Both  potencies  in  bottles  of  30. 

iB>®WALLAGE  laboratories,  Mw  Brunswick,  N.  J. 


CMe‘942« 
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The  clock  strikes  2-~ 

and  your  ulcer  patient  sleeps  undisturbed 


ONE  10  MG.  DARICON  TABLET  AT  BEDTIME... 

controls  hypersecretion,  hypermotility,  and 
spasm  all  night  long.  The  sustained  anticholin- 
ergic efficacy  of  daricon  is  inherent  in  its  struc- 
ture and  does  not  depend  on  special  coatings. 


ONE  10  MG.  DARieON  TABLET  BEFORE  BREAKFAST... 

provides  dependable  relief  for  at  least  12  more 
hours.  In  a large  series  of  patients  with  peptic 
ulcer  and  other  gastrointestinal  disorders  — some 
notably  refractory  to  therapy  — 8 out  of  10 
responded  to  daricon. 


DARICON' 

oxyphencycliraine  hydrochloride 


For  'round-the-clock  relief 
of  ulcer  and 

other  gastrointestinal  disorders 


B.  1.  D.  DOSAGE 


A Professional  Information  Booklet  is  available  on  request  from  the  Medical  Department. 

(Pfizen  Science  for  the  world’s  well-being™  PFIZER  laboratories,  Division,  Chas.  Pfizer  & Co,,  Inc.,  Brooklyn  6,  New  York 


t 


LABORATOR!ES 

New  York  18,  N,  Y#  f.d 


al.  trademark  rSa.  Tj-S  Pet 


NO  SALT 


but  seasoned 


A meal  of  even  the  most  colorful  and  the  most  meticulously  prepared  food 
can  be  dreary  without  salt.  Neocurtasal,  for  the  patient  on  a low  sodium 
diet,  brings  back  flavor  to  food  and  makes  eating  a pleasure  once  more. 
Neocurtasal  is  also  valuable  for  preventing  potassium  deficiency 
(weakness,  etc.)  in  patients  on  diuretic  therapy  with  chlorothiazide  or 
its  derivatives. 


An  excellent  salt  replacement  for 
Salt  Free  (LOW  SODIUM)  Diets 


Neocurtasal 


0 


SAlT  substitute 


Table  salt  to 

’**11  FI  AVOR  1 pj. 


' '^OOlUMj.RESTRlCT^'T 

... 


Neocurtasal  contains 
potassium  chloride, 
potassium  glutamate, 
glutamic  acid, 
calcium  silicate  and 
potassium  iodide 
( 0.01  per  cent) 

Supplied  in 
2 oz.  shakers 
and  8 oz.  bottles. 

Sold  Only 
through  Drugstores 


Color  il lustration 
reproduced  with 
permission  of 
copyright  owner; 

©The  Champion 

Paper  and  Fibre  Company. 
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MAINSTAY 


OF  RHEUMATOID  ARTHRITIS  THERAPY 


Plaquenil 


SULFATE 


Brand  of  hydroxychloroquine  sulfate 


New  Long  Term  Chemotherapy 

of  RHEUMATOID  ARTHRITIS 


“Whatever  else  may  be  needed  from  time  to  time 
in  the  management  of  individual  cases,  these  drugs 
[Plaquenil  and  Aralen]  should  always  be  given 
a prolonged  trial  (at  least  six  months)  as  the 
‘mainstay’  of  therapy.” 


Bagnall,  A.  W.  (Univ.  British  Columbia,  Van- 
couver, B.C.):  AM. A.  Clinical  Meeting  (Scien- 
tific Section,  Exhibit  No.  124),  Minneapolis, 
Minnesota,  Dec.  2-5, 1958. 


“The  4-aminoquinoline  drugs  (Plaquenil  and 
Aralen)  together  with  supplemental  agents  ad- 
ministered in  nontoxic  doses  effectively  maintained 
suppression  of  the  disease  in  83  per  cent  of  194 
patients  followed  for  18  months.” 


Scherbel,  A.  L.;  Harrison,  J.  W.,  and  Atdjian, 
Martin:  Cleveland  Clin.  Quart.  25:95,  April, 
1958. 


“When  used  in  tolerated  dosage  and  over  a suf- 
ficient period  of  time,  there  appears  to  be  a tre- 
mendous therapeutic  potential  in  the  antimalarial 
drugs.  . . . Plaquenil  in  this  study  did  not  have  as 
many  side  effects  as  Aralen  and  thus  appears  to 
be  a more  practical  compound.” 


Cramer,  Quentin  (Kansas  City):  Missouri 
Med.  55:1203,  Nov.,  1958. 


Plaquenil  (brand  of  hydroxychloroquine)  and  Aralen 
(brand  of  chloroqulne ) , frademorks  reg.  U.S.  Paf.Off. 


is  the  hydroxy  derivative  of  Aralen'' 
and  is  available  as  Plaquenil  sulfate 
in  tablets  of  200  mg.  (bottles  of  100) . 


Average  Dosage: 

INITIAL-mO  to  600  mg.  (1  tablet 
2 or  3 times  daily) 
MAINTENANCE-200  to  400  mg.  (1 
tablet  once  or  twice  daily) 


Write  for  Plaquenil  booklet 
discussing  clinical  experience,  dosage, 
tolerance,  precautions,  etc.,  in  detail. 


dexamethasone 

steroid  potential  confirmed  and 
fully  realized  in  bronchial  asthma 


S°413 


QOALITr  / RESEARCH  / IMTEGRITy 


V-CILLIN  K —Twice  the  blood  levels  of  oral  potassium  penicillin  G 

Infections  resolve  rapidly  with  V-CiUin  K.  All  patients  absorb  this  oral 
penicillin  and  show  therapeutic  blood  levels  with  recommended  doses.  The 
high  blood  levels  of  V-Cillin  K also  offer  greater  assurance  of  bactericidal 
concentration  in  the  tissues — a more  dependable  response. 

Dosage:  125  or  250  mg.  three  times  daily.  Supplied  as  scored  tablets  of  125 
and  250  mg.  (200,000  and  400,000  units). 

also  available 

V-Cillin  K,  Pediatric:  A taste  treat  for  young  patients.  In  bottles  of  40  and 
80  cc.  Each  5-cc.  teaspoonful  provides  125  mg.  of  V-CilMn  K. 

V-Cillin  K®  (penicillin  V potassium,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

033205 
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L /AST  June  a concentrated  clamor  arose  in 
the  public  press  over  the  problems  posed  by 
inflation  and  the  role  it  plays  in  shaping  the 
nation’s  economy.  While  press  attention  to 
inflation  has  abated  in  recent  months,  the 

problem  — its  causes 

Inflation— A “'I  consequences-re- 

mams. 

Cancerous  Disease  j^ocky  Moun- 

tain area,  inflation  con- 
tinues to  take  its  toll  of  financial  security  as 
surely  as  it  does  in  any  other  part  of  the 
country.  A few  months  ago,  the  National 
Association  of  Manufacturers  turned  its  re- 
search attentions  to  Western  states  in  an 
effort  to  determine  the  effects  of  inflation 
over  the  past  12  years.  The  NAM  took  the 
1947  dollar,  a fairly  stable,  healthy  specimen 
of  U.  S.  currency,  and  compared  it  with  its 
ailing  younger  cousin,  the  1955  dollar.  Here 
are  the  results  of  the  comparison  survey: 

Colorado  citizens  earned  a total  personal 
income  in  1954  of  $2,286,700,000.  The  actual 
purchasing  power  of  this  sum,  contrasted 
with  the  purchasing  ability  of  a similar 
amount  in  1947,  had  dwindled  in  the  eight- 
year  period  to  only  $1,904,400,000 — a loss  in 
consumer  purchasing  of  one-third  of  a million 
dollars.  Over  the  entire  period  of  1947-1955, 
Coloradans’  loss  of  purchasing  power  through 
an  inflating  dollar  amounted  to  $1,861,700,000! 
Taken  in  “what-it-will-buy”  terms,  this  al- 
most $2  billion  figure  represents  7.5  times 
the  capital  outlay  spent  on  public  schools  in 
Colorado  over  the  past  12  years.  It  represents 
6.4  times  the  total  assets  of  all  non-federal 
hospitals  in  the  state  as  of  1957. 

Montana’s  total  earned  personal  income 
loss  due  to  inflation  in  the  1947-1955  period 
amounted  to  $826,100,000.  This  was  8.8  times 
the  capital  outlay  for  public  schools  (1947- 
1959)  and  16.9  times  the  assets  of  Montana 
non-federal  hospitals  in  1957. 

Nevada  residents  lost  $331,400,000  in  pur- 
chasing power  due  to  inflation  of  currency 


in  the  1947-1955  span.  For  Nevadans,  this 
amount  represented  6.1  times  their  public 
school  expenditures  and  28.6  times  state  hos- 
pital assets. 

New  Mexico  watched  an  inflation  loss  of 
$777,500,000  which  was  8.3  times  public  school 
sums  and  15.7  times  non-federal  hospital 
value. 

Utah  lost  $855,800,000 — an  inflation  loss 
4.9  times  the  dollars  spent  for  public  schools 
between  1947  and  1959  and  21.7  times  listed 
hospital  assets  in  1957. 

Wyoming  wrote  off  $413,400,000  in  pur- 
chasing power  in  the  eight-year  period  com- 
mencing 1947,  or  7.4  times  the  school  outlay 
and  20  times  listed  non-federal  hospital  assets 
in  the  state. 

In  the  six  Rocky  Mountain  states  serviced 
by  this  Journal,  the  aggregate  amount  of 
inflation  loss  in  personal  purchasing  power — 
1947  to  1955 — totals  $5,065,900,000.  Were  sta- 
tistics available  to  update  these  figures  to 
1959,  the  results  would  be  far  more  stagger- 
ing. While  statistics  are  startling  and  help  to 
bring  the  problems  closer  to  home,  even  more 
dramatic  is  the  long-range  chaos  which  in- 
flation fosters.  Below  is  a quote  from  a 
publication  of  the  American  Institute  for 
Economic  Research,  a non-political,  non-com- 
mercial; educational  and  scientific  organiza- 
tion with  headquarters  in  Great  Barrington, 
Massachusetts: 

“France  today  provides  an  outstanding 
example  of  the  result  of  trends  now  evident 
here  in  the  United  States.  In  40  years  France 
has  been  reduced  in  status  from  one  of  the 
four  great  powers  to  a second  or  third  rate. 
By  means  of  the  subtle  embezzlement  of  cur- 
rency depreciation  (a  process  upon  which 
we  are  now  well  embarked) , the  savings  of 
the  French  people  have  been  stolen,  the 
thrifty  middle  class  has  been  nearly  de- 
stroyed, 99  per  cent  of  the  buying  power  of 
the  money  has  disappeared  and  the  French 
economy  has  become  nearly  bankrupt.” 
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In  a subsequent  paragraph  in  the  same 
article,  the  Institute  says,  . . events  will  not 
move  so  rapidly  here  as  they  did  in  France. 
Perhaps  half  a century  will  elapse  before  the 
situation  becomes  as  critical  here  as  that  in 
France  today.”  (Italics  ours.) 

What  is  behind  inflation?  What  causes  the 
dollar’s  buying  power  to  fall  off?  The  first 
requirement  to  inflation  in  any  country  is  an 
increase  in  the  supply  of  money  and  the 
availability  of  easy  credit.  Listed  are  five 
“environmental”  factors  which  speed  infla- 
tionary tendencies: 

1.  Federal  spending  above  and  beyond  in- 
come, forcing  the  government  to  borrow  and 
thereby  increase  the  supply  of  money.  Gov- 
ernment purchasing  for  its  huge  operations 
in  the  U.  S.  and  abroad  helps  stimulate  higher 
prices  for  raw  materials,  consumer  goods  and 
personnel  services.  Over  11  per  cent  of  the 
gross  national  product  of  the  United  States 
was  taken  up  by  federal  purchases  in  the 
first  quarter  of  this  year.  In  January,  about 
one  in  20  persons  employed  in  the  nation 
was  a federal  worker.  More  than  one  in  10 
was  on  some  kind  of  government  pay  roll. 

2.  Private  debt  curtails  industry’s  prime 
source  of  funds  for  new  ventures.  High  taxes 
and  a breakdown  in  savings  habits  hit  hard 
at  natural  economic  development. 

3.  Wage  boosts  surpassing  productivity  in- 
creases greatly  accelerate  inflationary  pat- 
terns. (Liberal  members  of  the  Senate  and 
House  in  Washington,  disturbed  by  the  wage- 
price  spiral,  are  advocating  government  wage 
and  price  fixing.  Senators  O’Mahoney  of  Wy- 
oming and  Neuberger  of  Oregon  are  among 
others  who  have  introduced  such  legislation. 
Some  observers  feel  federally  administered 
prices  and  wages  may  soon  lead  to  peacetime 
government  controls  over  all  price  structure 
— professional  fees  included.) 

4.  Farm  supports  to  insure  “stable”  market 
prices  for  agricultural  commodities  are  a 
complete  reversal  of  sound  economics  as 
lower  food  prices  and  competitive  markets 
should  result  from  the  greater  productivity 
permitted  by  modern  farming  methods. 

5.  The  heavy  emphasis  on  defense  leaves 
vast  areas  for  extravagance  in  military  spend- 
ing and  breeds  an  artificially  stimulated 
economy. 

What  is  to  be  done? 


One  purposeful  advocate  of  the  belief  that 
inflation  must  be  stopped  is  Senator  Gordon 
Allott  of  Colorado.  Speaking  before  the 
Rocky  Mountain  Electrical  League  in  Colo- 
rado Springs  on  October  26,  Senator  Allott 
firmly  rejected  direct  controls  on  prices  and 
wages  as  a means  of  combating  inflation  and 
proposed,  in  way  of  a solution,  a four-point 
policy  approach: 

1.  Balancing  the  federal  budget. 

2.  Following  “wise  and  flexible  monetary 
policies”;  avoiding  easy  money. 

3.  Encouraging  sound  labor-management 
agreements  which  maintain  a “rough  balance 
of  economic  power  between  employers  and 
unions”  and  “with  the  government  keeping 
hands  off  as  much  as  possible.” 

4.  Declaring  an  “anti-inflation  objective” 
by  Congressional  adoption  of  an  amendment 
to  the  Employment  Act  of  1946  in  which  the 
stable  value  of  the  dollar  would  be  a stated 
goal  along  with  full  employment  and  maxi- 
mum production. 

Inflationary  trends  in  the  nation  are  not 
going  to  be  quickly  reversed.  It  will  take 
very  firm  intentions  and  actions  on  the  part 
of  all  thinking  citizens  to  restore  sound 
money-credit  conditions. 


o, 


The  Reversible 
Garment  Called 
Truth 


UR  NEWSPAPER  BROUGHT  WORD  the  Other 
day  that  evoked  once  more  a line  of  thinking 
which  recurs  more  often  as  we  grow  older. 
It  has  to  do  with  the  many  startling  reversals 
of  m.edical  dogma  that  confront  the  clinician 

who  lingers  long  on 
the  medical  scene.  The 
latest  of  these  is  the 
reported  suspicion  that 
white  bread  may 
emerge  as  the  health  seeker’s  choice  over 
whole-wheat  because  strontium-90  has  affin- 
ity for  the  hull  of  the  grain  and  is  said  to 
be  gathering  there  in  tiny  but  increasing 
amounts. 

This  loosened  a flood  of  memories  and 
made  us  wonder  just  how  many  dogmas  of 
our  youth  have  been  replaced  or  at  least  chal- 
lenged by  diametrically  opposite  doctrines. 
Who  could  have  imagined  30  years  ago  that 
the  highly  lauded  “protective  foods” — notably 
butter,  cream  and  eggs — would  eventually 
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be  under  suspicion  as  the  possible  source  of 
gummy  material  to  clog  our  arteries  and  pre- 
dispose to  coronary  thrombosis? 

We  are  old  enough  to  have  seen  a double 
cycle  of  reversal  in  the  surgical  treatment  of 
varicose  veins  from  stripping  to  injections 
and  back  to  stripping  again.  We  recall  that 
certain  heretics  have  suggested  refrigeration 
of  the  patient  as  preferable  in  the  treatment 
of  shock  to  the  time-honored  application  of 
external  heat.  Furthermore,  we  vividly  re- 
member the  solemn  admonitions  of  our  clini- 
cal teachers  that  bleeding  peptic  ulcer  re- 
quires complete  deprivation  of  food;  but  then 
came  Meulengracht  with  his  bold  advice  to 
wipe  away  the  blood  from  the  patient’s  lips 
with  one  hand  and  stuff  food  into  his  mouth 
with  the  other. 

Only  yesterday  the  aging  male  was  cau- 
tioned in  summer  against  lawn-mowers  and 
in  winter  against  snow-shovels.  Now,  how- 
ever, the  sprightly  patriarch  of  cardiology. 
Dr.  Paul  D.  White,  is  singing  the  praises  of 
exercise  to  ward  off  heart  attacks  and  urging 
the  “senior  citizen”  to  buy  a bicycle. 

All  this  adds  up  to  some  confusion  but 
makes  the  world  a livelier  place  to  live  in. 
It  also  serves  to  remind  us  of  some  of  the 
wisest  words  ever  uttered  by  a student  of 
disease — words  that  are  never  going  to  be 
challenged  or  reversed.  The  observer  was 
Hippocrates  and  this  is  what  he  said: 

“Life  is  short — The  Art  is  long— Opportu- 
nity is  fleeting — Experiment  is  perilous — De- 
cision difficult.”  „ „ , 

R.  P.  Middleton 


.-Al  new,  and  heretofore  unsuspected,  gen- 
ius has  appeared  from  out  our  midst.  One 
of  our  senior  colleagues  believes  that  our  pro- 
fession needs  the  guidance  and  confidence  of 
one  who  knows  all  the  answers  to  our  frus- 
trations. He  is  now 
Introducing  "‘^^ting  mostly  on  his 

r»  T -ji  zj  laurels — both  of  them 

Di . Kindly  Hem  t — spends  hours  medi- 
tating over  the  trou- 
bled world,  but  more  especially  troubled 
doctors.  Letters  have  already  reached  him, 
and  his  words  of  wisdom  are  resounding 
through  the  portals  of  our  editorial  office. 

The  services  of  Dr.  Kindly  Heart  are  yours 


for  the  proposition.  You  will  find  the  ques- 
tions and  words  of  wisdom  in  the  back  pages 
of  this  Journal  and,  we  hope,  its  future  issues. 
Seek  and  ye  shall  find.  Come  forth  with  your 
questions,  and  the  kindly  doctor  promises  his 
counsel.  Let’s  lead  him  on,  men.  It  ought  to 
be  good! 


J_1/ARLY  IN  October,  the  Council  on  Legisla- 
tive Activities  of  the  American  Medical  Asso- 
ciation sponsored  a conference  in  St.  Louis. 
The  A.M.A.  Board  of  Trustees  believed  this 
conference  so  important  that  it  requested  at 

least  three  rep- 
Freedom  Will  Be  Lost — e s entatives 

If  Not  Defended  by 

You  and  You  and  You!  cal  association 

to  be  present. 
The  purpose  of  this  conference  was  to  discuss 
the  Forand  Bill  and  the  dire  necessity  of 
participation  in  political  activity  by  physi- 
cians in  their  own  communities  and  states. 

During  the  conference,  a Governor  and 
two  members  of  the  United  States  House  of 
Representatives  addressed  the  delegates  of 
the  medical  associations.  Each  of  these  speak- 
ers admitted  frankly  and  with  pride  that  he 
was  a professional  politician.  Each  was  en- 
thusiastic about  his  profession  and  the  gov- 
ernmental office  he  held.  Each  speaker  em- 
phasized the  vital  necessity  of  political  activ- 
ity at  the  precinct  level  and  stressed  the 
importance  of  supporting,  financially,  the 
candidacy  of  those  political  nominees  who 
endorsed  the  beliefs  of  the  individual  con- 
tributors to  his  campaign. 

Many  important  and  interesting  comments 
were  noted  by  this  writer  during  the  confer- 
ence. In  retrospect,  the  following  seem  worth 
repeating:  There  is  in  America  today  a group 
of  citizens  with  honest  intentions  who  believe 
that  this  country  has  progressed  as  far  as 
possible  under  its  system  of  free  enterprise. 
These  individuals,  honest  though  they  may 
be,  falsely  assume  that  further  economic 
progress  may  be  gained  only  through  a strong 
central  government.  They  are,  therefore, 
committed  to  socialize  many,  if  not  all,  seg- 
ments of  our  economy.  This  belief  is,  of 
course,  false  and  hardly  needs  to  be  be- 
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labored  to  members  of  the  medical  profes- 
sion. There  is  no  doctrine  of  inevitability; 
the  belief  in  such  a doctrine  assumes  short- 
sightedness. Personal  interest  in  all  political 
affairs  and  team  work  may  readily  reverse 
present  socialistic  trends.  No  citizen  or  group 
of  citizens  will  become  effective  and  success- 
fully sponsor  any  ideal  without  becoming 
personally  involved  in  politics  at  the  precinct 
level.  Politics  is  a fruitful  and  productive 
enterprise  but  requires  a personal  willingness 
to  take  a firm  position  on  any  issue. 

Physicians  during  recent  years  have  been 
too  content  to  lean  upon  and  depend  upon 
their  medical  associations  to  defeat  or  enact 
legislation  relating  to  medicine.  The  causes 
of  the  medical  profession  will  be  advanced 
further,  faster,  and  better  if  a “grass  roots” 
development  occurs  among  physicians  to  be- 
come better  acquainted  and  more  influential 
with  their  Congressmen.  “Grass  roots”  is  an 
effective  tool  of  labor  organizations,  but 
many  of  the  professions  have  ignored  this 
most  potent  weapon.  Every  physician  must 
become  a lobbyist  if  he  wishes  to  save  his 
very  existence.  Physicians  or  any  other  group 
of  citizens  must  first  determine  the  political 
principles  which  they  will  favor  and  most 
enthusiastically  promote  them.  They  must 
determine  whether  they  will  espouse  a con- 
tinuation of  freedom  and  liberty  for  the 
American  people  as  typified  by  our  free  en- 
terprise system,  or  whether  they  wish  to  live 
under  a strong  centralized  or  federalized  gov- 
ernment which  will  continue  to  grow  and 
develop  longer  and  longer  tentacles  of  bu- 
reaucracy. After  once  determining  their  indi- 
vidual preference  and  the  principles  of  gov- 
ernment that  they  endorse,  citizens  must 
oppose  vigorously  any  actions  or  proposals, 
legislative  or  otherwise,  that  are  in  conflict 
with  the  basic  principles  they  have  accepted. 

Politics  is  an  expensive  business.  It  re- 
quires large  financial  backing  to  win  election 
to  any  governmental  office  and  it  is  particu- 
larly expensive  to  win  election  to  Congress. 
Thus,  those  candidates  who  support  the  same 
principles  of  government  as  members  of  the 
medical  profession  must  be  supported  finan- 
cially, not  with  just  a few  dollars,  but  with 
a contribution  of  $100  or  more.  Good  govern- 
ment cannot  be  bought  in  the  dime  store  or 
the  bargain  basement.  Political  contributions 


to  the  candidate  who  supports  the  principles 
of  freedom  and  free  enterprise  will  help 
awaken  our  citizenry,  which  has  a stake  in 
America,  to  the  real  necessity  of  political 
activities.  The  profession  of  politics  will  be 
only  as  great  a profession  as  the  people  who 
participate  in  it.  During  years  gone  by,  poli- 
tics was  called  “a  dirty  game,”  but  it  was  so 
labeled  only  because  of  the  people  who  be- 
came involved  in  it.  , 

L.  R.  Hegland* 


“T 

J.  HAVE  BUT  ONE  LAMP  by  which  my  feet  are 
guided,  and  that  is  the  lamp  of  experience; 
I know  of  no  way  of  judging  the  future  but 
by  the  past.” — Patrick  Henry,  American  Lib- 
erty, March  23,  1775. 

This  passage,  deliv- 

Do  We  Want  Patrick 

I • g Henry,  can  well  be  heed- 
Compulsion.  today  by  us  all.  And, 

if  this  is  true  then  we 
have  no  course  but  to  rise  from  the  state  of 
chronic  apathy  which  has  been  long  with  us. 
As  individuals  and  as  a group  we  must  pre- 
sent to  the  public  the  true  facts  of  the  “For- 
and  Bill”: 

Is  federal  compulsion  the  American  way? 

Can  the  government  legislate  and  buy  re- 
lief from  pain  and  suffering? 

The  right  to  a physician  and  hospital  of 
your  choice  only  if  they  have  signed  an  agree- 
ment with  government,  dictated  by  govern- 
ment? 

The  destruction  of  existant  and  rapidly 
growing  voluntary  health  plans  and,  there- 
fore, the  destruction  of  private  enterprise? 

The  abandonment  of  a system  of  medical 
care  which  has  brought  the  greatest  benefits 
to  the  greatest  numbers  in  favor  of  a system 
to  reduce  the  whole  to  the  level  of  the 
poorest? 

If  the  answer  to  the  above  questions — NO 
— is  the  one  in  which  we  believe,  then  it  be- 
comes the  duty  of  each  physician  to  spread 
the  facts  as  widely  as  he  possibly  can  so  that 
the  public  in  general  may  see  this  matter  in 
its  true  light. 

Ernest  W.  Mack,  M.D.,  President, 
Nevada  State  Medical  Association 

‘Executive  Secretary  of  the  Montana  Medical  Association. 
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Pyodermas 
during  use  of  topical  C21  steroids 

Four  case  reports 

Mortimer  S.  Falk,  M.D.,  Reno,  Nevada 


All  is  not  gold  that  glitters 

with  an  anti-inflammatory  ointment. 


Hydrocortisone,  fluorohydrocortisone,  hydro- 
cortamate,  prednisolone,  triamcinolone  and 
fluorometholone  are  among  the  steroids 
(hydrocortisone  analogs)  which  are  used  as 
salts  or  in  their  free  alcohol  form  in  topical 
preparations  for  many  dermatoses.  There  are 
now  numerous  preparations  containing  one 
of  these  agents,  either  alone  or  in  combina- 
tion with  antibiotics,  tars,  quinolines,  sulfur, 
resorcin  and  nystatin.  Topical  ointments, 
creams  and  lotions  containing  these  hydro- 
cortisone analogs  are  often  effective  amelio- 
rative agents  for  certain  inflammatory  der- 
matoses, particularly  those  due  to  allergic 
sensitization.  When  there  is  continued  ex- 
posure or  re-exposure  to  offending  allergens, 
whether  it  be  a contactant,  inhalant  or  in- 
gestant,  there  may  be  little  or  no  improve- 
ment or  the  improvement  may  be  short- 
livedb  They  have  been  properly  designated 
“morbidistatic”  rather  than  curative  agents. 

It  has  been  stated-’®’^,  and  the  idea  seems 
to  prevail,  that  most  of  these  agents  are  com- 
pletely harmless  when  employed  topically. 
This  may  be  the  principal  reason  for  their 
almost  indiscriminant  use  for  “skin  rashes.” 
There  have  been  reports  of  undesirable  sys- 
temic effects  and  untoward  local  reactions 
to  some  of  these  topical  corticosteroid  prep- 
arations. Ointments  and  lotions  containing 


0.1  to  0.25  per  cent  9-a-fluorohydrocortisone 
can  produce  electrolyte  imbalance.  This  is 
manifested  clinically  by  weight  gain  due  to 
water  retention,  decreased  urinary  output 
and  occasional  instances  of  edema.  Labora- 
tory studies  show  elevation  of  serum  sodium 
and  depression  of  sodium  excretion,  de- 
pressed serum  potassium,  slightly  elevated 
serum  chlorides  and  depressed  eosinophil 
counts.  The  degree  of  electrolyte  imbalance 
appears  to  be  related  to  the  amount  of  flu- 
orohydrocortisone absorbed  percutaneously. 
Thus,  the  concentration  of  the  lotion  or  oint- 
ments, the  frequency  of  application,  how  vig- 
orously it  is  rubbed  in,  the  area  of  skin  to 
which  it  is  applied,  the  thickness  of  the  skin, 
and  the  condition  of  the  involved  skin 
(greater  absorption  through  acutely  inflamed 
or  denuded  tissue)  all  influence  the  amount 
of  absorption  and  the  degree  of  possible  con- 
sequent electrolyte  imbalance®’®’".  Predniso- 
lone ointment  may  irritate  some  inflamed 
skins,  causing  aggravation  of  the  dermatitis®. 
Although  it  is  generally  agreed  that  topical 
hydrocortisone  preparations  have  not  caused 
recognizable  systemic  effects,  experimental 
studies  with  radioactively  labeled  hydrocor- 
tisone ointments  indicate  that  there  is  some 
degree  of  absorption®. 

During  the  past  few  years,  I have  on  sev- 
eral occasions  observed  various  types  of  sec- 
ondary pyodermas  develop  in  patients  who 
were  using  topical  C,!  steroid  preparations. 
About  six  months  ago,  I decided  to  keep  rec- 
ord of  succeeding  patients  in  whom  this  phe- 
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nomenon  was  seen.  The  following  are  brief 
case  histories  of  four  such  patients  seen  since 
then. 

CASE  REPORTS 

Case  1:  A 31-year-old  housewife  had  a recur- 
rent erythemato-vesicular  eruption  of  her  hands, 
somewhat  worse  on  the  right,  since  June,  1956. 
She  had  used  various  lotions,  creams  and  soaks 
including  a steroid-containing  lotion  prescribed  by 
a physician  in  Arizona.  The  dermatitis  improved 
temporarily  for  short  periods  but  recurred  con- 
sistently. While  visiting  in  Idaho,  she  experienced 
a severe  exacerbation  of  her  eruption.  She  took 
the  empty  plastic  container  to  a pharmacist  who 
said  he  could  identify  it  and  gave  her  flourohydro- 
cortisone  lotion  (Alflurone  T.M.)  0.1  per  cent.  She 
used  the  product  several  times  daily  for  the  next 
three  days.  During  this  time,  pustules  appeared 
on  her  hands  and  spread  to  the  forearms.  The 
involved  parts  became  edematous  and  she  devel- 
oped bilateral  epitrochlear  and  axillary  lympha- 
denitis. I was  consulted  when  her  eruption  had 
reached  this  stage.  From  the  history  and  appear- 
ance of  the  dermatitis,  it  appeared  to  be  an  allergic 
contact-type  dermatitis  now  complicated  by  a 
secondary  pyoderma.  Initial  treatment  to  arrest 
the  infection  consisted  of  sterile  soaks  and  com- 
presses, as  well  as  a systemic  antibiotic.  The  sec- 
ondary pyoderma  subsided  rather  promptly. 

Subsequently,  patch  tests  were  performed  to 
the  patient’s  usual  contactants.  Positive  reactions 
were  obtained  to  the  dye  in  citrus  peel. 

Case  2:  A 22-year-old  married  housewife  and 
secretary  who  had  recurrent  episodes  of  derma- 
titis since  childhood,  was  given  a cream  containing 
hydrocortisone  1 per  cent,  liquor  carbonis  deter- 
gens  2 per  cent  and  diiodohydroxyquinolone  1 per 
cent  (Cor-tar-quin  T.M.)  for  a vesicular  eruption 
involving  her  fingers.  She  experienced  relief  of 
the  itching,  and  there  was  some  improvement  of 
the  dermatitis  within  a few  days.  However,  in 
about  a week,  postules  appeared  on  several  fingers 
and  an  acute  pyogenic  paronychia  developed  about 
the  nail  of  the  fourth  finger  of  the  right  hand. 
She  continued  to  apply  the  cream  on  the  secon- 
darily infected  area.  When  she  was  seen,  the  in- 
fection had  spread  over  the  hands  and  upper 
extremities  with  the  concomitant  development  of 
regional  lymphadenitis.  The  secondary  infection 
responded  to  a systemically  administered  anti- 
biotic. However,  one  month  later  the  paronychia 
reappeared  on  the  same  finger  while  she  was 
using  an  ointment  containing  neomycin  and  hydro- 
cortisone. The  infection  was  again  brought  under 
control  with  a systemically  administered  anti- 
biotic. 

Case  3:  A 50-year-old  male  chef  had  experi- 
enced recurrent  episodes  of  herpes  simplex 
(grouped  vesicles  on  an  erythematous  base)  on 
the  dorsum  of  his  right  hand  for  several  years. 
The  eruption  caused  some  discomfort  and  incon- 


venience in  his  work  but  usually  subsided  within 
a week  or  ten  days  with  the  use  of  sterile  boric 
acid  compresses  and  bandaging.  After  the  reap- 
pearance of  the  eruption  for  the  third  or  fourth 
time  within  a few  months,  he  consulted  a physi- 
cian who  prescribed  an  ointment  containing  hydro- 
cortisone 1 per  cent  and  iodochlorhydroxyquin 
3 per  cent  (Vioform  Hydrocortisone  T.M.).  Within 
two  days  after  commencing  the  use  of  this  oint- 
ment, the  involved  area  became  more  edematous 
and  pustules  appeared.  An  abrasion  on  the  left 
hand  subsequently  became  infected.  With  systemic 
antibiotics,  hot  compresses,  and  temporary  dis- 
continuance of  his  work  as  a food  handler,  the 
infection  was  arrested. 

Case  4:  A 26-year-old  housewife,  with  lifelong 
recurrent  atopic  dermatitis,  was  given  a topical 
steroid  cream  containing  0.1  per  cent  triamcinolone 
acetonide.  She  developed  a follicular  pustule  on 
the  dorsum  of  her  right  hand  about  24  hours  after 
commencing  the  application  of  the  cream  but  con- 
tinued to  use  it.  Within  the  next  two  days  pustular 
and  impetiginous  lesions  developed  over  her  arms, 
neck  and  face  corresponding  to  the  areas  where 
the  medication  had  been  applied.  She  developed  a 
low  grade  fever,  100.6°  F.,  and  constitutional 
symptoms  which  prompted  her  to  report  the  re- 
action. The  pyoderma  was  controlled  with  a sys- 
temically administered  antibiotic  (erythromycin). 

Comment 

The  association  of  secondary  pyodermas 
with  the  use  of  topical  corticosteroids  was 
anticipated  from  the  time  they  were  first 
used,  hence  the  inclusion  of  antibiotics  and 
other  antimicrobial  agents  in  their  formula- 
tions. In  my  experience,  illustrated  by  the 
four  case  histories  presented,  the  inclusion 
of  these  agents  cannot  always  be  depended 
upon  to  prevent  the  onset  or  spread  of  such 
infections. 

Although  the  mechanism  of  action  is  still 
a matter  of  speculation  and  some  controversy, 
it  is  a fact  that  these  hormones  exert  a sup- 
pressive effect  on  tissue  inflammation.  Thus, 
the  organisms’  capacity  for  defense  by  the 
migration  of  inflammatory  cells  and  phago- 
cytosis is  to  some  extent  inhibited.  In  the 
vast  majority  of  instances,  this  effect  does 
not  break  down  the  defenses  sufficiently  for 
infection  to  take  hold  or  spread.  Undoubtedly, 
the  inclusion  of  antimicrobial  agents  inhibits 
many  pyodermas.  However,  just  as  topically 
applied  antibiotics  are  not  always  effective 
in  treating  bacterial  skin  infections,  when 
they  are  combined  with  the  corticosteroids 
they  cannot  be  assumed  to  be  completely 
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dependable  as  preventatives  for  superimposed 
pyodermas. 

Many  dermatoses  for  which  corticoste- 
roids are  prescribed  tend  to  become  secon- 
darily infected.  For  example,  atopic  or  gen- 
eralized neurodermatitis  is  prone  to  develop 
infectious  folliculitis  and  furunculoses,  con- 
tact dermatitis  may  develop  pustular  and 
impetiginous  lesions,  eczemas  of  the  hands 
and  feet,  of  various  etiologies,  not  uncom- 
monly become  infected  with  pustular,  ec- 
thymatous  or  erysipelas-like  involvement.  By 
controlling  the  primary  inflammatory  proc- 
ess, the  corticosteroids  may  prevent  the  onset 
of  secondary  infections.  However,  as  illus- 
trated in  the  case  histories  presented,  occa- 
sional instances  of  secondary  pyodermas  oc- 
cur coincidentally  with  their  use. 

The  purpose  of  this  communication  is  to 
point  out  that  not  only  must  the  physician 
realize  the  limitations  of  topical  corticoste- 
roid preparations,  but  he  should  also  be  cog- 
nizant of  possible  undesirable  effects  from 


some  of  them  (fluorohydrocortisone  and 
prednisolone)  and  of  the  possible  concomitant 
occurrence  of  secondary  pyodermas.  The  ad- 
visability of  allowing  indiscriminate  refilling 
of  these  prescriptions  for  the  patient  or  for 
“a  friend  who  has  the  same  kind  of  rash”  is 
questionable.  • 

REFERENCES 

>Falk,  M.  S.:  An  appraisal  of  compound  F (Hydrocortisone 
Acetate) -neomycin  ointment  in  clinical  dermatology.  Acta 
Dermat.-Venereol.  35:132-142,  1955. 

2Sulzberger,  M.  B.;  Witten,  V.  H.,  and  Smith,  C.  C.:  Hydro- 
cortisone (Compound  F)  acetate  ointment  in  dermatologic 
therapy.  J.A.M.A.  151:468-472  (Feb.  7)  1953. 

^McCorriston,  L.  R.:  Hydrocortisone  (Compound  F)  acetate 
ointment  in  eczema  of  infants  and  children.  Canad.  M.A.J. 
70:59-62  (Jan.)  1954. 

■•Witten,  V.  H.;  Amer,  A.  B.;  Sulzberger,  M.  B.,  and  DeSanctis, 
A.  G.:  Hydrocortisone  ointment  in  treatment  of  infantile 
eczema.  A.M.A.  Am.  J.  Dis.  Child.  87:298-304  (March)  1954. 
®Fitzpa trick,  T.  B.;  Griswold,  H.  C.,  and  Hicks,  J.  H.:  Sodium 
retention  and  edema  from  percutaneous  absorption  of  fludro- 
cortisone acetate.  J.A.M.A.  158:1149-1152  (July  30)  1955. 
«Livingood,  C.  S.;  Hildebrand,  J.  F.;  Key,  J.  S.,  and  Smith, 
W.  S.,  Jr.:  Studies  on  percutaneous  absorption  of  fludro- 
cortisone. A.M.A.  Arch.  Dermat.  72:313-327  (Oct.),  1955. 
’Robinson,  H.  M.,  Jr.,  R.C.V.;  and  Cohen,  M.  M.:  Use  of 
9-alpha-flurohydrocortisone  in  therapy  of  dermatoses.  Bull. 
School  Med.  Univ.  Maryland  40:72-75  (July)  1955. 
sFrank,  L.,  and  Stritzler,  C.:  Prednisolone  topically  and  sys- 
temicaUy.  A.M.A.  Arch.  Dermat.  72:547-549  (Dec.)  1955. 
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Early  rehabilitation 
for  maxillofacial  defects* 


Clayton  K.  Mammel,  M.D.,  Denver 


All  human  beings  wish  to  be  within 
normal  limits  structurally — socially 
acceptable.  We  must  be  ever  aware 
of  this  fact  when  performing  surgery 
on  exposed  parts  of  the  body. 


One  of  man's  basic  needs  is  that  of  being 
acceptable  in  his  environment,  whether  this 
be  socio-economic  or  his  physical  and  cos- 
metic appearance.  The  latter  will  be  our  con- 


‘Presented  at  the  24th  Midwinter  Clinical  Session,  Colorado 
State  Medical  Society,  February  20,  1959. 


sideration  here.  When  it  becomes  necessary 
to  remove  an  anatomic  part  by  reason  of 
traumatic  deformity  or  in  separating  a dis- 
eased portion  of  the  body  from  the  normal, 
the  physician  will  be  faced  with  reconstruc- 
tion and  rehabilitation  of  the  patient.  Re- 
habilitation may  be  defined  as  restoration  of 
function  and  appearance  to  as  nearly  normal 
as  possible. 

In  management  of  mouth  cancer,  facial 
or  cervical  neoplasms,  treatment  must  be  in- 
dividualized. This  will  depend  upon  the  phi- 
losophy of  the  surgeon  and  patient,  and  we 
must  consider  the  responsiveness  of  the  in- 
dividual tumor  to  the  mode  of  treatment. 
Whatever  the  treatment  may  be — surgery  or 
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irradiation — in  an  era  of  radical  and  super- 
radical operation  for  cancer,  we  impose  re- 
strictions and  dysfunction  to  their  social 
acceptedness.  Therefore,  it  is  mandatory  that 
those  who  care  for  such  patients  are  able 
and  willing  to  restore  impaired  function  and 
acceptable  appearance  whenever  possible. 

The  first  example  is  a 61-year-old  male 
salesman  with  a lesion  in  the  posterior  por- 
tion of  the  palate,  first  noted  upon  routine 
physical  and  intra-oral  examination.  Clinical 
impression  was  carcinoma  of  the  hard  palate 
and  alveolar  ridge,  confirmed  by  microscopic 
diagnosis.  There  was  no  obvious  metastasis. 
After  consultation  from  the  roentgen  thera- 
pist a course  of  treatment  was  outlined.  In 
this  particular  instance,  both  operative  sur- 
gery followed  by  x-irradiation  was  employed 
(Fig.  1). 


Fic-  1.  Operative  defect. 


This  patient  was  operated  through  intra- 
oral approach  after  ligation  of  the  external 
carotid  artery  on  that  side.  A portion  of  the 
maxilla,  hard  and  soft  palate,  and  alveolar 
ridge  were  removed  (Figs.  2 and  3) . After 
the  intra-oral  wound  had  primarily  healed, 
the  patient  was  submitted  for  irradiation  and 
a total  of  8000r  were  given  to  the  area.  Over 
a period  of  time  there  was  subsequent  se- 
questration, drainage  and  mucopurulent  dis- 
charge and  extensive  mucositis  of  this  area. 
This  created  a communication  between  the 
nose  and  the  maxillary  sinus,  which  imposes 
great  restriction  on  eating,  chewing  and 
speech.  Even  though  consequences  of  such  an 


operation  and  treatment  are  outlined  prior 
to  surgery  and  irradiation,  this  doesn’t  nec- 
essarily mean  that  the  patient  accepts  cleft 
palate  speech  or  his  inability  to  have  pain- 


Fig.  2.  Specimen — posterior  alveolus  and  palate. 


Fig.  3.  Postoperative,  with  palatal  obturator  in 
place. 


Fig.  4.  The  rehabilitated  patient. 
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less  deglutition.  In  this  instance,  we  did  not 
wait  until  the  immediate  x-ray  reaction  had 
subsided,  but  rather  than  wait  for  six  months 
or  a year  until  the  re-activity  lessened,  mod- 
els were  made  of  the  intra-oral  defect. 

An  obturator  appliance  was  constructed 
to  close  the  surgical  and  irradiation  defect 
(Fig.  4).  Types  of  appliances  and  obturators, 
of  course,  are  adapted  to  individual  problems. 
If  no  palate  exists,  a large  obturator  flange  is 
constructed  on  the  prosthetic  appliance  in  an 
effort  to  close  the  palate  and  separate  the 
nose  and  throat.  These  appliances  are  like 
prosthetic  appliances  for  limbs,  in  that  they 
must  be  changed  as  the  tissues  adapt  over  a 
period  of  weeks  and  months.  A prosthesis 
such  as  this  is  constructed  by  a dentist  with 
special  knowledge  and  training  for  rehabili- 


tation of  these  patients. 

The  next  problem,  too,  involves  a bony 
loss  of  the  lower  third  of  the  face.  This  31- 
year-old  man  noted  an  intra-oral  sore  which 
involved  two  teeth  and  swelling  of  the  body 
of  the  mandible  (Fig.  5) . 

Biopsy  and  microscopic  examination  dem- 
onstrated osteogenic  sarcoma  of  the  man- 
dible. Realizing  that  this  is  not  an  x-ray 
responsive  lesion,  a hemi-mandibulectomy 
was  carried  out  with  a unilateral  supra-hyoid 
neck  dissection  (Fig.  6) . Nasogastric  tube 
was  placed  for  feeding  and  tracheostomy  was 
done.  The  tracheostomy  tube  was  removed 
on  the  fourth  postoperative  day  and  the  naso- 
gastric feeding  tube  at  the  end  of  one  week, 
the  patient  being  able  to  maintain  his  caloric 
intake  orally. 

There  are  physicians  who  treat  neoplastic 
processes  of  the  face,  mouth,  and  jaws  who 
will  not  be  in  agreement  with  treatment  in 


Fig.  5.  Preoperative  photo  of  osteogenic  sarcoma, 
bodjr  oi  mandible. 


Fig.  7.  Postoperative,  one  year  after  bone  graft  to 
mandible. 


Fig.  6.  Postoperative,  after  hemi-mandibulecton^. 


Fig.  8.  Postoperative,  one  year  after  bone  (raft  to 
mandible. 
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this  case.  However,  when  primary  wounds 
are  healed  and  the  patient  has  regained  posi- 
tive nitrogen  balance  with  no  obvious 
evidence  of  local  or  distant  metastases,  an 
attempt  to  restore  function  and  cosmetic 
appearance  should  be  made.  Prior  to  recon- 
struction of  the  mandibular  defect,  an  intra- 
oral appliance  is  made.  It  resembles  a partial 
denture  with  a flange  of  acrylic  or  plastic 
material  projected  laterally  to  hold  the  cheek 
in  a stretched  position,  creating  laxity  of 
these  tissues  to  make  them  more  receptive 
for  a bone  graft  in  this  restricted  area. 

In  this  instance,  three  months  after  the 
primary  operation,  a full  thickness  iliac  bone 
graft  was  inserted  to  re-contour  the  subtotal 
loss  of  the  mandible.  This  was  secured  by 
means  of  wires  at  the  symphysis  and  one 
wire  suture  at  the  condylar  head  near  the 
glenoid  fossa  on  the  right  side.  (Figs.  7 
and  8). 


Both  patients  discussed  here  resumed 
their  livelihood  a few  weeks  after  operation, 
which  demonstrated  the  benefit  of  early  re- 
habilitation following  loss  of  anatomonic 
structures.  The  first  patient  operates  a busi- 
ness in  which  his  speech  plays  an  important 
part  in  his  communication  and  his  livelihood. 
A well  adapted  prosthesis  has  maintained 
acceptable  speech.  In  the  second  case,  the 
facial  contour  does  not  appear  as  deformed 
as  it  did  prior  to  restoration  of  the  bony  loss, 
and  the  patient  has  a functioning  mandible. 

In  conclusion,  when  we  perform  radical 
curative  surgery  or  irradiation,  we  restore 
the  patients  to  as  near  normal  function  and 
as  acceptable  appearance  as  reconstructive 
measures  will  permit.  Prosthetic  appliances 
are  often  helpful  both  functionally  and  cos- 
metically. If  they  cannot  be  cured,  we  may 
help  them  more  gracefully  toward  a less  dis- 
tressing termination.  • 


Causes  and  prevention 
of  premature  infant  deaths* 

A ten-year  study 

E.  Stewart  Taylor,  M.D.,  and  Louise  C.  Walker,  M.D.,  Denver 


Early  hospitalization  of  mothers  with 
obstetric  complications,  plus  expert 
pediatric  care,  are  essential  in  prevention 
of  prematurity  and  its  associated 
higher  perinatal  mortality. 

This  paper  is  a review  of  our  experience  with 
premature  infants  born  on  the  obstetrical 

•From  the  Department  of  Obstetrics  and  Gynecology,  Uni- 
versity of  Colorado  School  of  Medicine,  Denver,  Colorado. 
Dr.  Taylor  is  Professor  and  head  of  the  Department  of  Ob- 
stetrics and  Gynecology.  Presented  at  the  Colorado  State 
Medical  Society’s  Midwinter  Clinics,  February  18,  1959. 


service  of  the  Colorado  General  Hospital  from 
July  1,  1947,  through  June  30,  1957.  During 
the  past  10  years  special  emphasis  has  been 
given  to  the  obstetrical  and  pediatric  aspects 
of  prematurity.  The  physicians  and  nurses 
caring  for  premature  infants  have  a special 
interest  in  this  problem  and  have  each  had 
special  training  in  the  care  of  premature  in- 
fants. 

In  1947,  the  Children’s  Bureau  of  the 
Department  of  Health,  Welfare,  and  Educa- 
tion, in  cooperation  with  the  Colorado  De- 
partment of  Public  Health  and  the  University 
of  Colorado  Medical  Center,  established  the 
Premature  Infant  Center.  The  Premature 
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Infant  Center  has  been  a teaching,  demon- 
stration, and  service  unit  in  the  care  of  pre- 
mature infants  for  physicians  and  nurses. 
All  premature  infants  born  in  the  Colorado 
General  Hospital  are  cared  for  in  the  Pre- 
mature Infant  Center.  Other  premature  in- 
fants are  referred  to  the  Premature  Infant 
Center  by  physicians  outside  Colorado  Gen- 
eral Hospital  but  these  infants  are  not  the 
subject  of  this  report. 

In  1950,  the  Children’s  Bureau  sponsored 
a continuing  project  within  the  Department 
of  Obstetrics  and  Gynecology  which  hoped 
to  aid  in  the  prevention  of  premature  de- 
livery. It  was  realized  that  the  problem  of 
prematurity  could  only  reach  ultimate  solu- 
tion through  prevention.  It  was  also  recog- 
nized that  the  longest  field  of  prevention 
existed  among  those  patients  with  obstetrical 
or  medical  complications  and  that  progress 
in  prevention  of  prematurity  had  to  be 
through  control  or  prevention  of  medical  and 
obstetrical  complications  preceding  delivery. 

The  most  important  aspect  in  the  pre- 
vention of  premature  delivery  has  been  pre- 
natal care  and  early  and  prolonged  hospital- 
ization of  patients  with  complications  of 
pregnancy  such  as  toxemia,  twins,  placenta 
previa,  and  maternal  infections.  We  have  not 
felt  that  hormones  or  drugs  have  any  value 
in  the  prevention  of  premature  delivery. 
During  the  past  two  years  we  have  recog- 
nized some  patients  with  habitual  premature 
delivery  secondary  to  an  incompetent  in- 
ternal cervical  os  and  have  surgically  closed 
the  cervix  during  gestation.  The  surgical  ap- 
proach holds  some  promise  of  preventing 
premature  delivery  in  selected  patients.  Twin 
gestations  have  been  lengthened  we  feel  by 
hospitalization  of  the  mother  from  the  32nd 
to  the  38th  week.  Toxemia  patients  are  hos- 
pitalized according  to  established  obstetrical 
principles,  as  are  potential  placenta  previa 
patients.  The  reduction  in  uterine  circulation 
that  accompanies  twins,  toxemia,  hemor- 
rhage, or  maternal  infection  can  best  be 
managed  by  hospitalization  and  bed  rest^’^’®. 
Uterine  irritability  is  common  with  twins, 
toxemia,  and  maternal  infections.  Specific 
therapy  for  the  maternal  infection,  and  bed 
rest  to  improve  uterine  circulation,  or  at  least 
make  all  the  circulation  possible  available  to 
the  pregnant  uterus  under  conditions  that 


may  lead  to  prematurity  is  most  desirable. 
From  clinical  observation,  and  by  investiga- 
tion with  laboratory  technics  we  have  con- 
cluded that  premature  delivery  is  frequently 
accompanied  by  uterine  hyperirritability  for 
several  weeks  before  delivery*.  When  prema- 
ture delivery  is  associated  with  maternal 
infection  or  toxemia  there  is  usually  a re- 
duction in  uterine  circulation  accompanying 
the  uterine  irritability®. 

The  prenatal  and  delivery  care  given  the 
majority  of  patients  of  this  report  was  ac- 
cording to  accepted  standards  for  prenatal 
care  and  delivery.  Some  of  the  patients  did 
not  receive  prenatal  care  or  were  referred  to 
the  hospital  because  of  their  complication. 
Minimal  to  no  analgesia  for  premature  de- 
livery is  our  general  rule  and  local  or  regional 
anesthesia  was  used.  General  anesthesia  is 
not  used  for  premature  delivery  in  our  hos- 
pital. 

Method  of  study 

All  prematurely  born  infants  have  been 
separated  into  two  large  groups  (Tables  1, 
2,  and  3) . One  group  consists  of  those  infants 
weighing  between  1000  and  2500  grams  at 
birth  whose  mothers  had  no  complications  of 
pregnancy  other  than  premature  delivery. 
The  infants  in  the  first  group  were  born  from 
a vertex  position.  Premature  rupture  of  the 
membranes  was  not  considered  a complica- 
tion. The  second  group  of  premature  infants 
was  born  of  mothers  who  had  medical  or 
obstetrical  complications. 

All  perinatal  deaths  among  premature  in- 
fants were  studied  in  relation  to  the  obstetri- 
cal history.  Autopsies  were  performed  in  90 
per  cent  of  the  premature  infants  that  did 
not  survive.  Each  perinatal  premature  death 
has  been  studied  in  relation  to  cause  of  death 
and  in  relation  to  possible  factors  of  prevent- 
ability. 

Neonatal  and  perinatal  death  rates 

Among  1,425  live  and  stillborn  infants 
born  at  the  Colorado  General  Hospital  weigh- 
ing between  1000  and  2500  grams,  the  peri- 
natal mortality  was  15  per  cent.  The  inci- 
dence of  premature  delivery  was  13  per  cent 
of  all  births  over  1000  grams.  For  purposes 
of  definition  2500  grams  or  over  was  con- 
sidered a term  fetus.  The  neonatal  mortality 
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TABLE  1 

Premature  mortality  1000  to  2500  grams  divided  into  complicated  and 
uncomplicated  pregnancies.  Colorado  General  Hospital  1947-1957 

Uncompli- 

Compli- 

cated 

cated 

Total 

Per  cent 

Per  cent 

Cases  of 

Cases  of 

Weight  Groups  Cases  Neonatal 

Neonatal 

Fetal 

Perinatal 

Perinatal 

Total 

Perinatal 

Perinatal 

In  Grams  Liveborn  Deaths 

Mortality 

Deaths 

Loss 

Loss 

Infants 

Loss 

Loss 

1000  to  1500  108  55 

51  % 

34 

89 

63% 

142 

Uncomplicated  ....  35  13 

37  % 

10 

23 

51% 

45 

23 

Complicated  73  42 

58  % 

24 

66 

68% 

97 

66 

1500  to  2000  271  42 

15.5% 

22 

64 

22% 

293 

Uncomplicated  ....  101  10 

10  % 

4 

14 

13% 

105 

14 

Complicated  170  32 

19  % 

18 

50 

27% 

188 

50 

2000  to  2500  958  34 

3.5% 

32 

66 

7% 

990 

Uncomplicated  ....  627  10 

1.6% 

8 

18 

2.8% 

635 

18 

Complicated  331  24 

7 % 

24 

48 

13.5% 

355 

48 

TOTAL  - 1337  131 

9.8% 

88 

219 

15% 

1425 

55 

164 

Uncomplicated  cases  785 

Perinatal  deaths  

55 

Mortality  ... 

7% 

Complicated  cases  640 

Perinatal  deaths  

164 

Mortality  .... 

26% 

TABLE  2 

Distribution  of  complicated 

cases  and  premature  neonatal  results,  Colorado  General 

Hospital, 

1947  to  1957 

1000-1500  grams 

1500-2000  grams  2000-2500  grams 

Total 

Complications 

Lived 

Died 

Lived  Died 

Lived 

Died  Lived  Died 

Eclampsia  

0 

0 

1 

1 

0 

0 

1 1 

Other  Toxemia  

7 

7 

36 

4 

101 

6 144  17 

Placenta  Previa  

3 

4 

7 

4 

11 

1 

21  9 

Placenta  Abruptio  

5 

1 

9 

2 

10 

0 

24  3 

Other  Bleeding  

1 

4 

7 

4 

13 

2 

21  10 

Multiple  births  

3 

10 

45 

3 

45 

1 

93  14 

Pyelitis  not  treated  

3 

6 

6 

1 

15 

0 

24  7 

Prem.  rupt.  memb.  with  infection  .... 

1 

1 

0 

2 

0 

0 

1 3 

Rheumatic  Heart  Disease  in  failure.. 

0 

0 

3 

0 

9 

0 

12  0 

Diabetes,  uncontrolled  

0 

0 

0 

1 

0 

2 

0 3 

Rh  negative  sensitized  

2 

0 

3 

1 

12 

3 

17  4 

Syphilis,  not  treated  

0 

0 

3 

0 

8 

0 

11  0 

Tuberculosis,  active  

0 

0 

0 

0 

3 

0 

3 0 

Cancer  

0 

2 

0 

1 

1 

2 

1 5 

Fibroids  

0 

1 

1 

0 

0 

0 

1 1 

Abnormal  presentation  

3 

3 

9 

4 

49 

4 

61  11 

Prolapsed  cord  

1 

3 

1 

0 

4 

0 

6 3 

Acute  maternal  infections  

0 

0 

5 

3 

14 

1 

19  4 

Other  

2 

0 

2 

1 

12 

2 

16  3 

Total  patients  with  complications 

31 

42 

138 

32 

307 

24  476  98 

Uncomplicated  pregnancies  

22 

13 

91 

10 

617 

10  730  33 

Complicated  live  births 574 

Neonatal  deaths  

.98 

Mortality  .. 

17  % 

Uncomplicated  live  births. .763 

Neonatal  deaths  

.33 

Mortality  .. 

4.3% 
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TABLE  3 

Statistical  significance  of  differences  in  outcome  of  births  following  complicated  and 

uncomplicated  pregnancies* 

Birth  V/eight 

Grams 

Comparison 
of  Outcome 
as  Related  to  - 
Type  of  Pregnancy 

Differ- 
Rate  ence 

Per  Between 
Cent  Rates 

Statistical  Significance 
of  Differences 

Not  Highly 

Significant  Significant  Significant 

Total  Fetal  Loss 

Complicated  

-26% 

19 

+ 

Uncomplicated  

...  7% 

Neonatal  Mortality 

Complicated  

-17% 

12.7 

+ 

Uncomplicated  

- 4.3% 

1000  to  1500  Fetal  Loss 

Complicated  

-68% 

17 

-H 

Uncomplicated  

-51% 

Neonatal  Mortality 

Complicated  

-58% 

21 

Uncomplicated  

-37% 

1500  to  2000  Fetal  Loss 

Complicated  

-27% 

14 

+ 

Uncomplicated  

-13% 

Neonatal  Mortality 

Complicated  

-19% 

9 

+ 

Uncomplicated  

-10% 

2000  to  2500  Fetal  Loss 

Complicated  

-13.5% 

10.7 

+ 

Uncomplicated  

- 2.8% 

Neonatal  Mortality 

Complicated  

- 7.2% 

5.6 

+ 

Uncomplicated  

- 1.6% 

•Calculation  of  rates  available  from 

authors. 

of  premature  infants  (1000-2500  grams)  was 
9.8  per  cent  for  the  10-year  period.  As  shown 
in  Table  4,  the  mortality  rate  is  directly 
related  to  birth  weight.  The  neonatal  death 
rate  among  infants  from  complicated  preg- 
nancies and  deliveries  was  17  per  cent,  as 
compared  to  4.3  per  cent  for  the  uncompli- 
cated premature  delivery. 


Over  the  10-year  period  the  perinatal  in- 
fant mortality  has  varied  from  19  to  11  per 
cent  of  the  premature  infants  born  weighing 
from  1000  to  2500  grams.  Chart  1 shows  the 
perinatal  premature  infant  mortality  associ- 
ated with  complicated  and  uncomplicated 
pregnancies.  While  the  mortality  rate  fluctu- 
ates some  from  year  to  year,  one  can  see  from 


TABLE  4 

Distribution  of  premature  live  births  by  weight  groups  and  neonatal  mortality  rate 

1947-1957 


Number  of  Per  cent  of  Per  cent  of  Number  of  Per  cent 

Birth  weight  Cases  Distribution  Distribution  Neonatal  Neonatal 

Grams  Liveborn  (Ten  Yrs.)  1949  Deaths  Mortality 


2000  to  2500 958  67.7%  60%  34  3.5% 

1500  to  2000 271  19.1%  21%  42  15.5% 

1000  to  1500 108  7.6%  12%  55  51.0% 

Under  1000  79  5.6%  7%  74  93.6% 


Total*  1,416  100  % 100%  205  14.5% 


•If  those  under  1000  grams  are  not  included,  the  neonatal  death  rate  is  9.8  per  cent. 
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PREMATURE  INFANT  PERINATAL  MORTALfTY 
(1000-2500  Grams) 
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Chart  1.  Premature  infant  perinatal  mortal- 
ity (1000-2500  grams)  associated  with  com- 
plicated and  uncomplicated  pregnancies. 
The  death  rate  remains  fairly  constant  over 
the  10-year  period. 


inspection  of  the  graph  that  the  death  rates 
remain  fairly  constant  (Chart  1). 


Causes  of  death  of  premature  infants 

There  w^ere  219  perinatal  deaths  among 
premature  infants.  One  hundred  and  ninety- 
seven  had  autopsy  examinations.  Twenty  per 
cent  of  the  infants  who  died,  died  from 
anoxia,  secondary  to  serious  obstetrical  com- 
plications such  as  placenta  previa,  abruptio 
placenta,  prolapsed  cord  and  other  compli- 
cations of  labor.  In  18  per  cent  of  perinatal 
premature  infant  deaths,  no  anatomical  cause 
for  death  could  be  found.  The  majority  of 
this  group  were  macerated  infants.  Birth  in- 
jury accounted  for  9.6  per  cent  of  the  pre- 
mature infant  deaths,  while  congenital  ab- 
normalities accounted  for  another  7.8  per 
cent.  The  largest  group  (29  per  cent)  fell  into 
the  class  designated  as  abnormal  pulmonary 
ventilation  which  includes  hyaline  membrane 
disease.  Infection  caused  11  per  cent  of  the 
infant  deaths,  and  erythroblastosis  accounted 
for  5 per  cent  of  fetal  losses. 


TABLE  5 

Causes  of  perinatal  mortality 

Fetal 

Neonatal 

Total 

Cause  of  Death 

Per  cent 

Deaths 

Deaths 

Deaths 

I. 

Anoxia  

20 

30 

13 

43 

A.  Placental  (abruptio,  previa)  .... 

20 

4 

24 

B.  Cord  

4 

1 

5 

C.  Maternal  complications  

1 

3 

4 

D.  Complications  of  labor  

5 

4 

9 

E.  Other  

0 

1 

1 

II. 

No  abnormal  state  of  baby  

18 

38 

2 

40 

A.  Without  maternal  disease  



0 

2 

2 

B.  With  toxemia  

3 

0 

3 

C.  Maceration  

35 

0 

35 

III. 

Birth  Injury  

9.6 

1 

20 

21 

A.  Trauma  

0 

2 

2 

B.  Gross  brain  hemorrhage  

1 

18 

19 

IV. 

Malformation  

7.8 

5 

12 

17 

V. 

Abnormal  pulmonary  ventilation 

28.6 

3 

60 

63 

A.  Hyaline  membrane  

0 

36 

36 

B.  Atelectasis  

3 

20 

23 

C.  Other 

0 

4 

4 

VI. 

Infections  

11 

5 

19 

24 

A.  Pneumonia  

3 

13 

16 

B.  Other  

2 

6 

8 

VII. 

Erythroblastosis  

5 

6 

5 

11 

Totals  

100 

88 

131 

219 
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Factors  of  preventahility 

Our  obstetricians,  pediatricians,  and  pa- 
thologists study  each  premature  infant  death 
in  an  effort  to  discover  its  cause  and  possible 
preventable  factors.  Seventy-two  per  cent  of 
the  premature  infant  deaths  were  judged 
non-preventable  in  light  of  present  day 
knowledge.  Twenty-two  per  cent  of  the 
deaths  seemed  preventable  after  all  facts 
were  considered.  Most  of  the  preventable 
deaths  might  have  been  prevented  by  better 
or  different  obstetrical  care.  Theoretically, 
by  elimination  of  all  physician  and  patient 
errors,  the  perinatal  premature  infant  mor- 
tality could  be  reduced  to  12  per  cent  but 
little  more.  Further  reduction  in  premature 
infant  mortality  must  await  the  virtual  elim- 
ination of  complicating  obstetrical  pathology. 

Discussion 

It  has  been  necessary  to  maintain  the 
highest  possible  standards  of  obstetrical  and 
pediatric  care  to  maintain  the  levels  of  pre- 
mature infant  survival  we  now  have.  The 
Colorado  General  Hospital  is  a referral  center 
for  complicated  obstetrical  problems  which 
by  their  nature  have  a high  incidence  of 
associated  prematurity.  The  experience  re- 
ported in  this  paper  shows  that  there  is  a 
fourfold  increase  in  premature  perinatal  in- 
fant mortality  when  the  pregnancy  is  compli- 
cated by  maternal  disease  or  obstetrical  com- 
plications. The  best  way  to  improve  the 
premature  problem  is  to  eliminate  obstetrical 
pathology  and  complicating  maternal  disease. 
Premature  delivery  when  uncomplicated  by 


disease  of  the  mother  or  traumatic  delivery 
had  but  a 7 per  cent  perinatal  loss. 

The  incidence  of  premature  delivery  is 
higher  in  a public  institution  for  the  care  of 
the  medically  indigent  and  the  semi-indigent 
than  it  is  under  conditions  of  private  practice. 
The  incidence  of  prematurity  is  less  than  5 
per  cent  in  most  private  institutions.  An 
incidence  of  13  per  cent  as  we  have  had  for 
the  past  10  years  reflects  two  things  about 
our  clinical  material:  first,  it  comes  from 
the  lower  economic  groups  and,  second,  there 
is  a high  incidence  of  obstetrical  pathology 
in  our  clinical  material.  Any  report  on  the 
incidence  or  mortality  rates  of  premature 
infants  must  consider  the  proportion  of  patho- 
logic obstetrics  to  normal  obstetrics  that  the 
report  represents.  Our  uncomplicated  ob- 
stetrics in  10  years  yielded  a perinatal  pre- 
mature death  rate  of  only  7 per  cent  among 
785  premature  births.  Our  640  premature 
infants  from  pathologic  obstetric  problems 
had  a perinatal  mortality  of  26  per  cent,  al- 
most four  times  higher  than  in  those  infants 
born  when  simple  premature  delivery  was 
the  only  abnormality.  Comparison  of  peri- 
natal mortality  rates  between  one  institution 
and  the  other  is  only  valid  if  the  type  of 
clinical  material  in  one  institution  compares 
favorably  with  the  clinical  material  in  an- 
other. If  a reporting  institution  has  a low 
incidence  of  prematurity  and  mostly  private 
patients,  the  perinatal  premature  infant  mor- 
tality will  be  7 per  cent  or  less.  If  the  report- 
ing institution  serves  mostly  the  medically 
indigent  and  acts  as  a referral  center  for  com- 


Preventahility 


Cause  of  Death 

Per  cent 

Fetal 

Deaths 

Neonatal 

Deaths 

Total 

Deaths 

Nonpreventable  

72 

68 

90 

158 

Undetermined  

6 

4 

9 

13 

Preventable  

22 

16 

32 

48 

Obstetrician  

13 

9 

19 

28 

Pediatrician  

3 

0 

6 

6 

Patient  

5 

6 

5 

11 

Patient  and  Physician  

1 

1 

2 

3 

' Total  Physician  preventable  

17 

10 

27 

37 

.1 
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plicated  obstetrics  the  premature  perinatal 
infant  mortality  will  be  considerably  higher 
than  7 per  cent. 

Our  survival  rates  for  premature  infants 
born  weighing  1500-2500  grams  has  been  as 
high  as  those  of  other  institutions  as  repub- 
lished by  Dunham.  Other  institutions  have 
reported  better  survival  rates  among  the 
smaller  premature  infants  than  our  institu- 
tion has  been  able  to  achieve®. 

Forty-five  per  cent  of  our  premature  in- 
fants come  from  complicated  obstetrical  pa- 
tients. This  compares  to  28  per  cent  prema- 
ture infants  from  complicated  obstetrics  that 
we  reported  in  1949®.  In  a previous  report 
from  this  institution  the  premature  infant 
perinatal  death  rate  for  premature  infants 
born  from  complicated  obstetrical  patients 
was  37  per  cent.  Over  the  past  10  years  this 
perinatal  death  rate  has  been  reduced  to  26 
per  cent.  This  represents  a 30  per  cent  im- 
provement in  salvage  rate  of  premature  in- 
fants born  from  complicated  pregnancies  dur- 
ing the  past  10  years. 

The  premature  infants  from  uncomplicat- 
ed deliveries  had  a 7 per  cent  perinatal  mor- 
tality which  is  similar  to  that  10  years  ago 
(8  per  cent) . It  is  our  opinion  that  early  and 
prolonged  hospitalization  of  mothers  with 
obstetrical  complications  and  the  excellent 
pediatric  and  nursery  staff  of  the  Premature 
Infant  Center  nursery  has  been  responsible 
for  the  improved  salvage  of  premature  in- 
fants born  of  mothers  with  obstetrical  and 
medical  disease.  One  example  of  the  benefits 
of  prolonged  hospitalization  of  the  pregnant 
mother  with  a complication  of  pregnancy  is 
our  experience  with  multiple  pregnancy. 
During  the  past  five  years  we  have  had  72 
patients  on  the  service  with  a twin  preg- 
nancy. Twenty-five  of  these  patients  were 
hospitalized  in  order  to  prevent  early  de- 
livery of  immature  infants.  They  were  kept 
in  the  hospital  from  one  to  four  weeks  from 
the  32nd  to  the  38th  week  of  gestation.  In 
the  group  of  twin  pregnancies  all  infants  sur- 
vived and  there  were  but  four  infants  that 
weighed  less  than  2000  grams  at  birth.  It  is 
more  satisfactory  to  care  for  the  pregnant 
mother  in  the  hospital  before  delivery  than 
to  care  for  the  immature  infants  in  the 
nursery. 

There  has  been  a gradual  shift  of  pre- 


mature infants  to  the  larger  birth  weight 
groups  in  our  institution  since  our  1949  report 
(Table  4)®.  This  shift  may  be  because  of  our 
program  of  putting  patients  in  the  hospital 
early  who  are  potential  mothers  of  premature 
infants. 

Summary 

Ten  years’  experience  with  the  delivery 
and  care  of  premature  infants  at  the  Colo- 
rado General  Hospital  is  given.  There  was  a 
13  per  cent  incidence  of  premature  delivery 
during  this  period  for  a total  of  1,425  pre- 
mature births.  The  perinatal  premature  in- 
fant mortality  (1000-2500  grams)  was  15  per 
cent.  Pathological  pregnancy  or  delivery  was 
associated  with  a 26  per  cent  perinatal  pre- 
mature infant  death  rate,  while  premature 
delivery  accompanied  by  uncomplicated  preg- 
nancy and  vertex  delivery  was  associated 
with  a 7 per  cent  perinatal  infant  death  rate. 
In  studying  the  causes  of  premature  infant 
deaths,  it  becomes  apparent  that  about  dne- 
fifth  of  these  deaths  can  reasonably  be  ex- 
pected to  be  prevented  with  present  medical 
knowledge  and  skills.  Medical  indigency  and 
obstetrical  pathology  are  the  main  problems 
that  need  to  be  solved  before  there  can  be 
material  reduction  in  existing  premature  in- 
fant death  rates.  Detailed  attention  to  obstet- 
rical pathology  with  early  and  prolonged 
hospitalization  of  patients  with  complicating 
obstetrical  disease,  followed  by  expert  pedi- 
atric and  nursing  care,  has  reduced  premature 
perinatal  infant  mortality  in  complicated  ob- 
stetrics 30  per  cent. 

Conclusions 

1.  The  incidence  of  premature  infant  de- 
livery at  the  Colorado  General  Hospital  from 
July  1,  1947,  to  July  1,  1957,  was  13  per  cent. 

2.  The  perinatal  premature  infant  mortal- 
ity was  15  per  cent  during  this  period. 

3.  The  perinatal  premature  infant  mortal- 
ity rate  for  complicated  obstetrical  problems 
was  26  per  cent. 

4.  The  perinatal  premature  infant  mortal- 
ity rate  for  uncomplicated  vertex  delivery 
of  a premature  infant  was  7 per  cent. 

5.  The  neonatal  premature  infant  (1000- 
2500  grams)  mortality  was  9.8  per  cent. 

6.  The  neonatal  premature  infant  death 
rate  from  uncomplicated  pregnancies  was  4.3 
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per  cent,  while  the  corresponding  rate  for 
infants  of  complicated  pregnancies  was  17 
per  cent. 

7.  Medical  indigency  and  obstetrical  dis- 
ease are  factors  that  contribute  most  signifi- 
cantly to  the  incidence  of  prematurity  and 
to  its  associated  perinatal  mortality. 

8.  Prolonged  and  early  hospitalization  of 
patients  with  obstetrical  complications  and 
maternal  disease  and  expert  pediatric  and 
nursing  care  have  been  associated  with  a 30 
per  cent  decline  in  premature  infant  peri- 
natal mortality  in  infants  born  of  mothers 
having  obstetrical  complications.  • 
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? ? ? What  does  the 

• • • 

surgically  anesthetized  patient  hear?* 

David  B.  Cheek,  M.D.,  San  Francisco,  California 


Awareness  of  some  anesthetized  patients 
is  too  often  ignored.  Consequences 
can  be  psychologically  dangerous, 
embarrassing  to  the  surgeon — and 
even  expensive! 


The  surgically  anesthetized  patient  is  tuned 
in  to  all  meaningful  sounds  and  is  able  to 
recall  frightening  conversation  heard  in  the 
operating  room.  Not  Only  is  this  fact  of  great 
medicolegal  significance,  but  it  is  important 
from  the  standpoint  of  understanding  physio- 
logical behavior  of  the  patient  during  and 
after  surgery.  Careless  conversation  can  be 
the  cause  of  such  untoward  reactions  as  re- 
spiratory arrest  and  shifts  from  deeper  to 
more  superficial  planes  of  anesthesia.  On  the 


•Presented  at  the  81st  Annual  Meeting  of  the  Montana  Medical 
Association,  Butte,  Montana,  September  17-19,  1959. 


other  hand,  the  anesthesiologist  and  the  sur- 
geon may  help  the  patient  by  giving  direct, 
positive  suggestions,  or  by  speaking  optimis- 
tically about  the  progress  of  surgery  and  the 
prognosis. 

Auditory  stimuli  during  unconscious  states 
are  perceived  and  stored  at  levels  of  aware- 
ness so  deep  that  they  cannot  be  reached  by 
ordinary  conversational  technics  of  hypnosis. 
BramwelP  was  unsuccessful  in  his  efforts  to 
obtain  recall  with  previously  anesthetized 
patients.  I had  tried  unsuccessfully  to  do  so 
during  10  years  and  had  concluded  that  the 
human  mind  was  unable  to  perceive  or  re- 
member anything  at  levels  of  chemical  an- 
esthesia commonly  employed.  Milton  Erick- 
son has  been  able  to  lead  hypnotized  subjects 
into  recalling  surgical  experiences  during 
very  deep  trance  states.  He  has  taught  his 
students  of  hypnosis*  that  such  memory  does 
occur.  Leslie  M.  LeCron  has  also  found  that 
the  unconscious  mind  can  hear  meaningful 
sounds  during  surgical  anesthesia.  The  his- 
tory and  development  of  the  technic  for  ob- 
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taining  repressed  material  has  been  described 
in  detail  elsewhere’.  It  depends  on  the  prin- 
ciple first  utilized  by  Erickson,  about  1929, 
that  the  hypnotized  subject  must  be  trained 
over  a long  period  of  time  in  order  to  speak 
without  shifting  from  a deep  to  a more  nearly 
conscious  level.  In  contrast  to  this,  the  hypno- 
tized subject  can  signal  with  muscle  move- 
ments without  altering  the  depth  of  hypnosis. 
It  is,  therefore,  possible  to  reach  memories 
stored  in  deep  strata  of  awareness  by  using 
unconscious  muscle  movements.  “Yes”  and 
“no”  answers  could  be  obtained  by  observing 
a nod  or  a shake  of  the  head,  but  Erickson 
found  that  even  deeper  levels  could  be 
reached  by  having  the  subject  move  a hand 
or  a finger.  LeCron®  added  the  use  of  the 
Chevreul  pendulum,  which  simply  magnifies 
ideomotor  responses  of  the  hand  holding  the 
end  of  a chain  swinging  a light  weight.  The 
pendulum  can  be  used  with  a normally  awake 
subject,  and  preliminary  questioning  can 
therefore  be  done  without  a formal  induction 
into  hypnosis. 

It  is  noteworthy,  however,  that  the  inter- 
est of  the  subject  during  questioning  will 
rapidly  focus  upon  the  questions  and  answers 
derived  from  his  subconscious  mind.  The  sub- 
ject will  usually  drift  into  a hypnotic  state 
during  questioning.  This  mechanism  is  iden- 
tical with  the  method  first  used  by  Freud 
during  his  break  away  from  formal  hypnosis 
into  what  he  called  “free  association.”  Freud 
was  using  a technic  he  had  seen  used  by 
Bernheim®.  Patients  not  previously  experi- 
enced with  hypnosis  will  enter  a light  hyp- 
notic state  during  such  questioning.  Freud 
apparently  did  not  recognize  this  phenome- 
non. He  stated  that  by  this  method  he  was 
able  to  lead  a patient  into  releasing  repressed 
material  without  hypnosis. 

In  October,  1957,  while  asking  a physician 
at  a hypnosis  symposium  to  recall  his  atti- 
tudes toward  appendicitis,  I was  accidentally 
able  to  help  the  subject  recall  two  verbatim 
statements  made  by  the  surgeon.  This  was 
only  a rediscovery  of  what  Erickson  and  Le- 
Cron  had  both  been  able  to  do  much  earlier. 
Relieved  from  the  handicap  of  disbelief,  I 
have  found  it  possible  to  study  the  recollec- 
tions of  212  operative  experiences.  It  has  be- 
come clear  that  such  memories  are  not  the 
result  of  fabrication  to  please  the  expecta- 


tions of  the  hypnotist.  Details  are  recalled 
only  when  the  spoken  words  have  been 
frightening,  or  have  relieved  anxiety  related 
to  the  surgical  experience.  These  details, 
however,  have  been  timed  in  relation  to  in- 
duction of  anesthestic,  beginning  of  the  in- 
cision and  final  closure.  It  has  been  found 
that  the  position  of  the  speaker,  the  inflection 
of  voice  when  it  denotes  anger,  worry,  or 
confidence  have  all  been  noted  and  remem- 
bered. It  has  been  found  that  there  are  physi- 
ological reflections  of  pulse  rate,  respiration, 
and  muscle  tension  in  accordance  with  the 
emotional  impact  of  the  words.  One  patient’ 
suffered  repeated  episodes  of  respiratory  ar- 
rest, literally  holding  her  breath,  at  the  mo- 
ment the  surgeon  was  examining  the  patho- 
logical organ.  She  had  not  told  the  first  sur- 
geon about  her  unconscious  identification 
with  a relative  who  had  died  of  cancer.  Can- 
cer had  not  been  discussed  before  the  re- 
moval of  her  breast  lump  at  the  age  of  18. 
Four  years  later,  at  the  time  of  exploration, 
she  stopped  breathing  again  as  the  surgeon 
was  examining  the  twisted  dermoid  cyst. 
Two  subsequent  gynecological  operations 
were  complicated  by  her  resistance  to  going 
down  with  a general  anesthetic.  She  had  be- 
lieved herself  suffering  from  cancer  each 
time,  but  was  unable  to  verbalize  her  fears 
with  the  surgeon. 

Physician  recalls  own  appendectomy 

A physician  at  a hypnosis  symposium  in 
Banff  (July,  1959)  volunteered  to  explore 
his  appendectomy  at  the  age  of  11.  He  burst 
into  tears  as  he  suddenly  recognized  that  the 
first  meaningful  statement  made  him  recog- 
nize that  his  father  was,  as  he  stated  it  later, 
“fallible.”  He  had  not  known  before  the  oper- 
ation that  his  father  would  be  the  anesthetist. 
He  had  not  known  until  the  hypnotic  reliving 
of  the  experience  that  his  father  had  given 
him  the  anesthetic.  His  first  recall  was  the 
remark  in  an  unpleasant  tone  of  voice  made 
by  the  surgeon  at  the  right  side  of  the  table, 
“It’s  taking  a long  time  to  get  him  down.” 

Another  subject,  a private  patient,  was 
tearfully  angry  as  she  discovered  that  the 
female  physician  on  the  left  of  the  table  was 
invited  by  the  presumed  surgeon  to  move 
around  to  the  other  side  of  the  table  and  to 
perform  the  operation  on  her  ovarian  cyst. 
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Another  patient  became  angry  when  she  re- 
alized that  two  visiting  navy  surgeons  were 
invited  in  to  witness  her  operation.  She  felt 
that  this  was  an  invasion  of  her  privacy,  and 
she  took  a great  dislike  to  her  surgeon  with- 
out knowing  consciously  her  reason. 

Another  patient  behaved  very  unkindly 
toward  the  entire  hospital  staff  following  sur- 
gery for  endometrial  cancer.  On  reliving  her 
operative  experience  nine  years  later,  she 
found  that  this  hostility  resulted  from  the 
fact  that  although  the  surgeon  had  discussed 
the  gravity  of  the  cancer  while  she  was  an- 
esthetized, he  had  lied  to  her  when  she  asked 
the  question,  “Do  I have  cancer?”  at  his  first 
postoperative  visit.  It  was  her  belief  that,  in 
this  instance,  it  had  been  beneficial  for  the 
surgeon  to  deny  the  truth.  His  words  at  the 
operating  table,  “It  will  be  lucky  if  we  pull 
her  through  this  one,”  were  so  pessimistic 
and  her  faith  in  his  judgment  so  great  that 
she  felt  it  was  good  for  her  to  be  denied  the 
truth.  She  believed  her  subconscious  anger 
gave  her  the  fighting  chance  to  achieve  a 
cure,  whereas  she  might  have  otherwise  given 
up  the  struggle.  This  is  the  only  instance  in 
my  17  years  of  using  hypnosis  where  a pa- 
tient has  believed  that  a lie  in  denying  knowl- 
edge of  cancer  has  been  beneficial.  I have 
never  found  a patient  who  has  failed  to  see 
through  a physician’s  effort  to  sidestep  the 
truth.  The  subconscious  mind  of  a frightened 
patient  is  keenly  tuned  to  all  the  nuances  of 
voice  and  facial  expression  which  are  not  in 
accordance  with  the  spoken  words.  When  can- 
cer is  feared  and  the  subconscious  realizes 
that  the  minimal  cues  do  not  back  up  the 
spoken  denial  of  cancer,  there  is  only  one 
conclusion  drawn  by  the  subconscious  mind. 
“The  physician  has  no  hope  for  my  cure  or 
he  would  talk  openly  about  this  illness.” 

How  light  can  an  effective 
chemical  anesthetic  be? 

One  patient  underwent  an  appendectomy 
with  open-drop  ether  and  pulled  her  head 
out  of  the  mask  to  agree  to  the  surgeon’s  re- 
mark that  this  was  a good  anesthetic®.  An- 
other patient  underwent  a cesarean  section 
and  closure  of  the  wound®  with  nothing  more 
than  the  oxygen  coming  through  the  mask 
which  had  been  placed  while  the  abdomen 
was  being  prepared.  Another  patient  under- 


went incision  through  the  peritoneum  and 
through  the  uterus  for  cesarean  section  with 
presumed  pentothal  anesthesia.  The  surgeon, 
Joe  Brancamp^  of  Butte,  Montana,  had  in- 
filtrated the  skin  and  fascia  with  novocain. 
He  had  signalled  for  the  anesthetist  to  start 
the  intravenous  pentothal,  but  the  anesthetist 
had  missed  the  communication  until  the  baby 
had  been  removed  from  the  uterus.  In  this, 
as  with  the  other  cases,  the  expectancy  that 
there  would  be  no  pain  was  responsible  for 
the  result.  It  is  further  probable  that  the  pre- 
operative aura  of  fear  tends  to  promote  a 
hypnoidal  state  in  which  pain  tolerance  is 
naturally  elevated.  It  is  well  known  that  a 
boxer  can  suffer  severe  injury  during  a 
match  without  feeling  pain,  that  the  injuries 
of  an  automobile  accident  are  painless  at 
first.  It  is  clear  from  investigations  which 
will  be  subsequently  reported,  that  human 
beings  escape  into  hypnotic  states  when  jolted 
or  greatly  frightened. 

What  is  the  greatest  depth  of  chemical 
anesthesia  at  which  the  brain  can 
continue  hearing? 

From  the  evidence  so  far  available,  it 
seems  true  that  the  hearing  sense  is  main- 
tained to  depths  of  chemical  intoxication  be- 
yond that  at  which  all  other  perceptions  and 
all  commonly  tested  reflexes  are  suppressed. 
Bernard  Galston®  of  Skokie,  Illinois,  in  dis- 
cussing the  writer’s  first  report  of  memory, 
told  of  a patient  he  had  anesthetized  for  a 
gastrectomy.  As  the  stomach  was  being  lifted 
out  of  the  abdomen  he  noted  cessation  of 
respiration  and  heart  beat.  Before  cutting 
down  on  the  heart  for  massage,  the  surgeon 
asked  that  the  husband  be  notified  of  the 
emergency.  Nobody  knew  where  the  husband 
could  be  found.  At  this  point  the  patient 
aroused  and  whispered  around  the  endotrach- 
eal tube,  “John’s  in  the  lobby.”  Milton  Mar- 
mer^  does  not  believe  a patient  in  surgical 
plane  of  anesthesia  is  capable  of  hearing  or 
remembering.  This  is  not  in  accordance  with 
my  experience  in  questioning  patients  in  age 
regression,  but  perhaps  it  might  be  safe  to 
say  that  more  patients  are  being  operated 
upon  with  the  help  of  more  superficial  chem- 
ical anesthesia  than  ever  before,  and  it  is 
therefore  wise  to  treat  every  operative  pa- 
tient as  though  capable  of  hearing. 

continued  on  next  page 
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What  can  he  done  constructively  with 
suggestions  during  anesthesia? 

The  subconscious  mind  of  the  anesthetized 
patient  is  just  as  keenly  aware  of  reassuring 
suggestions  as  it  is  of  frightening  thoughts. 
The  patient  who  had  suffered  respiratory  ar- 
rest in  two  surgeries  could  recall  only  one 
spoken  statement,  even  though  she  was  acute- 
ly aware  of  the  concern  felt  by  her  surgeon 
and  the  anesthetist.  The  remark,  “She’s  all 
right  now,”  was  all  that  remained. 

An  obese  patient  (M.  B.,  1959)  with  a 10 
centimeter  diameter  umbilical  hernia  was  a 
poor  candidate  for  inhalation  anesthesia  be- 
cause of  a bronchitis  and  a chronic  cough. 
She  was  so  sensitive  to  the  -caine  derivatives 
that  I felt  a spinal  anesthetic  would  be  dan- 
gerous. The  need  for  relaxation  of  the  ab- 
dominal wall  was  great.  She  had  been  trained 
on  the  eve  of  surgery  to  go  into  a light  trance 
and  to  imagine  the  progression  of  numbness 
up  the  body  as  though  she  were  walking  into 
an  imaginary  swimming  pool  and  the  water 
line  was  going  up  along  her  body  to  mark 
the  level  of  “numbness.”  She  lifted  her  finger 
to  indicate  the  successful  completion  of  the 
exercise  and  had  partial  loss  of  sensation  on 
awakening  from  hypnosis.  I intended  to  com- 
plete the  training  the  next  morning  but  found 
her  too  heavily  sedated  to  respond.  Further 
suggestions  were  given  regarding  lack  of  sen- 
sation, and  she  was  directed  to  pay  no  atten- 
tion to  any  conversation  unless  it  was  di- 
rected to  her  by  me  or  by  the  anesthetist, 
Jennie  Woo,  M.D.  The  patient  gave  no  out- 
ward indication  that  she  was  attending  to  my 
directions  even  when  I pressed  on  the  ab- 
dominal muscles  to  mark  for  her  the  exact 
areas  which  needed  to  be  relaxed.  Dr.  Woo 
was  then  asked  to  use  her  judgment  with  re- 
spect to  use  of  anesthetic  so  long  as  I could 
get  the  protruded  omentum  back  into  the 
abdominal  cavity. 

An  endotracheal  airway  was  inserted  after 
light  induction  with  sodium  pentothal.  The 
anesthetist  told  the  unresponsive  patient  that 
the  tracheal  catheter  was  covered  with  a spe- 
cial type  of  long-acting  anesthetic  which 
would  keep  her  throat  and  trachea  numb  for 
24  hours.  Her  one-way  conversation  with  the 
unconscious  patient  amused  the  nurses.  Dis- 
section of  the  hernia  sac  was  started.  As  the 


flaccid  abdominal  wall  was  elevated  with 
clamps  the  omentum  dropped  into  the  ab- 
dominal cavity  without  need  of  additional 
pressure.  Closure  of  the  peritoneum  and  over- 
lapping of  the  fascia  were  effected  without 
difficulty.  At  the  end  of  the  operation  when  I 
asked  the  anesthesiologist  how  much  ether 
she  had  used  she  answered  that  the  operation 
had  been  done  completely  with  50  per  cent 
nitrous  oxide  and  oxygen.  Before  emergence 
from  anesthesia  the  patient  was  given  rein- 
forcing suggestions  that  her  throat  would  re- 
main numb  for  24  hours,  that  the  abdominal 
wall  would  also  remain  numb,  and  that  she 
would  feel  like  walking  about  as  soon  as  she 
was  completely  awake.  It  was  suggested  that 
she  would  find  it  easy  to  put  herself  back  into 
hypnosis  any  time  she  wished  to,  either  for 
sleep  or  removal  of  discomfort.  She  was  asked 
to  walk  to  the  bathroom  to  void  in  order  that 
she  would  be  using  familiar  patterns  of  void- 
ing. 

This  patient  required  no  pain-relieving 
medication.  There  was  no  further  cough.  She 
was  ambulatory  on  the  afternoon  of  surgery, 
and  was  discharged  home  on  the  fifth  day 
following  surgery.  During  her  hospital  stay 
she  discovered  in  a short  hypnotic  interview 
that  her  eating  compulsion  had  occurred  at 
the  age  of  12  when  her  mother  was  dying  of 
pulmonary  tuberculosis.  She  discovered  that 
her  father  had  urged  her  to  eat  in  order  that 
she  might  not  become  anemic  like  her  mother. 
The  combination  of  identification  with  her 
mother  and  desire  to  please  her  father  were, 
she  decided,  cause  for  the  obesity  and  need 
no  longer  handicap  her.  There  has  been  an 
effortless  loss  of  32  pounds  since  her  surgery. 

It  is  not  my  purpose  to  propose  that  all 
patients  will  behave  as  well  as  this  one,  but 
this  case  shows  that  a non-responsive  patient 
can  respond  to  suggestions  which  are  appar- 
ently perceived  and  carried  out  at  a rela- 
tively subconscious  level. 

Discussion 

Hypnosis  is  a valuable  tool  in  the  practice 
of  medicine  and  surgery.  There  is  no  danger 
in  its  use  so  long  as  the  dignity  of  the  patient 
is  respected  and  suggestions  are  given  in  a 
permissive  way  with  thought  for  the  ability 
of  the  patient  to  understand  reasons  for  re- 
quests. Regular  hypnotic  induction  technics 
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are  needed  in  preparing  the  normally  awake 
patient,  but  are  totally  unnecessary  when  the 
patient  is  under  anesthesia.  The  subconscious 
mind  is  able  to  pick  up  all  meaningful  sounds 
when  there  has  been  an  aura  of  fear  preced- 
ing induction  of  anesthesia.  Patients  who 
have  great  respect  for  their  surgeon  and  who 
have  no  particular  concern  over  what  will 
be  found  at  operation  will  not  pay  much  at- 
tention to  conversation.  On  the  other  hand, 
those  patients  who  fear  malignancy  will  be 
hypersensitive  to  all  conversation,  and  may 
even  attribute  to  themselves  the  things  which 
at  a conscious  level  they  would  be  able  to 
understand  were  said  about  other  people. 

From  observation  of  lower  mammalian  be- 
havior during  time  of  stress  it  seems  clear 
that  the  hypnotic  state  is  a naturally  occur- 
ing  phenomenon  which  serves  to  conserve 
energy  and  buffer  the  animal  against  envi- 
ronmental stresses.  I have  been  impressed  by 
the  number  of  human  beings  who  have  equat- 
ed the  feeling  of  artificially  produced  hyp- 
notic states  with  other  times  in  their  lives 
when  they  have  been  threatened.  A woman 
who  had  spent  two  years  in  a German  con- 
centration camp  during  the  second  world 
war  volunteered  that  her  sensations  in  hyp- 
nosis were  identical  with  her  experience  dur- 
ing the  “numb”  first  two  weeks  at  the  camp 
when  she  had  no  interest  in  whether  she 
lived  or  died.  Another  patient  in  a light 
trance  became  frightened.  She  refused  fur- 
ther experience  and  then,  a few  weeks  later, 
recognized  and  wrote  a thoughtful  note  to 
report  that  she  had  discovered  the  cause  of 
her  reaction  in  the  recollection  that  at  the 
age  of  11  she  had  escaped  spontaneously  into 
some  sort  of  trance  when  a man  threatened 
to  rape  her.  She  vaguely  knew  that  her  ap- 
pearance had  frightened  him  away  and  thus 
had  served  a useful  purpose.  Two  medical 
students  independently  felt  agitated  during 
a group  induction  of  hypnosis  using  simple 
suggestions  describing  a mountain  scene  of 
peacefulness  and  calm.  They  had  both  ex- 
perienced an  hallucinated  smell  of  ether. 
With  ideomotor  questioning  each  discovered 
that  he  had  been  spontaneously  in  hypnosis 
during  a frightening  experience  with  an 
ether  anesthetic  during  childhood.  Having 
recognized  that  hypnosis  could  be  used  for 
pleasant  purposes,  each  of  these  individuals 


have  been  able  to  go  into  hypnosis  without 
discomfort. 

Opposums  during  states  of  simulated  death 
are  able  to  hear  when  other  sensory  channels 
have  been  closed  by  drying  of  the  conjunctiva 
over  the  eyes  and  drying  of  the  mucosa  of 
the  mouth  and  nose.  Hibernating  mammals 
such  as  the  groundhog  are  able  to  hear  even 
when  they  have  lost  all  awareness  of  pain. 
From  a phylogenetic  standpoint  it  is  probable 
that  the  vibratory  sense,  of  which  hearing  is 
a special  form,  is  the  least  affected  by  changes 
in  the  physical  environment.  For  this  reason 
it  is  perhaps  not  too  great  a stretch  of  imagi- 
nation to  assume  that  human  beings  during 
time  of  danger  maintain  the  hearing  sense  as 
the  last  communication  with  environment  at 
times  when  spontaneously  occurring  trance 
states  are  found,  in  time  of  unconsciousness. 
I have  found  that  human  beings  who  have 
experienced  unconscious  states  from  diabetic 
coma,  concussion,  turpentine  intoxication  and 
general  anesthesia  have  all  been  able  to  hear 
meaningful  sounds  and  recall  them  during 
hypnosis. 

Summary 

The  surgically  anesthetized  patient  is  able 
to  hear  and  remember  meaningful  sounds 
after  all  reflexes  and  other  sensory  percep- 
tions are  gone.  Most  surgical  procedures  to- 
day are  done  with  relatively  superficial  an- 
esthesia and,  therefore,  care  should  be  taken 
that  frightening  conversation  is  not  carried 
on  in  the  presence  of  the  patient.  Helpful  sug- 
gestions regarding  behavior  during  surgery 
and  in  the  postoperative  period  can  be  given 
by  the  surgeon  and  the  anesthetist  to  the 
seemingly  unconscious  patient.  Evidence  is 
accumulating  that  the  unconscious  state  in 
human  beings,  regardless  of  cause,  evokes 
behavior  similar  to  that  found  in  deep-trance 
states  achieved  through  hypnosis.  • 
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Colorado’s 

old  age  pension  medical  plan 

A.  Paul  Shermack*,  Denver 


Colorado’s  experience  with  the  medical 
plan  for  its  elder  citizens  will  be 
of  interest  to  all  other  states 
in  this  section  of  our  country. 


Colorado’s  Old  Age  Pension  Medical  Plan 
will  be  two  years  old  on  February  1,  1960, 
and  a recapitulation  of  the  evolution  of  this 
important  segment  of  our  state’s  medical 
economy  seems  appropriate  at  this  time.  Be- 
cause present  conditions  are  so  often  the 
product  of  past  events,  cursory  attention 
must  be  given  to  the  history  of  the  Old  Age 
Pension  program  itself. 

In  1936  the  people  of  Colorado  added 
Article  XXIV,  which  created  the  original  Old 
Age  Pension  Fund,  to  the  state  Constitution. 
The  article  provided  that  85  per  cent  of  all 
state  excise  taxes  (e.g.,  the  2 per  cent  sales 
tax,  cigarette  taxes,  etc.)  would  be  used  ex- 
clusively for  the  payment  of  a monthly  “cash 
award”  to  eligible  pensioners,  and  that  the 
entire  fund  should  be  used  for  this  purpose. 
This  resulted  in  what  has  been  referred  to  as 
a “jackpot”  payment  at  the  end  of  each  year 
whereby  all  money  left  in  the  fund  was  dis- 
tributed among  the  eligible  pensioners.  No 
provision  was  made  for  any  carry-over  of 
money  from  one  year  to  the  next;  and  no 
provision  was  made  for  any  maximum 
amount  of  the  “cash  award.” 

Shortly  after  World  War  II  it  became  ap- 
parent that  a more  realistic  distribution  of 
the  tremendous  revenue  derived  from  excise 
taxes  was  desirable,  so  that  more  than  15 
per  cent  thereof  could  be  diverted  to  the 
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general  fund  for  use  in  meeting  other  state 
expenses.  In  addition,  increased  emphasis 
was  being  placed  on  the  “problems  of  the 
aged,”  and  especially  on  their  medical  needs. 
It  was  recognized  that  both  ends  could  be 
accomplished  by  amending  the  existing  law 
without  materially  curtailing  the  pension 
program. 

At  the  general  election  held  November 
6,  1956,  the  people  of  Colorado  approved  (by 
a vote  of  364,961  “yes”  to  190,366  “no”)  an 
amendment  to  Article  XXIV  of  the  state’s 
Constitution  which  substantially  revised 
Colorado’s  Old  Age  Pension  Law.  No  change 
was  made  in  the  source  of  the  income  for 
financing  the  program;  however,  four  funda- 
mental provisos  were  embodied  in  the  amend- 
ment. First,  a basic  cash  payment  of  $100.00 
per  month  for  each  pensioner  was  estab- 
lished. This  amount  can  be  increased,  but  it 
cannot  be  decreased.  Second,  a “Stabilization 
Fund”  of  five  million  dollars  was  established 
to  assure  that  the  basic  $100.00  pension  pay- 
ment could  be  made  should  revenue  ear- 
marked for  the  pension  program  decrease. 
Third,  a ten-million-dollar-per-year  “Health 
and  Medical  Care  Fund”  was  created.  And, 
fourth,  it  was  stipulated  that  after  these 
three  obligations  had  been  met,  any  remain- 
ing revenue  from  excise  taxes  must  revert  to 
the  general  fund  of  the  State  of  Colorado. 

Constitution  amended 

By  virtue  of  the  1956  amendment.  Section 
7 of  Article  XXIV  (Old  Age  Pension)  of  the 
Constitution  of  the  State  of  Colorado  now 
reads  as  follows: 

“Any  monies  remaining  in  the  OAP  Fund,  after 
payment  of  basic  minimum  awards  and  after 
establishment  and  maintenance  of  the  Stabiliza- 
tion Fund  in  the  amount  of  five  million  dollars, 
shall  be  transferred  to  a Health  and  Medical  Care 
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Fund.  The  state  Board  of  Public  Welfare,  or 
such  other  agency  as  may  be  authorized  by  law 
to  administer  old  age  pensions,  shall  establish  and 
promulgate  rules  and  regulations  for  administra- 
tion of  a program  to  provide  health  and  medical 
care  to  persons  who  qualify  to  receive  old  age 
pensions  and  who  are  not  patients  in  an  institu- 
tion for  tuberculosis  or  mental  disease;  the  cost 
of  such  program,  not  to  exceed  ten  million  dollars 
in  any  fiscal  year,  shall  be  defrayed  from  such 
Health  and  Medical  Care  Fund;  provided,  how- 
ever, all  monies  available,  accrued  or  accruing, 
received  or  receivable,  in  said  Health  and  Medical 
Care  Fund,  in  excess  of  ten  million  dollars  in  any 
fiscal  year,  shall  be  transferred  to  the  general  fund 
of  the  state  to  be  used  pursuant  to  law.” 

Thus,  Colorado’s  Old  Age  Pension  Medical 
Plan  was  given  constitutional  birth.  How- 
ever, over  one  year  passed  before  the  plan 
attained  economic  viability;  and  only  recent- 
ly has  it  approached  the  maximum  expendi- 
ture provided  in  the  law.  Unlike  Topsy,  the 
medical  plan  as  it  stands  today  has  not  “jes’ 
growed.”  It  is,  rather,  the  end  product  of 
careful  planning  and  execution  on  the  part 
of  those  responsible — specifically,  the  Colo- 
rado State  Department  of  Public  Welfare — 
for  the  implementation  of  this  mandate. 

It  is  particularly  significant  that  the 
amendment  served  only  to  create  a $10,000,- 
000  fund  to  be  used  to  provide  “health  and 
medical  care”  for  Colorado’s  54,000  old  age 
pensioners,  but  left  the  development  of  such 
a program  to  the  sole  discretion  of  the  De- 
partment of  Public  Welfare.  Without  violat- 
ing either  the  spirit  or  the  letter  of  the  law, 
the  appropriate  governmental  officials  could 
have  proceeded  to  “establish  and  promulgate 
rules  and  regulations”  as  they  alone  saw  fit. 
It  is  indeed  creditable  that  they  sought  the 
counsel  of  those  most  intimately  involved — 
physicians,  hospitals,  nursing  homes,  pharma- 
cists, etc. — ^and  with  the  assistance  of  a Medi- 
cal Advisory  Committee,  undertook  the  task 
of  determining  just  what,  and  how,  health 
and  medical  care  should  be  provided.  Obvi- 
ously, there  was  a multiplicity  of  possibilities. 
The  Welfare  Department  itself  could  develop 
and  administer  a medical  plan  of  virtually 
any  nature.  Or,  it  could  insure  each  pensioner 
through  an  already  existing  health  care  plan. 
Or,  the  Welfare  Department  could  establish 
the  extent  of  “health  and  medical  care” 
deemed  economically  practicable  and  elect  to 
have  the  plan  administered  by  a separate 
agency. 
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During  1957,  while  the  required  Stabiliza- 
tion Fund  was  being  accumulated,  the  mul- 
tiple possibilities  were  considered.  Out  of 
the  early  deliberations  emerged  two  basic 
tenets:  First,  that  the  principle  of  free  choice 
of  physician  and  hospital  must  be  maintained; 
and,  second,  that  a “service  benefit”  type  of 
program  should  be  adopted.  Ultimately,  it 
was  concluded  that  hospitalization,  surgical 
care,  and  in-hospital  medical  care  should  be 
the  first  services  provided  by  the  new  plan, 
and  upon  negotiation  with  representatives  of 
the  Colorado  Hospital  Association  and  the 
Colorado  State  Medical  Society,  the  Welfare 
Department  decided  to  use  the  benefits  of  the 
Colorado  Blue  Cross-Blue  Shield  Plans  as 
patterns  for  the  benefits  of  the  Old  Age 
Pension  Medical  Plan.  Implicit  in  this  action 
were  the  preservation  of  the  pensioner’s  right 
of  free  choice,  and  the  acceptance  by  the 
medical  profession  of  the  pensioner’s  service 
benefit  status.  This  acceptance  was  recon- 
firmed in  September,  1958,  when  the  House 
of  Delegates  of  the  Colorado  State  Medical 
Society  increased  the  service  income  limits 
applicable  to  the  Old  Age  Pension  Medical 
Plan  to  correspond  with  a modest  increase 
in  the  monthly  pension  payment  (from  $100 
to  $105) , but  withheld  requesting  any  neces- 
sary increase  in  the  payments  for  profes- 
sional services  until  the  new  program  was 
stabilized. 

The  Welfare  Department  elected  also  to 
contract  with  the  Colorado  Blue  Cross-Blue 
Shield  Plans  for  the  fiscal  administration  of 
the  program*.  The  net  effect  of  the  many  de- 
cisions reached  after  hours  of  deliberation 
and  debate  was  that  the  State  Department 
of  Public  Welfare  was  able  to  start  the  Old 
Age  Pension  Medical  Plan  within  three 
months  after  the  Health  and  Medical  Care 
Fund  began  to  accumulate. 

Hospital,  surgical,  and  in-hospital 
medical  care 

The  first  phase  of  the  Old  Age  Pension 
Medical  Plan  became  effective  February  1, 
1958,  at  which  time  hospital  benefits  pat- 
terned after  Blue  Cross’  Comprehensive  Plan 
— but  limited  to  30  days  per  admission — and 
surgical  and  in-hospital  medical  care  benefits 
patterned  after  Blue  Shield’s  Standard  Plan, 
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were  provided  for  Colorado’s  more  than 
50,000  old  age  pensioners.  In  the  knowl- 
edge that  on  occasion  more  than  30  days  of 
hospitalization  would  be  required,  provision 
was  made  for  an  extension  of  time  in  any 
given  case  up  to  a maximum  period  to  be 
determined  by  the  Welfare  Department. 

The  selection  of  Comprehensive  Blue 
Cross  and  Standard  Blue  Shield  as  models 
for  the  new  program  was  logical.  In  the  for- 
mer instance,  the  existing  contractual  agree- 
ments between  Blue  Cross  and  its  member 
hospitals,  with  the  attendant  audit  proce- 
dures, assured  that  the  hospital  expenses 
incurred  by  the  pensioners  would  be  con- 
sistent with  the  actual  costs  prevailing  in 
any  given  area.  In  the  latter  instance.  Stand- 
ard Blue  Shield,  intended  for  people  in  an 
even  more  minimal  income  status  than  the 
pensioners,  represented  the  then  existing 
minimum  plan  sponsored  by  the  Colorado 
State  Medical  Society,  and  assured  that  the 
payments  made  for  surgical-medical  expenses 
incurred  by  the  pensioners  would  be  con- 
sistent with  the  amounts  deemed  acceptable 
as  full  payment  by  the  medical  profession 
for  services  rendered  “low  income”  patients. 
In  both  instances,  a desirable  uniformity  was 
achieved  assuring  equitable  distribution  of 
the  fund  among  all  pensioners  requiring 
medical  care. 

Nursing  home  care 

After  the  first  few  months  of  operation,  it 
became  apparent  that  it  was  economically 
possible  to  increase  the  nursing  home  bene- 
fits of  the  O.A.P.  Medical  Plan.  As  a conse- 
quence, effective  December  1,  1958,  the  pro- 
gram was  broadened  to  provide  some  benefit 
for  nursing  home  care  of  a pensioner  by  the 
physician  of  his  choice.  Under  this  phase  of 
the  program,  payment  is  made  for  two  visits 
per  month  by  a physician  caring  for  a pen- 
sioner in  a licensed  nursing  home.  In  addi- 
tion, there  is  provision  for  two  additional 
visits  per  month  in  the  event  of  emergency 
illness;  and  for  consultation  services  if  the 
pensioner’s  physician  deems  such  to  be  re- 
quired. Allowance  is  made,  also,  for  travel 
expenses  incurred  by  the  physician.  Once 
again  the  service  benefit  principle  was  adopt- 
ed, thus  assuring  the  pensioners  that  an  ad- 
ditional charge  would  not  be  made  except  for 


professional  services  not  covered  by  the  pro- 
gram. 

Home  and  office  medical  care 

By  mid-1959,  the  Welfare  Department 
found  that  further  expansion  of  the  program 
was  still  possible  within  the  financial  limits 
of  the  Health  and  Medical  Care  Fund.  Thus, 
beginning  July  1,  1959,  limited  benefit  was 
provided  for  home  and  office  medical  care  of 
old  age  pensioners.  Under  this  phase  of  the 
plan,  each  pensioner  is  entitled  to  two  home 
or  office  calls  per  calendar  quarter  for  medi- 
cal treatment  by  his  physician.  These  are  not 
cumulative,  but  may  be  used  at  any  time 
during  the  appropriate  period.  The  service 
benefit  concept  is  not  applicable  to  this  part 
of  the  program,  and  the  payments  thereunder 
constitute  indemnity  allowances.  The  pen- 
sioner himself  is  responsible  for  such  addi- 
tional charge  as  may  be  made. 

New  fee  schedule  negotiated 

As  mentioned  above,  when  representatives 
of  the  Colorado  State  Medical  Society  origi- 
nally met  with  the  Welfare  Department  in 
1957,  it  was  agreed  that  the  then  Standard 
Blue  Shield  Plan  and  its  fee  schedule  would 
serve  as  a pattern  for  the  surgical  and  in- 
hospital  medical  care  benefits  of  the  Old  Age 
Pension  Medical  Plan.  Essentially,  this  was 
because  the  Standard  Plan  was  the  minimum 
Blue  Shield  Plan  offered  by  Colorado  Medi- 
cal Service,  Inc.,  under  the  sponsorship  of 
the  State  Medical  Society.  Certain  modifica- 
tions were  necessary,  and  it  was  understood 
at  the  outset  that  after  the  Welfare  Depart- 
ment’s program  had  an  opportunity  to  gain 
sufficient  experience,  the  fee  schedule  gov- 
erning the  payments  made  under  the  O.A.P. 
Plan  would  be  reconsidered. 

With  the  advent  of  Blue  Shield’s  new 
Standard  “A”  Plan,  and  its  adoption  as  the 
minimum  Blue  Shield  Plan  offered  in  Colo- 
rado for  people  in  low  income  status,  the 
Colorado  State  Medical  Society  asked  that 
the  payments  for  professional  services  cov- 
ered under  the  pensioners’  medical  plan  be 
increased  to  correspond  to  the  fee  schedule 
of  the  Standard  “A”  Plan.  This  request  was 
honored  by  the  Welfare  Department,  and  ef- 
fective January  1,  1960,  the  fee  schedule  of 
the  Standard  “A”  Plan  becomes  the  basis  for 
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payments  made  under  the  Old  Age  Pension 
Medical  Plan. 

Administration 

One  of  the  important  decisions  made  by 
the  Colorado  State  Department  of  Public 
Welfare  was  to  engage  Colorado  Blue  Cross 
and  Blue  Shield  as  administrative  agents  for 
the  administration  of  the  Old  Age  Pension 
Medical  Plan.  Colorado’s  hospitals  report  the 
hospitalization  of  pensioners  directly  to  Blue 
Cross  and  receive  reimbursement  directly 
from  Blue  Cross.  Colorado’s  physicians  report 
professional  services  rendered  pensioners  di- 
rectly to  Blue  Shield  and  receive  reimburse- 
ment directly  from  Blue  Shield. 

Thus,  the  already-effective  and  familiar 
reporting  procedures  of  the  plans  are  util- 
ized, avoiding  expensive  duplication;  and  the 
payments  to  the  hospitals  and  physicians  are 
centralized,  eliminating  further  duplicate  ef- 
fort. To  be  sure,  the  sundry  rules  and  regu- 
lations of  the  CAP  Medical  Plan  have  ne- 
cessitated certain  new  forms  and  procedures, 
but  every  effort  has  been  made  to  simplify 
the  administration  of  the  program  to  as  great 
a degree  as  possible. 

As  fiscal  agents.  Blue  Cross  and  Blue 
Shield  are  reimbursed  monthly  from  the 
Health  and  Medical  Care  Fund  in  an  amount 
equal  to  the  payments  made  to  the  hospitals 
and  physicians.  In  addition,  a service  charge 
for  administrative  expenses  is  paid  to  each 
Plan  by  the  Welfare  Department.  The 
amount  of  such  administrative  charge  is 
based  on  costs  incurred  by  the  Plans  and  is 
subject  to  negotiation  between  Blue  Cross, 
Blue  Shield,  and  the  Welfare  Department. 
Currently,  the  cost  of  administering  the  Old 
Age  Pension  Medical  Plan  in  its  entirety  is 
less  than  2 per  cent  of  the  total  payment 
made  for  care  of  the  pensioners. 

F iscal  data 

For  the  11-month  period  ending  November 
30,  1959,  the  following  payments  had  been 
made  through  Blue  Cross-Blue  Shield  out  of 
the  Old  Age  Pension  Health  and  Medical 
Care  Fund  for  the  hospital  and  professional 
services  afforded  the  pensioners:  Hospital 
services — $4,971,564.98;  surgical  and  in-hos- 
pital  medical  services — $1,010,894.31;  nursing 
home  care — $56,047.25;  home  and  office  medi- 
cal care — $133,240.50. 


While  these  figures  indicate  that  the  Old 
Age  Pension  Medical  Plan  is  within  the  an- 
nual 10  million  dollar  fund  provided  in  the 
Constitution,  it  must  be  borne  in  mind  that 
certain  phases  of  the  total  program — notably 
nursing  home  costs  other  than  medical  care, 
and  drugs  and  prescriptions  for  nursing  home 
patients — are  paid  directly  by  the  Welfare 
Department,  and  are  not  included  here.  In 
addition,  only  five  months’  payment  for 
home  and  office  calls  is  reflected,  since  that 
phase  of  the  plan  became  effective  only  on 
July  1,  1959. 

In  conclusion 

No  dissertation  on  this  subject  can  be 
complete  without  giving  some  consideration 
to  the  people  for  whom  the  program  is  in- 
tended. The  same  constitutional  amendment 
which  created  the  Old  Age  Pension  program 
in  Colorado  specifies  also  who  shall  be  eli- 
gible therefor,  and  under  what  circum- 
stances. First,  a person  making  application 
for  a pension  either  must  be  at  least  60  years 
of  age  and  a continual  resident  of  Colorado 
for  35  years  immediately  preceding  applica- 
tion; or,  he  must  be  at  least  65  years  of  age, 
and  a resident  of  Colorado  for  five  of  the 
nine  years  immediately  preceding  the  date 
of  application.  However,  age  and  residency 
are  but  the  basic  requirements.  The  person 
applying  may  own  his  home,  but  he  may  not 
hold  personal  property  (e.g.,  stocks,  savings 
accounts,  etc.)  in  excess  of  $1,000.00.  He  may 
have  income,  but  not  in  excess  of  the  basic 
$105.00  per  month  pension  payment.  And  he 
may  not  have  transferred  or  assigned  any 
assets  in  order  to  meet  the  financial  require- 
ments during  the  five-year  period  prior  to 
his  making  application  for  a pension.  His  ap- 
plication is  carefully  investigated,  and  he  is 
not  granted  a pension  until  all  requirements 
have  been  met. 

Should  an  eligible  pensioner  own  his 
home,  his  $105.00  per  month  pension  is  re- 
duced by  an  amount  equal  to  a “reasonable 
rental  value”  for  that  home.  Should  he  have 
income,  say  in  the  amount  of  $30.00  per 
month  from  a small  annuity,  his  pension 
payment  will  be  in  an  amount  equal  to  the 
difference  between  his  income  and  the  $105.00 
per  month  pension  — in  this  illustration, 
$75.00.  Should  his  assets  unexpectedly  ex- 
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ceed  $1,000.00,  he  is  ineligible  for  the  pension. 

Thus,  an  eligible  pensioner  is  a person 
who,  by  law,  cannot  have  an  income  of  more 
than  $105.00  per  month,  be  it  solely  from  the 
pension  program,  or  from  other  sources  sup- 
plemented by  the  pension.  In  short,  by  vir- 
tually any  standard,  he  is  medically  indigent. 

However,  as  a result  of  the  Old  Age  Pen- 
sion Medical  Plan,  he  is  no  longer  medically 
indigent,  and  he  is  assured  the  finest  medical 
care  available  without  sacrifice  of  his  per- 
sonal freedom  and  human  dignity.  And  those 
who  render  the  health  and  medical  services 
he  requires  are,  for  the  most  part,  assured 
of  fair  and  reasonable  monetary  compensa- 
tion for  those  services. 

To  be  sure,  the  program  is  not  perfect. 


and  there  are  areas  which  must  be  improved. 
The  recent  adoption  of  the  more  realistic 
Standard  “A”  Blue  Shield  Plan  fee  schedule 
has  served  to  rectify  many,  if  not  all,  of  the 
original  inequities  in  the  payments  provided 
for  professional  services.  Undoubtedly,  in  the 
prevailing  atmosphere  of  mutual  respect  and 
cooperation,  other  areas  recognized  to  be 
deficient  will  be  improved  as  the  program 
develops. 

In  any  event,  Colorado’s  Old  Age  Pension 
Medical  Plan  is,  by  constitutional  law,  an 
accomplished  fact.  It  remains  only  for  all 
concerned  to  continue  to  strive  for  perfection 
— which  may  never  be  obtained  — in  all 
phases  of  the  administration  of  the  pro- 
gram. • 


Epidemic  staphylococcal  disease* 

Edgar  J.  Poth,  M.D.,  Galveston,  Texas 


This  article  clarifies  much  of  the 
confused  thinking  on  “staph  infection” 
which  has  been  called  to  the  attention 
of  the  American  public  through  the  lay 
press.  His  plea  for  the  return  to  good 
sound  aseptic  practices  ( which  are  all 
known ) ivith  the  development  of  the 
“surgical  conscience”  will  do  much  to 
reduce  this  dangerous  condition. 


Infections  due  to  staphylococci  are  endemic 
throughout  the  entire  world  today — as  they 
have  been  always.  These  infections  on  occa- 
sion have  become  epidemic.  The  boils  of  Job 
are  recorded  in  and  date  back  to  biblical 
history.  Prior  to  the  introduction  of  anti- 

•From  the  University  of  Texas  Medical  Branch,  Galveston. 
The  author  is  Professor  of  Surgery.  Presented  before  the 
Annual  Meeting  of  the  Wyoming  State  Medical  Society,  Grand 
Teton  National  Park,  June  11-13,  1959. 


biotics  in  1936,  I was  confronted  with  a se- 
rious epidemic  of  furunculosis  in  the  bunk 
houses  of  a major  oil  field  development  in 
the  Bahrein  Islands  in  the  Persian  Gulf. 
These  men  used  common  towels  and  bed  lin- 
ens. There  were  no  facilities  for  hot  water 
in  laundering.  The  linens  were  washed  by 
“dobies”  by  pounding  on  rocks  using  cold 
dirty  water  and  then  spreading  on  the  bare 
ground  to  dry.  The  infections  were  largely 
controlled  by  placing  the  washed  linens  in 
a large  steel  tank,  blowing  through  live 
steam,  then  drying  on  ordinary  clothes  lines 
and  laundering  completed  before  redistribu- 
tion. 

Today  we  hear  much  about  the  epidemic 
proportions  of  staphylococcal  infections. 
Why?  Semmelweis  (1818-1865)  stressed  the 
importance  of  direct  contact — and  the  need 
of  the  physician  to  wash  his  hands  between 
contacts.  These  suggestions  received  little  at- 
tention and  had  slight  impact  on  the  prac- 
tices in  vogue.  Oliver  Wendell  Holmes  in 
this  country  was  a contemporary  in  these 
observations.  Both  of  these  physicians  were 
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in  the  field  of  obstetrics.  Asepsis  then  re- 
placed Listerian  antisepsis  until  the  advent  of 
antibiotics.  Faith  in  these  so-called  “wonder 
drugs”  with  their  highly  specific  antibacterial 
properties  has  unfortunately  caused  an  un- 
warranted relaxation  of  aseptic  precautions 
and  simple  cleanliness.  This  sequence  of 
events  is  particularly  inappropriate,  because 
antibiotics  effective  against  certain  strains  of 
organisms  are  not  available;  they  have  not 
been  discovered.  Unfortunately,  practices 
have  emerged  as  though  effective  antiseptics 
do  exist.  Obviously,  a let-down  of  rigid  asep- 
sis and  other  preventive  measures  is  not  ac- 
ceptable. The  problem  is  just  this  simple. 
There  are  no  antibacterial  agents  to  destroy 
all  contaminating  organisms.  This  situation 
behooves  us  to  avoid  contamination.  Also, 
once  infection  has  become  established,  the 
best  general  method  should  be  employed  and 
not  place  blind  dependence  upon  antibiotics 
which  may  not  even  be  specific  for  the  bac- 
terial strain  concerned.  It  is  not  surpris- 
ing that  the  unprecedented  near  miracles 
wrought  by  antibiotics  in  the  treatment  of 
infections  should  give  rise  to  overconfidence 
and  reliance  on  these  agents. 

What  was  the  problem  30  years  ago?  Our 
continuous  and  unrelenting  concern  was  with 
acute  infections.  The  hemolytic  streptococcus, 
pneumococcus,  gonococcus  and  meningococ- 
cus were  of  greatest  importance  and  demand- 
ed high  priority  attention.  The  staphylococ- 
cus was  really  of  secondary  importance  as  to 
the  frequency  with  which  rapidly  lethal  in- 
fection occurred.  But  when  it  did  establish 
itself  the  hazards  -were  even  greater  than 
they  are  today.  The  majority  of  staphylococ- 
cal infections  respond  favorably  to  specific 
antibiotic  therapy.  When  this  advantage  is 
combined  intelligently  with  the  many  other 
improved  facilities  and  measures  at  our  com- 
mand, the  prognosis  is  vastly  better. 

Let  us  not  assume  that  the  bacterial  popu- 
lation is  static.  It  never  has  been!  Further- 
more, the  advent  of  antibiotics  has  probably 
accelerated  these  changes  either  by  selection 
or  mutation,  or  more  likely  by  a combination 
of  these  mechanisms,  favoring  the  survival 
of  antibiotic  resistant  organisms,  of  which 
some  strains  possess  virulence  to  mammalian 
hosts.  Some  of  these  organisms  undergo  met- 
abolic peculiarities  such  as  autolysis  by  viral 


strains  called  phages.  This  latter  property 
simply  makes  it  possible  for  us  to  identify 
and  trace  certain  strains  of  staphylococci. 
This  grouping  again  is  not  completely  spe- 
cific, because  all  organisms  autolysed  by  an 
individual  phage  do  not  of  necessity  have 
the  same  metabolic  activity,  which  difference 
is  demonstrated  by  comparison  with  anti- 
biotic sensitivity  patterns. 

The  virulent  hemolytic  staphylococcus 
aureus  has  always  been  with  us  to  create 
serious  therapeutic  problems.  The  problem  of 
infections  was  not  created  by  the  advent  of 
antibiotics.  In  fact,  a large  portion  of  the 
problem  has  been  resolved  by  specific  anti- 
biotics. Unfortunately,  antibiotics  which  are 
effective  against  all  bacterial  strains  are  not 
available.  Prevention  of  infection  by  avoiding 
contamination  rather  than  subsequent  thera- 
peutic sterilization  continues  to  be  the  proper 
procedure.  Not  until  we  accept  the  idea  that 
precautions  must  be  exercised  morning,  noon 
and  night,  day  in  and  day  out,  will  we  again 
place  this  situation  under  relatively  safe  con- 
trol. Contamination  of  any  one  particular 
clean  surgical  wound  at  the  time  of  opera- 
tion is  preventable.  Well  established  aseptic 
technics  are  adequate  to  protect  against  con- 
tamination. Occasional  breaks  in  aseptic  tech- 
nic with  contamination  resulting  in  infection 
will  occur,  but  these  breaks  must  be  acci- 
dental and  be  reduced  to  a practical  mini- 
mum. The  operating  theatre  should  be  the 
most  unlikely  area  where  cross-contamina- 
tion can  occur.  It  may  not  be  easy  always  to 
establish  whether  or  not  the  “case  was 
clean,”  but  we  must  recognize  every  infection 
of  a,  truly  clean  wound  as  a failure.  Some- 
body, something,  somewhere  along  the  line 
functioned  improperly. 

It  is  indeed  unfortunate  when  a formally 
constituted  study  committee  of  the  American 
College  of  Surgeons  finds  it  desirable  to  re- 
cord the  following  in  an  established  publica- 
tion, “In  view  of  the  apparent  importance  of 
contact  contamination,  the  rebirth  of  ‘surgical 
conscience’  and  everything  that  term  implies 
should  be  fostered.  Instruction  of  medical 
students  and  interns  and  re-education  of  the 
past  generation  of  surgeons  are  needed  to 
demonstrate  the  importance  of  those  factors 
which  make  up  that  intangible  and  valuable 
asset  of  a well  trained  and  capable  surgeon.” 
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I urge  you  to  study  the  report  entitled  “Meas- 
ures to  Combat  Antibiotic-Resistant  Infec- 
tions in  Hospitals,  etc.”  Bulletin:  American 
College  of  Surgeons,  Vol.  44,  pp.  73-79 
(March-April  1959,  No.  2). 

Apparently  direct  contact  is  the  principal 
mode  of  contamination,  but  there  have  been 
a sufficient  number  of  cases  of  staphylococ- 
cus pneumonia  to  indicate  that  air-dust  borne 
contamination  is  of  considerable  importance. 
Ventilation  and  air-conditioning  systems 
must  be  kept  clean  and  up-drafts  via  stair 
wells  eliminated. 

Each  hospital  should  establish  a commit- 
tee on  infection,  consisting  of  interested  and 
responsible  members  of  the  staff  of  all  de- 
partments, including  housekeeping  and  main- 
tenance. The  responsibilities  of  this  commit- 
tee are:  Evaluation  patterns  of  antibiotic 
therapy,  educating  hospital  personnel,  insti- 
tuting epidemic  control  measures  and  recom- 
mending remedial  changes  to  the  various 
departments  of  the  hospital.  The  departments 
would  not  be  relieved,  however,  of  their  re- 
sponsibility for  the  solution  and  correction 
of  their  own  special  problems. 

It  must  be  obvious  all  measures,  includ- 
ing ordinary  cleanliness,  heat  and  chemical 
sterilization,  aseptic  technics,  isolation  and 
quarantine,  chemical  disinfection,  supportive 
treatment  of  the  patient  and  the  intelligent 
specific  use  of  the  numerous  antibacterial 
agents  of  the  antibiotic  class  should  be  em- 
ployed in  the  control  of  “hospital-acquired” 
antibiotic-resistant  disease. 

Hospital-acquired 
staphylococcal  infections 

Since  the  hospital  is  a circumscribed  area 
to  which  a community  brings  its  various  in- 
fections for  treatment,  would  it  not  be  ex- 
pected for  the  personnel  of  this  center  to 
become  infested  and  assume  the  role  of  car- 
riers as  well  as  become  the  victims  of  the 
increased  exposure  to  infection?  This  situa- 
tion should  be  recognized  as  an  industrial 
hazard  so  far  as  the  hospital  personnel  is 
concerned  and  adequate  compensation  should 
be  provided  for  this  risk.  Especially,  a worker 
should  not  lose  wages  when  acquired  infec- 
tion demands  he  or  she  be  relieved  from  duty 
because  of  the  probability  of  spreading  the 
disease  by  contact.  Also,  the  importance  of 


placing  such  an  individual  under  quarantine 
makes  it  imperative  and  to  the  interest  of  the 
hospital  and  the  community  that  such  infec- 
tions not  be  hidden  but  rather  be  reported 
immediately.  An  individual  with  an  open 
lesion  is  a “spreader”  of  the  disease  and  must 
be  quarantined.  An  asymptomatic  carrier 
may  or  may  not  spread  the  infection.  This 
victim  of  circumstances,  should  he  or  she  be 
a “spreader,”  is  even  a greater  menace  than 
one  with  a known  infection,  because  without 
so  intending  they  are  contaminating  their 
surroundings  and  contacts.  The  asymptomatic 
carrier  frequently  infects  himself.  The  nasal 
carrier  rate  does  not  increase  appreciably  in 
patients  admitted  to  a hospital  for  a period 
of  two  weeks  or  less.  Some  individuals  work 
in  contaminated  areas  without  ever  becoming 
carriers. 

The  problem  of  dealing  with  personnel 
carriers  is  difficult.  They  should  probably 
be  excluded  from  the  nursery  and  from  con- 
tinuous duty  in  the  operating  theatre.  They 
must  be  trained  to  observe  rigid  precautions 
against  close  contact,  especially  with  the  very 
young,  the  elderly  and  the  debilitated  indi- 
vidual. They  should  practice  strict  personal 
hygiene,  the  importance  of  which  cannot  be 
overemphasized.  Probably  they  should  use  a 
soap  containing  hexachloraphene,  or  other 
effective  antibacterial  agent.  However,  care 
must  be  exercised  that  specific  resistances 
do  not  render  these  agents  ineffectual. 

Patients  with  infection  should  be  isolated 
to  protect  other  patients,  hospital  personnel, 
the  hospital  area,  themselves  and  their  casual 
contacts.  The  poor  risk  and  debilitated  indi- 
vidual, likewise,  should  receive  extraordinary 
protection  against  exposure. 

Attention  should  also  be  called  to  the  fact 
that  the  most  susceptible  members  of  the 
hospital  personnel  are  medical  students  and 
young  student  nurses  when  they  first  appear 
on  the  wards.  Within  a year  their  suscepti- 
bility drops,  indicating  development  of  im- 
munity. This  observation  should  predict  the 
therapeutic  effectiveness  of  immune  sera  in 
the  treatment  of  staphylococcal  infections. 

Suggested  corrective  procedures 

1.  Establish  a committee  on  infections. 

2.  Restricted  use  of  antibiotics. 

a.  Administration  as  specific  agents  based  on 
accurate  diagnosis  and  sensitivity  reactions  in  full 
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dosage  for  shortest  time  consistent  with  adequate 
therapeutic  effect. 

b.  Essential  elimination  of  true  prophylactic 
use  of  antibiotics. 

c.  Use  of  antibiotics  as  adjuvants  and  not  as 
primary  agents. 

3.  Prohibit  free  visiting  of  patients  between 
hospital  areas.  Restrict  ambulatory  patients  to  cer- 
tain areas. 

4.  Sanitation. 

a.  Cleanliness. 

b.  Dust  control. 

c.  More  effective  laundering. 

d.  Improved  transportation  of  patients. 

e.  Protection  against  contaminated  mattresses. 

f.  Sterilization  or  elimination  of  woolen  blan- 
kets. 

g.  Careful  cleaning  of  bed  area  between  suc- 
ceeding occupants. 

h.  Separate  transportation  for  clean  and  soiled 
linens. 

i.  Controlled  ventilation  and  drafts. 

5.  Adequate  isolation  practices  and  technics. 

6.  Rigid  discipline  and  technic  in  operating 
theatre. 

7.  Close  attention  to  body  and  oral  hygiene. 

8.  Prohibit  exchange  of  personal  effects  be- 
tween patients;  i.e.,  books,  magazines,  newspapers, 
toilet  articles,  foods,  etc. 

9.  Re-education  in  aseptic  principles  through- 
out hospital  practice  and  practices. 

10.  Minimal  contact  between  personnel  and  pa- 
tient. 

11.  Insistence  upon  unrelenting  attention  to 
pertinent  details. 

12.  Recognize  that  no  microorganism  has  ever 
developed  resistance  to  aseptic  practices. 

These  suggestions  cannot  possibly  cover 
all  circumstances,  but  they  can  serve  as  a 
guide. 

The  Temple  University  Medical  Center 
submitted  the  following  check-list.  How  does 
your  hospital,  clinic  or  office  rate  when  com- 
pared to  these  standards? 

1.  Has  a committee  been  established  in 
your  hospital  to  analyze  infections? 

2.  Are  you  certain  none  of  your  operating 
room  personnel  had  an  infection  when  last 
assisting  you? 

3.  Do  you  know  the  offending  organism 
in  the  last  infection  you  treated? 

4.  Are  you  certain  none  of  your  floor 
nurses  or  attendants  have  boils,  carbuncles 
or  other  cutaneous  infections? 

' 5.  Were  the  bacteria  responsible  for  your 

last  infection  studied  for  antibiotic  suscepti- 
bility pattern,  coagulase  response,  bacterio- 
phage type? 


6.  Do  you  avoid  admitting  elective  sur- 
gical patients  into  semiprivate  accommoda- 
tions with  patients  harboring  infections? 

7.  Are  the  bacteria  that  caused  your  last 
surgical  infection  living  in  your  own  nasal 
secretions? 

8.  Are  hand  precautions  used  without  fail 
after  treating  an  infected  patient? 

9.  Is  your  surgical  soap  sterile? 

10.  Would  you  feel  perfectly  serene  in 
having  a clean  surgical  wound  in  your  own 
abdomen  dressed  from  your  dressing  cart? 

11.  Is  your  sterile  technic  beyond  re- 
proach? 

12.  Are  all  blankets  sterilized  after  use? 

13.  Do  you  use  an  adequate  filter  type 
mask  and  change  between  cases? 

14.  Do  your  contaminated  linens  receive 
special  handling  care? 

15.  Does  your  housekeeping  personnel 
keep  dust  movement  at  a minimum? 

16.  Do  you  employ  special  means  of  han- 
dling dressings  and  instruments  used  in  the 
treatment  of  infected  cases  before  they  are 
cleaned  by  supply  room  personnel? 

17.  Do  you  change  your  operating  room 
attire  before  making  hospital  rounds? 

18.  Are  surgical  procedures  accomplished 
as  soon  after  admission  as  possible? 

19.  Do  visitors  change  clothes  before  en- 
tering your  operating  room? 

20.  Do  you  avoid  instituting  routine  pro- 
phylactic treatment  before  and  after  clean 
surgery  with  the  newest  and  most  potent 
antibiotics? 

21.  Do  you  have  an  operating  room  for 
contaminated  cases  only? 

22.  Does  your  preoperative  skin  prepara- 
tion for  patients  approach  the  ideal? 

If  the  “surgical  conscience”  could  be 
“grafted”  onto  each  and  every  attendant, 
from  administrator  to  charwoman,  staphylo- 
coccal infections  would  not  be  a major 
hazard. 

It  might  be  well  to  place  these  two  plac- 
ards at  appropriate  places  in  the  hospital: 


NO  ORGANISM  HAS 

CLEANLINESS 

BECOME  RESISTANT 

IS  NEXT  TO 

TO  ASEPTIC  TECHNIC 

GODLINESS 
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School  health  service  facilities 

Leland  M.  Corliss,  M.D.*,  Denver 


To  keep  children  well  rather  than  merely 
to  cure  them  once  they  are  ill  has  long 
been  recognized  by  health  and  medical 
professions  as  a desirable  goal. 

Adequate  health  service  facilities  staffed 
with  competent  personnel  are  essentials 
toward  the  achievement  of  this  goal. 


School  health  services  help  to  protect  and 
improve  the  health  of  children,  thus  aiding 
their  growth  and  development  and  enabling 
them  to  benefit  fully  from  school  experiences. 
In  recent  years  the  education  and  health 
professions  through  cooperative  efforts  have 
greatly  improved  the  quality  and  extent  of 
health  programs  for  children.  It  is  important 
that  this  same  type  of  cooperation  be  ex- 
tended to  embrace  all  groups  concerned  with 
the  use  and  design  of  health  service  facilities. 
This  includes  planners,  builders  and  com- 
munity groups  as  well  as  representatives  of 
medicine,  dentistry,  public  health,  nursing 
and  education.  Planning  and  actual  construc- 
tion should  be  carried  out  with  the  advice 
and  approval  of  those  persons  who  will  be 
responsible  for  the  program  for  which  the 
facility  is  provided. 

There  will  be  considerable  variation  in 
health  service  facilities,  depending  upon  the 
size  of  the  school  and  community,  the  level 
(primary,  intermediate,  junior  or  senior  high 
school  or  combination),  the  extent  of  the 
health  service  program  based  upon  the  philos- 
ophy of  the  school  system,  the  health  inter- 
ests and  needs  of  the  community,  the  func- 

•Director.  Health  Services,  Denver  Public  Schools. 


tions  to  be  performed,  and  the  person  or 
persons  who  do  the  planning.  In  addition, 
consideration  must  be  given  to  other  avail- 
able public  health  services  and  to  the  money 
available  for  building  the  facilities  and  for 
operating  them. 

The  health  service  unit  can  be  used  for  a 
variety  of  activities.  This  unit  will  house  the 
School  Health  Service  program  whose  chief 
function  is  to  determine  the  health  status  of 
pupils  by  means  of  school  health  examina- 
tions, dental  inspections  and  prophylaxis, 
and  vision  and  hearing  tests.  The  unit  may 
be  the  center  for  emergency  care  of  injuries 
and  illness.  Frequently  conferences  involving 
the  parent,  teacher,  doctor  and  nurse  con- 
cerning the  child’s  health  problems  will  oc- 
cur. A part  of  the  unit  may  be  used  as  a 
dressing  room  and  another  section  will  serve 
as  a waiting  room.  Some  space  should  be  set 
aside  for  isolation  of  a child  when  the  situa- 
tion warrants,  while  another  may  provide 
accommodations  for  children  on  a prescribed 
rest  schedule.  There  should  also  be  space 
for  the  health  personnel  which  from  time  to 
time  may  include  nurse,  physician,  dentist, 
dental  hygienist,  psychiatrist,  psychologist, 
and  social  worker.  Records,  equipment  and 
supplies  should  also  be  properly  housed  in 
this  unit. 

Proper  location  of  the  health  service  unit 
is  important  so  that  the  wide  variety  of  ac- 
tivities listed  above  may  be  carried  on  con- 
veniently and  efficiently.  In  smaller  ele- 
mentary schools,  all  services  may  be  cared  N 
for  in  one  room  provided  proper  screening 
is  used  and  the  waiting  room  of  the  admin- 
istrative suite  serves  the  same  purpose  for 
the  health  service  unit.  In  the  larger  schools, 
division  of  the  unit  into  separate  rooms  is 
desirable. 

Cooperation  of  the  school  health  commit- 
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tee  including  nurses,  doctors,  and  other  school 
personnel  can  contribute  significantly  to 
planning.  This  will  result  in  facilities  which 
are  functional  and  which  can  be  used  effec- 
tively by  the  staff. 

An  interesting  and  informative  survey  of 
school  health  service  facilities  is  reported  in 
the  March,  1959,  issue  of  The  Journal  of 


School  Health,  a publication  of  the  American 
School  Health  Association  which  is  the  only 
national  organization  dealing  entirely  with 
the  health  of  the  school  age  child. 

The  survey  covered  6,343  elementary 
buildings,  816  junior  and  699  senior  high 
buildings  of  112  representative  cities  in  this 
country.  • 


Thyroid  cancer  and  hemoptysis 

George  B.  Kent,  M.D.,  and  Joseph  L.  Kovarik,  M.D.,  Denver 


Two  cases  of  this  rare  cause  for 
hemoptysis  are  reported  for  your 
interest — and  to  add  to  the 
scanty  literature  on  the  subject. 


The  occurrence  of  hemoptysis  is  an  ominous 
danger  signal,  the  origin  of  which  may  tax 
the  diagnostic  acumen  of  the  physician. 
While  the  most  common  causes  of  hemop- 
tysis are  pulmonary  tuberculosis,  broncho- 
genic carcinoma,  bronchiectasis  and  heart 
disease,  numerous  other  conditions  must  be 
considered.  These  include  foreign  bodies, 
non-tuberculosis  infections,  pulmonary  in- 
farction and  trauma  of  the  broncho-pulmo- 
nary tree  as  well  as  more  remote  entities 
such  as  pulmonary  arteriovenous  fistula  and 
blood  dyscrasias.  Indeed,  the  source  of  he- 
moptysis sometimes  evades  detection  in  spite 
of  a vigorous  diagnostic  survey.  The  reported 
incidence  of  idiopathic  hemoptysis  varies 
from  5.5  per  cent  to  58  per  cent®’ 

Incidence 

Carcinoma  of  the  thyroid  is  an  uncommon 
cause  of  hemoptysis.  The  relative  infre- 
quency of  this  condition  is  evidenced  by  the 
report  of  Moersch^,  et  al,  of  the  Mayo  Clinic 
who  reported  17  patients  with  a history  of 
hemoptysis  in  a series  of  558  cases  of  thyroid 


carcinoma,  an  incidence  of  hemoptysis  in  this 
group  of  3.04  per  cent.  Two  of  these  17  cases 
were  presented  as  cases  of  “idiopathic”  he- 
moptysis with  normal  thyroid  glands  on 
physical  examination.  Bronchoscopy  was  re- 
ported as  negative  in  one  patient  although 
repeat  bronchoscopy  nine  months  later  estab- 
lished the  diagnosis.  The  second  patient  ex- 
hibited tumor  on  the  initial  bronchoscopic 
examination.  Grimes  and  BelP,  from  the  Uni- 
versity of  California,  reported  three  cases  of 
hemoptysis  secondary  to  thyroid  carcinoma 
over  a period  of  25  years.  All  three  of  these 
patients  were  known  to  have  pre-existing 
goiter. 

Analysis  of  the  case  records  of  the  senior 
author  (GBK)  for  the  10-year  period  1948 
through  1957  revealed  30  cases  of  thyroid  car- 
cinoma in  a series  of  788  thyroidectomies,  an 
incidence  of  3.8  per  cent.  Only  one  of  those 
30  patients  (3.3  per  cent)  gave  a history  of 
hemoptysis.  Review  of  the  records  of  the 
Presbyterian  Hospital,  Denver,  Colorado, 
during  this  same  10-year  period  showed  49 
cases  of  thyroid  carcinoma  in  a series  of  1,322 
thyroid  operations,  an  incidence  of  3.7  per 
cent.  Hemoptysis  was  recorded  in  the  history 
of  only  one  (2.04  per  cent)  of  these  patients. 
Our  interest  in  this  problem  was  aroused 
when  two  patients  with  hemoptysis  second- 
ary to  thyroid  carcinoma  were  admitted  to 
the  Presbyterian  Hospital,  Denver,  Colorado, 
within  a period  of  one  month. 

continued  on  next  page 
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CASE  REPORTS 

Case  1.  D.  F.,  58-year-old  white  female,  first 
seen  in  June,  1948,  with  symptoms  of  thyrotoxi- 
cosis and  a large,  6.5  cm.  in  diameter  nodule  in 
the  left  lobe.  Patient  was  also  diabetic.  Chest 
x-ray  revealed  displacement  of  the  trachea  to  the 
right  secondary  to  the  large  nodule  in  the  left 
lobe  of  the  thyroid.  Partial  thyroidectomy  was 
performed  and  reported  as  an  adenomatous  colloid 
goiter  with  no  evidence  of  cancerous  changes. 

The  patient  sought  medical  advice  in  February, 

1957,  at  which  time  she  gave  a two-month  history 
of  hemoptysis.  She  had  “lost  her  voice”  for  a four- 
month  period  in  April,  1966,  with  full  recovery. 
Diabetes  was  more  difficult  to  control.  There  was 
no  melena.  Examination  of  the  neck  was  entirely 
negative  and  there  were  no  palpable  masses  or 
tenderness.  The  patient  was  referred  for  an  ENT 
examination  which  revealed  varicosities  at  the 
base  of  the  tongue  but  no  bleeding  site.  The 
patient  had  intermittent  hemoptysis  until  April, 

1958,  when  she  had  the  “flu.”  Subsequently  she 
had  daily  hemoptysis  and  progressive  hoarseness. 

She  first  consulted  us  because  of  persistent 
hemoptysis  in  June,  1958.  An  examination  re- 
vealed hoarseness,  moderate  respiratory  stridor 
and  a hard  mass,  2-3  cm.  in  diameter,  located 
behind  the  clavicle  on  the  right.  ENT  examination 
revealed  the  presence  of  varices  at  the  base  of 
the  tongue.  Sputum  was  negative  for  malignant 
cells.  Chest  x-ray  revealed  tracheal  compression 
from  extrinsic  mass  on  the  right.  (The  tracheal 
deviation  had  been  in  the  opposite  direction  ten 
years  before.)  She  was  admitted  to  the  hospital 
where  bronchoscopy  under  topical  anesthesia  re- 
vealed marked  narrowing  of  the  tracheal  lumen, 
approximately  3-4  cm.  below  the  level  of  the 
cords.  Tissue  in  this  area  bled  easily  upon  con- 
tact with  the  bronchoscope.  The  tracheobronchial 
tree  distal  to  this  area  was  entirely  normal.  At- 
tempts to  visualize  the  narrowed  area  with  a 
right  angle  telescope  were  unsuccessful  because 
of  bleeding.  A biopsy  was  taken  which  failed  to 
reveal  evidence  of  neoplasm. 

Exploration  of  the  neck  revealed  a tumor  which 
almost  completely  encircled  the  trachea  and  ex- 
tended down  into  the  superior  mediastium.  This 
was  reported  as  adenocarcinoma  of  the  thyroid, 
follicular  and  papillary  type.  Since  surgical  ex- 
cision was  impossible  because  of  the  extent  of 
neoplastic  involvement,  low  tracheostomy  was 
performed.  Postoperatively,  external  x-ray  therapy 
was  started  in  the  hospital  and  continued  on  an 
out-patient  basis.  The  patient  had  remarkable 
symptomatic  improvement  but  expired  suddenly 
from  massive  tracheal  hemorrhage  three  weeks 
postoperatively. 

Comment:  This  case  represents  “idiopathic 
hemoptysis.”  While  varices  at  the  base  of  the 
tongue  were  suspected  as  the  source  of  the  hemop- 
tysis, active  bleeding  from  this  area  was  not  seen. 


Case  2.*  N.  L.,  63-year-old  white  female,  who 
was  transferred  to  the  Presbyterian  Hospital,  Den- 
ver, with  one-week  history  of  soreness  in  the 
neck  and  hemoptysis.  Hemoptysis  was  severe 
enough  to  require  transfusion  of  3500  cc.  of  blood 
prior  to  her  transfer. 

This  patient  had  a known  unchanging  goiter 
for  20  years.  Past  history  was  negative  for  severe 
illness  or  previous  surgery.  Physical  examination 
was  essentially  normal  except  for  the  presence 
of  a large,  symmetrical,  tender  goiter.  She  ex- 
hibited marked  respiratory  stridor,  hoarseness 
and  slight  cyanosis.  Shortly  after  admission, 
bronchoscopy  was  performed.  There  was  edema 
and  induration  of  the  larynx  which  was  pushed 
posteriorly  to  the  left.  The  vocal  chords  could 
not  be  identified  as  such  and  the  airway  ap- 
peared to  be  approximately  10  per  cent  of  normal 
size.  Since  it  was  impossible  to  introduce  the 
bronchoscope  into  the  trachea,  tracheostomy  was 
performed  with  alleviation  of  respiratory  em- 
barrassment. At  the  time  of  the  tracheostomy  it 
was  seen  that  the  tumor  mass  originated  in  the 
right  lobe  of  the  thyroid,  extending  to  the  isthmus 
and  invading  the  trachea. 

External  x-ray  therapy  was  given,  5,000  r 
tumor  dose,  over  a period  of  four  weeks.  There 
was  a gratifying  decrease  in  the  size  of  the  tumor 
with  decrease  in  the  amount  and  frequency  of 
hemoptysis  and  after  two  weeks  she  could  phonate 
well.  Bronchoscopy  was  repeated  and  a friable 
tumor  mass  of  the  anterior  and  right  lateral 
tracheal  wall  was  visualized.  A biopsy  was  at- 
tempted, but  was  reported  as  organized  blood  clot. 
During  the  period  of  hospitalization  the  patient 
received  an  additional  2,000  cc.  of  blood.  She  was 
discharged  improved  and  further  surgery  was 
planned  for  a later  date.  Approximately  two 
weeks  after  returning  home  the  patient  expired 
from  intermittent  bleeding  and  respiratory  ob- 
struction. While  a definitive  tissue  diagnosis  was 
not  established,  the  clinical  picture  was  that  of 
thyroid  carcinoma. 

Comment:  This  case  illustrates  hemoptysis 
from  thyroid  carcinoma  in  a patient  with  goiter 
of  long  duration. 

Discussion 

While  it  has  been  stated  that  hemoptysis 
associated  with  thyroid  carcinoma  indicates 
tracheal  invasion  as  well  as  probable  involve- 
ment of  other  neck  structures-,  Moersch’^ 
reported  good  palliation  after  radical  resec- 
tion in  one  case.  Whether  a more  favorable 
outcome  would  have  ensued  if  the  correct 
cause  of  hemoptysis  in  Case  1 had  been  de- 
termined initially,  is  a matter  of  conjecture. 

‘Case  2 is  presented  through  the  courtesy  and  cooperation  of 
Drs.  Kenneth  C.  Sawyer  and  Hobart  M.  Proctor,  Denver. 
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Certainly  the  long  history  of  hemoptysis 
without  evidence  of  distant  metastases  would 
indicate  local  confinement  with  improved 
outlook  for  vigorous  local  therapy.  In  spite 
of  the  rather  disappointing  results  in  these 
cases  it  is  hoped  that  earlier  therapy  would 
result  in  greater  palliation,  if  not  cure.  The 
correct  diagnosis  will  not  be  made  unless 
it  is  considered.  For  this  reason  we  urge  that: 

1.  All  cases  of  hemoptysis  receive  ade- 
quate diagnostic  work-up  including  chest 
x-rays,  bronchoscopy  and  bronchograms,  as 
well  as  bacteriologic  and  cytologic  examina- 
tion of  tracheobronchial  secretions.  The  use 
of  the  right  angle  telescope  for  inspection  of 
the  entire  trachea,  particularly  the  sub- 
laryngeal  area,  is  indicated  in  all  cases  of  so- 


called  “idiopathic”  hemoptysis. 

2.  Careful  observation  and  continued  fol- 
low-up of  all  patients  with  goiter  in  whom 
thyroidectomy  does  not  seem  warranted  on 
the  basis  of  goiter  alone. 

Summary 

1.  Hemoptysis  secondary  to  thyroid  carci- 
noma is  an  uncommon  condition  which  can 
be  easily  overlooked. 

2.  Case  reports  of  two  patients  are  pre- 
sented to  illustrate  this  condition  in  “idio- 
pathic” hemoptysis  and  in  pre-existing  goiter. 

3.  A plea  is  made  for  a vigorous  diagnostic 
approach  to  hemoptysis,  regardless  of  cause, 
and  for  careful  routine  follow-up  of  patients 

with  goiter.  * references  on  page  68 


Hemophilia  (AHG  deficiency) 
and  factor  VII  (stable  factor)  deficiency 

in  the  American  Indian 

Report  of  four  cases 

S.  L.  Painter,  M.D.,  and  Rosamond  Ellett*,  Albuquerque,  New  Mexico 


These  deficiencies  in  blood  clotting 
factors — claimed  to  be  a new 
ethnographic  facet — may  prove  to  be 
useful  genetic  tools  in  studies  of 
Navajo  and  Hopi  Indians. 


Careful  review  of  the  medical  literature 
fails  to  reveal  any  proved  cases  of  congenital 
or  hereditary  coagulation  defects  in  the 
American  Indian.  Four  such  patients  were 
recently  studied  at  the  Lovelace  Clinic  and 

•Acknowledgement:  We  wish  to  thank  the  many  physicians 
of  the  Public  Health  Service,  without  whose  cooperation  the 
study  of  these  patients  would  not  have  been  possible. 


Foundation,  and  it  is  the  purpose  of  this 
paper  to  report  these  cases  with  pertinent 
laboratory  data.  It  is  hoped  that  this  report 
will  arouse  interest  in  what  is  apparently  a 
new  observation  in  the  Southwestern  Indian, 
and  that  more  thorough  investigation  will  be 
forthcoming. 

All  of  the  patients  were  children  under 
the  age  of  10  years;  three  were  Navajo  and 
one  a Hopi  Indian.  They  were  referred  to 
this  institution  for  diagnosis  and  treatment 
of  a hemorrhagic  disorder  which  could  not 
be  adequately  managed  by  the  Public  Health 
Hospitals  on  the  reservation.  The  Navajo  res- 
ervation is  the  largest  in  the  United  States, 
occupying  northeast  Arizona,  western  New 
Mexico,  southwest  Colorado  and  southeast 


for  January,  1960 


65 


Utah.  The  Hopi  reservation  is  in  northeast- 
ern Arizona,  and  is  entirely  surrounded  by 
the  larger  Navajo  reservation.  The  patients 
were  from  widely  separated  points  on  the 
reservation,  and  were  not  related  so  far  as 
could  be  ascertained.  They  were  flown  to 
Albuquerque  unaccompanied  by  parents  or 
other  members  of  the  family,  and  for  this 
reason  past  medical  and  family  histories  were 
inadequate. 

Methods  and  materials  used 

Plasma  Thromboplastin — precursor  defi- 
ciency test  (Differential  test  for  AHG,  PTC 
and  PTA  deficiency) : 

In  five  clean  dry  test  tubes  were  placed 
0.2  cc.  of  0.9  per  cent  NaCl,  0.2  cc.  normal 
fresh  plasma,  0.2  cc.  fresh  BaSO^  precipitated 
plasma,  0.2  cc.  aged  serum,  and  0.2  cc.  fresh 
plasma  from  a patient  with  known  AHG  de- 
ficiency. 

To  each  tube  was  added  2.0  cc.  of  the 
patient’s  blood,  and  a clotting  time  was  de- 
termined for  each.  After  three  hours’  incu- 
bation at  37°  C.  a prothrombin  consumption 
time  was  determined  on  the  serum.  The  re- 
sults of  this  test,  performed  on  cases  1 and  2, 
are  tabulated  in  Table  1. 

Differential  test  for  hypoprothrombinemic 

TABLE  1 

Plasma  thromboplastin  precursor 
deficiency  test 

Clotting  time  Prothrombin  cons, 
(min.)  time  (sec.) 


Case  1 


Patient’s  blood  

.20' 

14.7 

0.9%  NaCl  

.21' 

15.5 

4 

Normal  fresh  plasma  9'30'' 

27.0 

BaSOi  plasma  

.lO'SO" 

25.5 

m 

Aged  serum  

.15'30'' 

16.9 

AHG  deficient 

plasma  

.22'10'' 

16.5 

Case  2 

■■ ; 

Patient’s  blood  

.58' 

10.6 

• ■ ■■■ 

0.9%  NaCl  

.62' 

11.5 

Normal  fresh  plasma  7'0" 

39.0 

1 

i 

BaS04  plasma  

.10'30'' 

32.6 

■ ■' 

Aged  serum  

.48' 

12.5 

i 

AHG  deficient 

1 

serum  

.55' 

9.6 

1 

i 

I 


states  (Prothrombin,  Stable  Factor  VII  and 
Labile  Factor  V) : 

In  each  of  five  test  tubes  were  placed  0.2 
cc.  normal  fresh  plasma,  0.2  cc.  aged  plasma 
with  prothrombin  time  greater  than  20  sec- 
onds, 0.2  cc.  aged  dicumerolized  plasma  with 
prothrombin  time  greater  than  20  seconds, 
0.2  cc.  fresh  BaS04  precipitated  plasma  with 
prothrombin  time  greater  than  40  seconds, 
and  0.2  cc.  aged  serum  with  prothrombin 
time  greater  than  40  seconds. 

To  each  of  the  tubes  was  added  0.8  cc.  of 
the  patient’s  plasma,  and  a prothrombin  time 
(one-stage  method)  was  determined  on  each 
sample.  The  results  of  this  test  (cases  3 and 
4)  are  given  in  Table  2. 

CASE  REPORTS 

Case  1:  J.  B.,  a 9-year-old  Navajo  boy,  was 
hospitalized  on  November  11,  1958,  with  a hemar- 
throsis  of  the  right  elbow.  He  was  referred  from 
a Public  Health  Service  Hospital  at  Shiprock,  New 
Mexico,  when  the  whole  blood  clotting  time 
was  found  to  be  prolonged.  The  past  medical 
history  was  not  reliable,  and  the  parents  were  not 
available  for  interview. 

Physical  examination  was  essentially  non-con- 
tributory  except  for  the  right  elbow  which  was 
warm,  swollen  and  tense  and  painful  on  passive 
motion.  There  was  some  crusted  blood  in  both 
nares.  No  joint  deformities  were  noted. 

Laboratory  examination;  Hemoglobin  14.0  gm.; 
hematocrit  41  per  cent;  white  blood  count  5,200 
with  a normal  differential  count;  platelets  328,000/ 
cu.  mm.;  peripheral  blood  smear  was  essentially 
normal;  bleeding  time  2'40'';  clotting  time  (Lee- 
White)  20  min.;  clot  retraction,  normal;  prothrom- 
bin time,  12.6  sec.;  prothrombin  consumption  time, 
14.7  sec. 

Results  of  the  thromboplastin-precursor  defi- 
ciency test  are  listed  in  Table  1.  The  coagulation 
defect  in  the  patient’s  plasma  was  corrected  by 
normal  fresh  plasma  and  BaSOi  precipitated  plas- 
ma, and  was  uncorrected  by  aged  serum  and 
known  AHG  deficient  plasma.  The  studies  were 
repeated  on  several  occasions  with  similar  results, 
indicating  AHG  deficiency. 

Transfusion  with  fresh  frozen  plasma  resulted 
in  gratifying  relief  of  symptoms  and  the  child  was 
returned  to  home  without  further  bleeding  prob- 
lems on  this  admission. 

Case  2:  J.  H.,  an  8-year-old  Navajo  boy,  was 
hospitalized  on  December  4,  1958,  with  epistaxis 
and  a hemarthrosis  of  the  left  knee.  A brief  past 
history  from  the  referring  physician  stated  that 
the  patient  had  had  repeated  episodes  of  epistaxis 
and  bleeding  into  the  joints,  and  that  a brother 
had  died  of  “bleeding.”  Further  history  was  un- 
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obtainable,  and  the  parents  were  not  available  for 
interview. 

Physical  examination  revealed  a thin,  pale, 
Indian  boy  who  appeared  chronically  ill.  There 
was  a moderate  pharyngitis  and  temperature  was 
100.2°.  Bleeding  from  the  right  side  of  the  nose 
was  controlled  by  cautery  and  a nasal  pack.  There 
was  a massive  hemarthrosis  of  the  left  knee  with 
a flexion  contracture.  The  remainder  of  the  exam- 
ination was  normal. 

Laboratory  examination:  Hemoglobin  8.8  gm^ 
hematocrit  30  per  cent;  white  blood  count  18,850 
with  a left  shift;  platelet  count,  285,000;  peripheral 
blood  smear,  RBC’s,  moderate  anisocytosis  and 
polychromasia;  platelets,  adequate;  WBC,  poly- 
morphonuclear leukocytosis  with  a left  shift.  Chest 
x-ray  normal.  Bleeding  time  2'45";  clotting  time 
(Lee-White)  58  mm.;  clot  retraction  normal;  pro- 
thrombin time  12.5  sec.;  prothrombin  consumption 
time  10.6  sec.;  plasma  fibrinogen  0.519  gm.  per 
100  ce.  Results  of  the  thromboplastin-precursor 
deficiency  test  are  given  in  Table  1. 

Here  again,  the  clotting  defect  in  the  patient’s 
plasma  was  corrected  by  normal  fresh  plasma,  and 
BaS04  precipitated  plasma,  and  was  uncorrected 
by  aged  serum  and  known  AHG  deficient  plasma, 
indicating  a deficiency  of  AHG.  Treatment  con- 
sisted of  the  use  of  antibiotics,  orthopedic  correc- 
tion of  the  deformity  of  the  left  knee  by  traction, 
and  transfusions  of  fresh  whole  blood  until  the 
anemia  was  corrected.  This  was  then  followed  by 
transfusions  of  fresh  frozen  plasma  and  he  was 
returned  to  his  home  in  good  condition  on  the  21st 
hospital  day. 

Case  3:  A.  N.,  an  18-month-old  Navajo  girl 
infant,  was  hospitalized  April  26,  1958,  with  an 
eight-month  history  of  recurrent  epistaxis,  gastro- 
intestinal bleeding  and,  more  recently,  bleeding 
from  the  gums  at  the  site  of  erupting  teeth.  She 
had  been  previously  treated  with  whole  blood 
transfusions  and  vitamin  K with  improvement. 
When  bleeding  recurred  on  April  8,  1958,  she  was 
referred  to  this  institution  for  study. 

Physical  examination  revealed  a rather  poorly 
nourished,  pale,  infant  girl  who  was  chronically 
ill.  There  was  bleeding  from  the  nostrils  and 
there  were  two  large  bluish  hemorrhagic  blebs  on 
the  upper  gums  at  the  site  of  erupting  teeth.  No 
petechiae  or  ecchymoses  m'-ere  noted  and  there 
was  no  evidence,  recent  or  old,  of  bleeding  into 
the  joints.  The  remainder  of  the  examination  was 
normal  throughout.  There  was  no  clinical  evidence 
of  hepato-cellular  disease. 

Laboratory  examination:  Hemoglobin  7.4  gm.; 
hematocrit  28  per  cent;  white  blood  count  22,200 
with  a moderate  lymphocytosis;  urinalysis  was 
essentially  normal;  liver  profile,  normal;  bleeding 
time  1'47";  clotting  time  8'15";  clot  retraction, 
normal;  prothrombin  time  67.5  sec.;  peripheral 
blood  smear,  normocytic,  normochronic  anemia; 
platelets,  adequate;  WBC,  no  abnormal  or  atypical 
cells  were  noted. 


Results  of  the  differential  test  for  prothrombin 
deficiency  may  be  found  in  Table  2.  The  pro- 
thrombin time  of  the  patient’s  plasma  was  sig- 
nificantly corrected  by  normal  fresh  plasma,  stored 
plasma,  and  aged  serum,  and  was  uncorrected  by 
aged  dicumerolized  plasma  and  BaS04  precipitated 
plasma.  These  results  would  indicate  a Factor  VII 
(stable  factor)  deficiency.  There  was  also  a prob- 
able mild  hypoprothrombinemia. 

Treatment  consisted  of  transfusions  of  whole 
blood  until  the  anemia  was  corrected,  then  of 
stored  plasma.  The  infant  also  received  vitamin 
K,  10  mg.  by  intramuscular  injection  daily.  Hemor- 
rhage was  completely  controlled  on  the  above 
regimen  and  she  was  discharged  to  home  on  the 
10th  hospital  day. 

Case  4:  M.  P.,  a 15-month-old  Hopi  Indian  boy, 
was  hospitalized  on  August  20,  1957,  with  a history 
of  epistaxis,  bleeding  gums  and  easy  bruising  since 
birth.  In  May,  1957,  he  was  found  to  have  a pro- 
longed prothrombin  time  at  a Public  Health  Hos- 
pital on  the  reservation  and  was  treated  with 
Vitamin  K and  blood  transfusions  with  improve- 
ment. When  bleeding  recurred  in  August,  1957,  he 
was  referred  for  further  study  and  recommenda- 
tions. Family  history  was  not  available. 

Physical  examination  revealed  a well  devel- 
oped and  well  nourished  Indian  infant  boy  with 
some  pallor  of  skin  and  mucous  membranes.  There 
was  a large  bluish  hematoma  on  the  upper  gum 
at  the  site  of  an  erupting  tooth.  The  remainder 
of  the  examination  was  unremarkable. 

Laboratory  examination:  Hemaglobin  8.5  gm.; 
hematocrit  34  per  cent;  white  blood  count  6,250 
with  a normal  differential.  Bleeding  time  2'36"; 
clotting  time  6'30";  clot  retraction,  normal;  pro- 
thrombin time  79.1  sec.;  peripheral  blood  smear, 
normocytic,  normochromic  anemia;  platelets,  abun- 
dant; WBC,  no  abnormal  or  atypical  cells  noted; 
relative  lymphocytosis;  platelet  count  245,000; 
cephalin  flocculation,  negative  in  48  hours;  thymol 
turbidity  1.5  units;  BSP  1 per  cent  dye  retained 
in  45  minutes.  Chest  x-ray  was  normal;  x-ray  of 
the  wrists  and  hands  showed  normal  bone  age. 


TABLE  2 

Differential  test  for 
hypoprothromhinemic  stat&s 


Si  Prothrombin  time— seconds 

Case  3 Case  4 

1 

Patient’s  plasma  

67.5 

79.1 

fc  ■ 

Normal  fresh  plasma  .. 

......  15.2 

15.4 

Stored  plasma  

17.3 

18.8 

Dicumerolized  plasma 

(old)  

38.3 

33.4 

' 

BaS04  plasma  

72.9 

85.6 

1 

Aged  serum  

17.3 

17.0 
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Bone  marrow  aspiration  (iliac  crest)  was  normal. 
A differential  test  for  prothrombin  deficiency  was 
performed  and  the  results  are  tabulated  in  Table  2. 
Here  again,  it  is  apparent  that  the  patient’s  pro- 
thrombin time  was  significantly  corrected  by 
normal  fresh  plasma,  stored  plasma  and  aged 
serum,  and  was  uncorrected  by  old  dicumerolized 
plasma  and  BaSOi  precipitated  plasma,  indicating 
the  primary  defect  to  be  Factor  VII. 

Treatment  consisted  of  transfusions  of  whole 
blood  and  stored  plasma  with  prompt  cessation  of 
the  bleeding  and  the  patient  was  returned  to  home 
on  the  12th  hospital  day.  The  patient  was  re- 
hospitalized in  May,  1958,  at  age  2 years,  with  a 
left  lower  lobe  pneumonia,  epistaxis,  bleeding 
from  the  gums,  and  some  scattered  ecchymosis  on 
the  arms  and  legs.  On  this  occasion  the  hemo- 
globin was  6.0  gm.  and  the  hematocrit  22  per  cent. 
The  preceding  studies  were  repeated  with  essen- 
tially the  same  results. 

Treatment  consisted  of  appropriate  antibiotic 
therapy  and  whole  blood  transfusions.  Once  again 
the  patient  responded  well,  with  clearing  of  the 
pneumonitis  and  control  of  his  hemorrhage.  He 
was  discharged  to  home  on  the  15th  hospital  day 
and  has  not  been  readmitted  since  that  time. 

Comment 

Hereditary  or  congenital  blood  coagula- 
tion defects  have  not  been  described  in  the 
American  Indian.  The  four  cases  presented 
here  were  studied  only  because  they  had  a 
bleeding  tendency  of  such  severity  as  to  war- 
rant further  study,  and  were  accordingly  re- 
ferred to  a diagnostic  center. 

The  probability  that  hemophilia  (AHG 
deficiency)  was  introduced  to  the  Navajo 
Indians  by  intermarriage  with  persons  of 
Spanish  origin  is  most  plausible,  but  this  is 
categorically  denied  by  the  Navajo.  Until 
recently,  vital  statistics  of  the  Navajo  tribe 
have  been  most  inadequate,  so  that  little  or 
no  information  is  available  regarding  mar- 


riage, births,  deaths,  etc.  Inasmuch  as  this 
may  well  become  a public  health  problem  to 
the  Navajo  people  in  generations  to  come, 
further  study  is  most  certainly  indicated. 

The  two  cases  with  congenital  Factor  VII 
deficiency  pose  a similar  problem.  Whether 
or  not  this  has  been  recently  introduced  to 
Indians  of  the  Southwest  is  unanswerable  at 
present.  An  attempt  was  made  to  study  the 
family  of  one  patient  (M.  P.)  but  time  was 
limited,  the  studies  could  not  be  rechecked, 
and  were  considered  invalid.  Hypoprothrom- 
binemic  states  have  not  been  described  in 
an  adult  Indian  other  than  those  readily  ex- 
plained on  the  basis  of  advanced  hepato- 
cellular disease  or  anticoagulant  therapy. 

Adequate  study  of  the  problem  would  pre- 
sent a difficult  task  since  the  area  involved 
is  large,  and  in  one  of  the  most  remote  re- 
gions in  the  country.  A well-equipped  mobile 
laboratory  unit  would  probably  be  necessary 
for  adequate  investigation  of  family  groups. 

Summary 

1.  There  are  no  reported  cases  of  heredi- 
tary or  congenital  hemorrhagic  disorders  in 
the  American  Indian. 

2.  Herein  reported  are  four  cases  of  such 
disorders,  all  in  children  under  the  age  of 
10  years.  Two  patients  had  hemophilia  A 
(AHG  deficiency),  and  two  had  Factor  VII 
(stable  factor)  deficiency. 

3.  The  need  for  further  investigation  into 
this  problem  is  stressed.  • 
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Welcome,  Mississippi! 

Effective  this  month,  the  Journal  of  the  Missis- 
sippi State  Medical  Association  begins  publication 
under  direct  ownership  and  sponsorship  of  that 
Association.  We  welcome  the  new  Journal  to  the 
“state  journal  group”  now  numbering  34  state  and 
regional  medical  periodicals  which  have  standard- 
ized these  publications  at  what  we  hope,  and  be- 
lieve, is  a high  level. 

The  all-new  Journal  of  the  Mississippi  State 
Medical  Association  will  be  supervised  by  a publi- 
cation committee  chaired  by  Lawrence  W.  Long, 
M.D.,  of  Jackson,  Miss.  It  replaces  the  “Mississippi 
Doctor,”  a proprietary  journal  which,  in  spite  of 
a long  history  of  successful  publication,  was  not 


owned  or  supervised  by  any  recognized  medical 
society.  “Mississippi  Doctor”  suspended  publication 
with  its  December,  1959,  issue. 


Thyroid  cancer  cent,  from  page  65 
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Underweight  Children  Gain  and  Retain  Weight 

with  Nilevar® 


One  of  the  most  convincing  evidences  of  the 
anabolic  activity  of  Nilevar,  brand  of  norethan- 
drolone,  has  been  its  ability  to  improve  appetite 
and  increase  weight  in  poorly  nourished,  under- 
weight children. 

A highly  important  feature  of  the  weight  gain 
thus  produced  is  that  it  is  not  ordinarily  mani- 
fested by  deposition  of  fat  but  as  muscle  tissue 
resulting  from  the  protein  anabolism  induced  by 
Nilevar. 

Anorexia  and  “Weight  Lag”  Study— Brown, 

Libo  and  Nussbaum  have  reported*  consistent 
and  definite  increases  in  rate  of  weight  gain  in 
eighty-six  patients,  ranging  in  age  from  7 weeks 
to  ISVz  years.  This  beneficial  action  of  Nilevar 
was  observed  in  the  patients  with  organic  and 
traumatic  disorders  as  well  as  those  whose  only 
complaints  were  poor  appetite  and/or  persist- 
ent failure  to  gain  weight. 

In  this  study,  the  weight  gained  was  not  lost 


after  discontinuance  of  Nilevar  therapy  al- 
though many  patients  did  not  continue  the  sharp 
gains,  effected  by  the  drug. 

The  authors  are  of  the  opinion  that  Nilevar 
is  a highly  useful  anabolic  agent  for  influencing 
weight  gain  in  underweight  children. 

When  Nilevar  is  administered  to  children  a 
dose  of  0.25  mg.  per  pound  of  body  weight  is 
recommended  and  continuous  dosage  for  more 
than  three  months  is  not  recommended. 

Nilevar  is  supplied  as  tablets  of  10  mg.,  drops 
of  0.25  mg.  per  drop  and  ampuls  of  25  mg.  in  1 
cc.  of  sesame  oil.  Further  dosage  information  in 
Searle  Reference  Manual  No.  4. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


*Brown,S.S.;  Libo.H.W.,  and  Nussbaum,  A.  H.t  Norethandrolone 
in  the  Successful  Management  of  Anorexia  and  "Weight  Lag"  in 
Children,  Scientific  Exhibit  presented  at  the  Annual  Meeting  of  the 
American  Academy  of  Pediatrics,  Chicago,  Oct.  20-23,  1958. 
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Where  a poly-unsatu rated 
oil  is  called  for  in  the  diet, 
Wesson  satisfies  the 
most  exacting  requirements 


( —and  the  most  exacting  appetites). 


Compared  to  other  readily  available 
vegetable  oils,  Wesson  is  unsurpassed 
as  a serum  cholesterol  depressant 


Faithful  adherence  to  any  diet  is  much  more 
likely  when  foods  taste  good.  The  preference  for 
Wesson—amply  confirmed  by  its  sales  leadership 
for  59  years — has  been  reconfirmed  in  recent  tests 
with  brand  identification  removed.  Housewives 
in  a national  probability  sample  indicated  marked 
preference  for  Wesson,  particularly  by  the  criteria 
of  odor,  flavor  (blandness)  and  lightness  of  color. 


Each  pint  of  Wesson  contains 
437-524  tnt.  Units  of  Vitamin  E 


Wesson's  Important  Ingredients: 

Linoleic  add  glycerides  50%  to  55% 

Phytosterol  (predominantly 

beta  sitosterol)  0.4%  to  0.7% 

Total  tocopherols  0.09%  to  0.12% 

Never  hydrogenated— completely  salt  free 
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This  is  Panalba 
performance . 


sinusitis 


. . . into  a mixed  culture 
of  the  four  organisms 
commonly  involved 
in  sinusitis  , . . Str. 
hemolyticus,  D.  pneu- 
moniae, H.  influenzae 
and  Staph,  aureus 
(in  this  case  a resistant 
strain)  ...  we  introduce 
the  five  most  frequently 
used  antibiotics. 

Twenty-four  hours  later 
(in  this  greatly  enlarged 
photograph),  note  that 
only  one  of  the  five  leading 
antibiotics  has  stopped 
all  the  organisms, 
including  the  resistant 
staph!  This  is  Panalba. 

In  your  next  patient  with 
sinusitis  ...  in  all  your 
patients  with  potentially- 
serious  infections  . . . 
provide  this  extra 
protection  with  your 
prescription: 

Dosage— 1 or  2 capsules 
3 or  4 times  a day. 

Supplied— Capsules  containing 
Panmycin  phosphate  equivalent 
to  250  mg.  tetracycline 
hydrochloride,  and  125  mg. 
Albamycin  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 
Now  available:  new  Panalba 
Half-Strength  Capsules  in 
bottles  of  16  and  100. 


Panalba* 


m 


(Panmycin*  Phosphate  plus  Albamycin*) 

The  broad-spectrum 
antibiotic  of 
first  Cl  resort 


l^john 


The  Upjohn  Company 
Kalamazoo,  Michigan 


wherever  there  is  inflammation,  swelling,  pain 

VARIDASE 


Streptokinase-Streptodornase  Lederle 


Tablets 


conditions 
for  a fast 
& comfortable 
comeback 

Host  reaction  to  injury  or  local  infection  has  a 
catabolic  and  an  anabolic  phase.  The  body  responds 
with  inflammation,  swelling  and  pain.  In  time, 
the  process  is  reversed.  Varidase  speeds  up 
this  normal  process  of  recovery. 
By  activating  fibrinolytic  factors  Varidase  shortens 
the  undesirable  phase,  limits  necrotic  changes  due  to 
3i?Hammatory  infiltration,  and  initiates  the  constructive  phase 
to  speed  total  remission.  Medication  and  body  defenses 
can  readily  penetrate  to  the  affected  site; 
local  tissue  is  prepared  for  faster  regrowth  of  cells. 
In  infection,  the  fibrin  wall  is  breached  while 
the  infection-limiting  effect  is  retained.  In  acute 
cases,  response  is  often  dramatic.  In  chronic 
cases,  Varidase  Buccal  Tablets  can  stimulate 
a successful  response  to  primary  therapy 
previously  considered  inadequate  or  failing. 

for  routine  use  in  injury  and  infection 
. . . new  simple  buccal  route 

Varidase  Buccal  Tablets  should  be  retained  in  the  buccal 
pouch  until  dissolved.  For  maximum  absorption, 
patient  should  delay  swallowing  saliva. 
Dosage:  One  tablet  four  times  daily  usually  for  five  days 
When  infection  is  present,  Varidase  Buccal  Tablets 
should  be  given  in  conjunction  with  Achromycin®  V 
Tetracycline  with  Citric  Acid. 
Each  Varidase  Buccal  Tablet  contains:  10,000  Units 
Streptokinase  and  2,500  Units  Streptodornase. 
Supplied:  boxes  of  24  and  100  tablets. 

I.  Innerfield,  I.:  Clinical  report  cited  with  permission 
2.  Clinical  report  cited  with  permission 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY 

Pearl  River.  New  York 


INFLAMMATORY 

DERMATOSIS 


VARICOSE 

ULCER 


FORCE  INJURY 

severe  bruises 
. . . swelling 
. . . cleared 
by  fifth  day' 


rapidly  spreading 
rhus  dermatitis 
healed  within 
a week’ 


15  years  duration 
. . . resolved  with 
VARIDASE’ 


REFRACTORY 

CELLULITIS 


normal  routine 
resumed  after  4 days 
of  VARIDASE’ 


THROMBOPHLEBITIS 


back  on  his  feet 
in  a week  after 
recurrent  episode’ 


INFECTED 
LACERATION 

marked  reversal 
Tn  3 days . . . 

returned 
to  school . . . 
^ closure,  advanced 


j 


reaches 

all  nasal  and  paranasal 

membranes 

systemically^ 

Pharmacologically  balanced  formula 
for  prompt  symptomatic  relief 

• in  nasal  and  paranasal  congestion 

• in  sinusitis  and  postnasal  drip 

• in  allergic  reactions  of  the 
upper  respiratory  tract 

Triaminic^’^  is  safer  and  more 
effective  than  topical  medication 

• transported  systemically  to 
all  respiratory  membranes 

• provides  longer-lasting  relief 

• presents  no  problem  of 
rebound  congestion 

• avoids  “nose  drop  addiction’* 

Relief  is  prompt  and  prolonged  became 
of  this  special  timed-release  action: 

first—  the  outer  layer 
dissolves  within 
minutes  to  produce 
3 to  4 hours  of  relief 

then—  the  core 
disintegrates  to  give  3 to 
4 more,  hours  of  relief 


'Each  Triaminic  timed-release  Tablet  provides; 


Phenylpropanolamine  HCl.  ............... .50  mg. 

Pheniramine  maleate .25  mg. 

Pyrilamine  maleate. ........ 25  mg. 


Dosage:  1 tablet  in  the  morning,  midafternoon  and  at 
bedtime.  In  postnasal  drip,  1 tablet  at  bedtime  is  usu- 
ally sufficient. 

Each  timed-release  Triaminic  Juvelet®  provides:  % the 
formulation  of  the  Triaminic  Tablet. 

Dosage:  1 Juvelet  in  the  morning,  midafternoon  and 
at  bedtime. 

Each  tsp.  (5  ml.)  of  Triaminic  Syrup  provides:  % the 
formulation  of  the  Triaminic  Tablet. 

Dosage  (to  be  administered  every  3 or  4 hours)  ; 
Adults  — 1 or  2 tsp.;  Children  6 to  12  ~1  tsp.;  Chil- 
dren 1 to  6 — Vz  tsp.;  Children  under  I — % tsp. 

1.  Fabricant,  N,  D. : E.E.N.T.  Monthly  37A6Q  (July)  1958. 

2.  Lhotka,  F.  M. : Illinois  M.  J. : 112 -.239  (Dec.)  19S7. 

3.  Farmer,  D.  F.s  Clin.  Med.  5:1183  (Sept.)  1958. 


the  leading  oral  nasal  decongestant 

Triaminic' 

timed-release  tablets  and  juvelets 
also  non-alcoholic,  fruit-flavored  syrup 

SMITH-DORSEY  » a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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01  Certainty  again^:  the  cocci 


\ 

I 


an  uncommon  antibiotic  for  common  infections 


Offers  fast,  high  blood  levels—plus  years  of  clinical  effectiveness.  And  after 
all  this  time,  an  unparalleled  safety  record. 

Available  in  easy-to-swallow  Filmtabs®  (100  and  250  mg.) ; in  tasty,  citrus- 
flavored  Oral  Suspension  (200  mg.  per  5-ml.  teaspoonful). 


FILMTABS- 


l-SEALEO  TABLETS.  ABBOTT. 
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AN  ANNOUNCEMENT 
■ OE  IMPORTANCE 
FROM  • 

BRISTOL  LABORATORIES 


The  first  synthetic  penicillin 
available 

for  general  clinical  use 


MAJOR  THERAPEUTIC 


I 


BLOOD  LEVELS 
TWICE  AS  HIGH 
AS  WITH 
POTASSIUM 
PENICILLIN  V 


SAEER  ORAL  ROUTE 
PROVIDES  HIGHER 
BLOOD  LEVELS  THAN 
INTRAMUSCULAR 
PENICILLIN  G 


IMPROVED 
ANTIBIOTIC 
EEEECT  FROM 
COMPLEMENTARY 
ACTION  OE  ISOMERS 


ADVANTAGES  ACCOMPANY  MOLECULAR  ASYMMETRY 


POTASSIUM  PENIGILLIN-152 


ANTIBIOTIC 
ACTIVITY 
DIRECTLY 
PROPORTIONAL 
TO  ORAL  DOSE 


REDUCED  HAZARD 
OE  SERIOUS 
ALLERGENICITY 
BY  SAEER 
ORAL  ROUTE 


MANY 

STAPH  STRAINS 
MORE 

SENSITIVE  TO 
SYNCILLIN 


ORIGIN  OF  ANEW 
SYNTHETIC  PENICILLIN 


1 


In  March,  1957,  Dr.  John  C.  Sheehan  of  the  Massachusetts  Institute  of  Technology 
announced  the  total  synthesis  of  penicillin  from  common  raw  materials,  thus  solving 
a problem  which  had  baffled  research  workers  for  more  than  15  years.  Although  total 
synthesis  was  not  commercially  practicable,  this  work,  sponsored  by  Bristol  Laboratories, 
made  possible  the  subsequent  synthesis  of  new  penicillins  not  occurring  in  nature.  Later 
scientists  at  Beecham  Laboratories  in  England  discovered  that  a key  intermediate 
(6-aminopenicillanic  acid)  could  be  produced  by  a fermentation  process.  With  these 
achievements,  large  scale  production  of  synthetic  penicillins  became  feasible. 

Organic  chemists  at  Bristol  then  embarked  upon  an  intensive  program  to  develop  better 
penicillins.  Over  five  hundred  were  synthesized  and  underwent  preliminary  screening. 
Forty-six  showed  sufficient  promise  to  warrant  further  investigation.  Extensive  micro- 
biological, pharmacological,  and  clinical  screening  indicated  that  one  compound, 
SYNCiLLiN,  had  advantages  of  major  importance  over  other  penicillins. 

SYNCILLIN  is  the  N-acylation  product  of  6-aminopenicillanic  acid  and  a-phenoxypropi- 
onic  acid  (the  phenylether  of  lactic  acid).  It  is  freely  soluble  in  water  and  remarkably 
resistant  to  decomposition  by  acid.  The  acid  stability  of  syncillin  is  equivalent  to  that 
of  penicillin  V at  pH  2 and  pH  3 at  37°  C.i 


SIGNIEICANCE  OE  MOLECULAR  ASYMMETRY 
AND  ISOMERIC  COMPLEMENTARITY 


SYNCILLIN  has  a molecular  configuration  similar  to  penicillin  V,  but  contains  an  addi- 
tional CH3  group  so  positioned  as  to  render  the  adjacent  carbon  atom  asymmetric.  (In 
the  formulae  below,  the  added  CH3  group  is  shown  in  blue  and  the  asymmetric  carbon 
atom  in  red.)  As  a result,  syncillin  occurs  as  a mixture  of  two  isomers. 

Each  isomer  has  been  synthesized  in  essentially  pure  form  and  found  to  possess  distinctive 
chemical  and  biological  properties.  The  L-isomer  is  2 to  17  times  more  active  than  the 
D-isomer  against  many  of  the  organisms  tested.  As  produced,  syncillin  is  a mixture  of 
the  L-isomer  and  the  D-isomer.  As  will  be  shown  later,  the  antibiotic  effect  of  the 
clinically  available  mixture,  syncillin,  is  greater  than  either  isomer  alone  against  many 
organisms.  This  phenomenon  is  referred  to  here  as  isomeric  complementarity. 


D-lsomer 


L-lsomer 


SYNCILLIN 


H O S 

I 11  / \ 

-O -C-C-NH-CH-CH  C(CH3)2 


C — N 


-CH-C-O-K 


CHs  O 


-0-C-C-NH-CH-CH  C(CH3)2 

H C — N CH-C-O-K 


H O S 

I II  / \ 

-O-C-C-NH-CH-CH  C(CH3)2 


CH 


-CH-C-O-K 


POTASSIUM  PENICILLIN  V 


SYNCILLIN 
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ISOMERIC  COMPLEMENTARITY 
DEMONSTRATED  IN  VITRO 


The  in  vitro  minimum  inhibitory  concentration  (MIC)  of  syncillin  and  of  each  of  its 
two  component  isomers  was  determined  for  a variety  of  common  pathogens  and  labora- 
tory test  organisms.  As  may  be  seen  from  Table  1,  all  three  are  highly  effective  against 
penicillin-susceptible  staphylococci  and  against  pneumococci,  streptococci,  gonococci, 
and  corynebacteria;  all  are  ineffective  against  Salmonella,  E.  coli,  and  other  gram- 
negative coliform  bacilli. 


SYNCILLIN  was  more  active  against  many  of  the  test  strains  including  some  streptococci 
and  staphylococci  than  either  of  its  components.  This  demonstrates  in  vitro  the  phe- 
nomenon of  isomeric  complementarity. 


TABLE  1 

Minimum  Concentrations  of  SYNCILLIN  and  Components 

Required  to  Inhibit  a Wide  Range  of  Bacteria 

Minimum  Inhibitory  Concentration  (MIC)  in  Micrograms  per  Milliliter 

^ 

— 

L-lsomer 

D- Isomer 

SYNCILLIN 

Bacillus  anthracis 

0.06 

1 

0.25 

o!03 

Bacillus  cereus 

12.5 

10 

25j 

Bacillus  circulans  ATCC  9961 

6.25 

6.25 

6,25 

Corynebacterium  xerosis 

0.06 

0.125 

0,03 

*Diplococcus  pneumoniae 

0.06 

0.06 

0106 

Escherichia  coli  ATCC  8739 

>100 

>100' 

>10C| 

Gaffkya  tetragena 

0.015 

0.03 

0.015 

Micrococcus  flavus 

0.015 

0.125 

0.015 

Salmonella  paratyphi  A 

25 

5 

0 

Salmonella  typhosa 

>100 

>100 

>10f 

Sarcina  lutea  ATCC  10054 

0.007 

0.12 

0.007 

Shigella  sonnei 

100 

100 

io| 

Staphylococcus  aureus  209P 

0.06 

0.125 

0.03 

Staphylococcus  aureus  var.  Smith 

0.03 

0.125 

0.03 

Streptococcus  agalactiae  ATCC  1077 

0.03 

0.06 

0.03 

Streptococcus  dysgalactiae  ATCC  9926 

0.03 

0.06 

0.03 

Streptococcus  faecalis  PCI  1305 

6.25 

2 

5 

6.25 

♦Streptococcus  pyogenes  203 

0.06 

0.06 

0.06 

♦Streptococcus  pyogenes  Digonnet 

0.03 

0.15 

0.06 

Streptococcus  pyogenes  2320 

0.06 

0.06 

0.03 

Streptococcus  pyogenes  23586 

0.06 

0.06 

Oi.06 

Vibrio  comma 

50 

2 

5.  , i 

26 

V- 

Serial  dilution  technique  in  heart  infusion  broth  *10%  serum  added 

4 
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ISOMERIC  COMPLEMENTARITY 
CONFIRMED  IN  VIVO 


To  determine  the  median  curative  dose  (CD50)  mice  were  infected  with  100  times  the 
lethal  dose  of  Staphylococcus  aureus.  Each  penicillin  being  tested  was  administered  intra- 
muscularly at  the  same  time,  and  the  dose  required  to  cure  half  the  animals  determined. 
The  greater  effect  of  the  mixture  of  the  two  isomers  (syncillin)  is  shown  in  two 
independent  experiments.  (See  Figure  1.)  Note  that  isomeric  complementarity  is  thus 
confirmed  in  vivo. 


FIGURE  1 — Median  Curative  Dose  (GD^o)  for  Staphylococcus  aureus  (var.  Smith)  Infections 

Experiment  1 Experiment  2 

D-lsomer 
L-lsomer 
SYNCILLIN 

0 0.25  0.50  0.75  1.0  1.25  0 0.25  0.50  0.75  1.0  1.25 

CD5o{mg./kg.) 


MANY  STRAINS  OF  STAPHYLOCOCCI 
MORE  SENSITIVE  TO  SYNCILLIN 


SYNCILLIN  has  been  tested  against  a large  number  of  strains  of  Staphylococcus  aureus 
isolated  from  clinical  sources.  Many  organisms  resistant  to  potassium  penicillin  G and 
potassium  penicillin  V proved  sensitive  to  syncillin. 

Wright-  performed  sensitivity  studies  on  54  strains,  the  majority  of  which  were  resistant 
or  moderately  resistant  to  penicillin  V and  penicillin  G.  Thirty-two  (60% ) of  the  strains 
were  sensitive  to  syncillin,  approximately  twice  as  many  as  with  the  other  penicillins. 
(See  Figure  2.)  In  two-thirds  of  the  isolates,  syncillin  produced  inhibition  at  concentra- 
tions lower  than  those  required  for  either  of  the  other  antibiotics.  One  strain  was  more 
sensitive  to  penicillin  G. 


FIGURE  2 - In  Vitro  Sensitivity  of  54  Strains  of  Coagulase-Positive 
Staphylococcus  aureus  from  Clinical  Sources 
5 100  — 
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Of  equal  interest  are  the  findings  of  White.^  Six  penicillin-resistant  strains  of  staphylococci 
were  isolated  from  hospital  infections.  None  was  sensitive  to  potassium  penicillin  V.  All 
were  sensitive  to  syncillin.  (See  Figure  3.) 


FIGURE  3 


Minimum  Concentrations  of  SYNCILLIN  Required  to  Inhibit 
Hospital  Strains  of  Staphjjlococcus  avreus  Resistant  to  Potassium  Penicillin  V 


‘Minimum  Inhibitory  Concentration  (MIC)  Micrograms  per  ml. 


I SYNCILLIN 


I Potassium  Penicillin  V 


The  efficacy  of  syncillin  against  the  type  80/81  Staphylococcus  (dangerous  and  wide- 
spread in  hospitals)  is  worthy  of  special  attention. 

The  complementary  action  of  the  component  isomers  is  also  seen  with  strains  of  staphylo- 
cocci resistant  to  penicillins.  Note  that  syncillin  is  more  effective  than  either  isomer 
against  strains  52-34  and  WR  188.  (See  Figure  4.)  Against  all  three  strains,  syncillin  is 
effective  at  concentrations  below  serum  levels,  while  penicillins  V and  G are  ineffective. 


FIGURE  4 

Minimum  Inliibitory  Concentrations  (MIC)  for  Coagulase -Positive 
Penicillin-Resistant  Strains  of  Staph jjlococcus  aureus 


im 

Staph^ 

iococcus  aurt 

us — strain  no. 

52-34 

0 10  MIC(mcg./ml.)  30  40  50 


Isomeric  complementarity  has  thus  been  demonstrated  for: 

certain  penicillin-susceptible  streptococci,  staphylococci 

and  corynebacteria  in  vitro  (Table  1 ) 

penicillin-susceptible  staphylococci  in  vivo  (Figure  1 ) 

penicillin-resistant  staphylococci  in  vitro  (Figure  4) 
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ISOMERIC  COMPLEMENTARITY 
SHOWN  BY  REDUCED  RATE  OF 
INACTIVATION  BY  PENICILLINASE 

Bacterial  resistance  to  penicillin  has  been  attributed  to  the  action  of  penicillin-inactivating 
enzymes  produced  by  the  invading  organisms.^  As  shown  in  Figure  5,  syncillin  is  less 
affected  by  staphylococcal  penicillinase  than  either  of  its  component  isomers  — a further 
demonstration  of  isomeric  complementarity.  Further,  syncillin  is  shown  to  be  less 
inactivated  by  this  enzyme  than  penicillin  V and  penicillin  G. 

Resistance  to  syncillin  develops  in  a slow,  step-wise  manner  characteristic  of  other 
penicillins,  in  contrast  to  the  usually  rapid  development  of  resistance  to  streptomycin. 


FIGURE  5— Effect  of  Staphylococcal  Penicillinase  on  Different  Penicillins 
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ANTIBIOTIC  ACTIVITY  DIRECTLY 
PROPORTIONAL  TO  ORAL  DOSAGE 

Cronk®  studied  blood  levels  after  administering  varying  amounts  of  syncillin.  (Figure 
6.)  Total  antibiotic  activity  (obtained  by  measuring  areas  under  curves  with  a planimeter) 
increases  rapidly  as  the  dose  is  doubled.  These  data  show  that  increased  dosage  markedly 
increases  serum  concentration  and  thus  may  enhance  the  drug’s  effectiveness. 


FIGURE  6 
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BLOOD  LEVELS  TWICE  HIGH  AS  WITH 
POTASSIUM  PENICILLIN  V AFTER  ORAL 
ADMINISTRATION 


FIGURE  7 


Wright®  performed  comparative  crossover  blood  level 
studies  on  volunteer  subjects  receiving  equivalent 
amounts  of  potassium  penicillin  V and  syncillin. 
The  peak  concentrations  attained  during  the  first 
hour  after  administration  were  twice  as  high  with 
SYNCILLIN. 

The  total  antibiotic  activity  as  measured  by  the  area 
under  the  curves  (see  Figure  7)  indicates  an  almost 
2 to  1 superiority  of  syncillin  (1606)  over  potas- 
sium penicillin  V (860). 

The  higher  blood  levels  may  be  of  value  with  organ- 
isms of  only  moderate  penicillin-sensitivity  where 
doubling  the  blood  concentration  may  be  essential 
for  effective  bactericidal  action.  In  addition  these 
higher  levels  may  be  necessary  where  there  is  infec- 
tion in  areas  with  a poor  blood  supply.'^^  Under  these 
circumstances  a higher  blood  concentration  may 
provide  the  increased  diffusion  pressure  required  to 
deliver  adequate  amounts  to  the  tissue. 


BLOOD  LEVELS 
MUCH  HIGHER 
THAN  WITH 
INTRAMUSCULAR 
PENICILLIN  G 


In  addition,  blood  levels  attained  with  oral  syncillin® 
are  much  higher  than  those  with  intramuscular  pen- 
icillin (See  Figure  8.)  Note  that  the  level  at 

one  hour  for  syncillin  (3.8  mcg./ml.)  is  more  than 
twice  as  high  as  with  procaine  penicillin  G,  even 
when  reinforced  with  potassium  penicillin  G (1.6 
mcg./ml.).  Since  penicillins  are  bactericidal,  these 
intermittent  high  serum  levels  can  be  clinically  sig- 
nificant. Thus,  SYNCILLIN  offers  the  promise  of 
superior  efficacy  via  the  safer  oral  route. 


20  Subject  Crossover 
250  mg.  Single  Dose 

4.0 


HOURS 


FIGURE  8— Serum  Levels  after  Oral 


Administration  of  SYNCILLIN  (250  mg.)  and  after 
Intramuscular  Injection  of  Penicillin  G 
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REDUCED  HAZARD  OE  SERIOUS 
ALLERGENICITY  BY  SAFER  ORAL  ROUTE 


SYNCiLLiN  has  been  administered  in  multiple  doses  to  437  patients  and  volunteers.  One 
patient  developed  itching  during  therapy,  possibly  an  allergic  side  effect.  Another  had  a 
purpuric  rash,  but  no  relationship  to  syncillin  was  established.  No  reactions  were 
observed  in  9 patients  with  a known  history  of  sensitivity  to  penicillin. 

While  the  above  data  suggests  the  possibility  of  reduced  allergenic  hazard,  no  definite 
conclusions  may  be  drawn  at  this  time.  The  usual  precautions  for  oral  penicillin  therapy 
should  be  observed.  Patients  with  histories  of  asthma,  hay  fever,  urticaria,  or  previous 
penicillin-sensitivity  should  especially  be  watched  carefully.  Since  syncillin  is  admin- 
istered orally,  it  may  be  expected  to  be  safer  than  parenteral  penicillin. 

As  Flipping  recently  stated,  “.  . . it  is  well  established  that  serious  allergy  to  the  drug 
[penicillin]  is  most  likely  to  occur  following  parenteral  administration,  especially  after 
repeated  intramuscular  injections;  the  oral  route  is  least  likely  to  initiate  severe  hyper- 
sensitivity reactions.  This  can  be  explained  partly  by  the  fact  that  when  reactions  develop 
following  oral  medication,  they  are  usually  slow  enough  to  treat  symptomatically;  thus 
the  progression  of  the  reaction  can  usually  be  interrupted.  ...  In  view  of  the  relatively 
high  incidence  of  severe  allergy  to  injectable  penicillin,  it  would  seem  advisable  to  employ 
oral  penicillin  routinely,  except  in  the  control  of  infections  involving  the  blood  stream, 
endocardium,  meninges,  etc.,  in  which  cases  the  parenteral  route  remains  the  preferred 
treatment.” 

SYNCILLIN,  like  other  penicillins,  is  essentially  free  of  other  toxicity.  No  hematopoietic, 
hepatic,  or  renal  toxicity  was  observed  in  210  volunteers  receiving  1 gm.  daily  for  2 to  3 
weeks.io 


CLINICAL  EFFICACY  DEMONSTRATED 
IN  PENICILLIN-SENSITIVE  IN  EEC  T IONS 


Clinical  trials  conducted  by  Blau  and  Kanof,!^  White,!-  Prigot,!-’  Robinson,!"!  Dube,!® 
Ferguson,!*"’  Rutenburg,!!  Richardson,'*^  Bunn,!"  Cronk,®  Kligman,!"  and  Yow  20  dem- 
onstrated the  efficacy  of  syncillin  in  a variety  of  streptococcal,  staphylococcal,  pneumo- 
coccal, and  gonococcal  infections.  Conditions  treated  included  respiratory,  skin,  soft 
tissue,  wound,  and  chronic  urinary  tract  infections;  acute  gonorrhea;  cellulitis;  septicemia; 
otitis  media;  gingivitis;  and  Vincent’s  angina.  In  a few  patients  syncillin  was  used  for 
rheumatic  fever  or  gonorrheal  prophylaxis. 


One  hundred  seventy-two  of  one  hundred  ninety-six  patients  responded  favorably  to 
SYNCILLIN.  The  failures  included  1 patient  with  pustular  dermatoses,  10  elderly  patients 
with  chronic  urinary  tract  infections,  1 patient  with  gonorrhea,  1 patient  with  a gram- 
negative infection,  and  10  patients  with  staphylococcal  infections.  Lack  of  response  of 
staphylococcal  infections  was  attributed  to  the  presence  of  resistant  organisms  or  local 
suppurative  foci  requiring  drainage. 


SYNCILLIN 
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Relatively  few  side  effects  were  encountered.  One  patient  experienced  moderate  itching 
of  the  skin  which  was  controlled  by  an  antihistamine.  Another  reported  pruritus  ani 
which  did  not  interfere  with  therapy.  Diarrhea  occurred  in  4 instances.  There  was  one 
purpuric  rash,  but  no  relationship  to  syncillin  could  be  established. 

Clinical  response  usually  begins  within  24  hours  in  infections  susceptible  to  syncillin. 
Recovery  occurs  in  4 to  7 days  depending  upon  the  severity  of  the  infection.  Gonorrheal 
infections  respond  very  promptly  to  syncillin;  500  mg.  b.i.d.  for  two  days  usually 
produce  bacteriologic  cures. 


IMPROVED  ANTIBIOTIC  EFFECT  FROM 
COMPLEMENTARY  ACTION  OF  ISOMERS 

SYNCILLIN  is  a mixture  of  isomers.  The  L-isomer  is  2 to  17  times  more  active  than  the 
D-isomer  against  many  of  the  organisms  tested.  Furthermore,  the  D-  and  L-isomers 
have  other  distinguishing  chemical,  pharmacological,  and  microbiological  properties. 
Their  in  vivo  and  in  vitro  activities  differ  for  many  important  pathogens.  Against  many 
of  the  organisms  tested,  the  combination  of  isomers  (syncillin)  is  much  more  active 
than  the  stronger  isomer  alone.  This  phenomenon  of  isomeric  complementarity  is  not 
always  demonstrable,  for  in  a few  instances  syncillin  is  slightly  less  active. 

Isomeric  complementarity  has  previously  been  demonstrated  in  vitro  (Figure  4)  and 
in  vivo  (Figure  1 ).  Figure  9 reveals  a third  form  of  superiority  related  to  isomeric  com- 
plementarity. Equal  concentrations  of  syncillin  and  penicillin  V were  required  to  inhibit 
this  growth  of  staphylococci  in  vitro.  But,  in  vivo,  a much  smaller  amount  of  syncillin 
(one-third  that  of  penicillin  V)  was  effective  in  an  experimental  infection  with  the  same 
strain.  These  observations  on  complementary  action  indicated  the  advantage  of  producing 
the  mixture  of  isomers  as  the  medication  to  be  made  available  for  clinical  therapy. 


Isomeric  complementarity  has  thus  been  demonstrated  for: 

— . certain  penicillin-susceptible  streptococci,  staphylococci 
and  corynebacteria  in  vitro  (Table  1) 

penicillin-susceptible  staphylococci  in  vivo  (Figures  I and  9) 

penicillin-resistant  staphylococci  in  vitro  (Figure  4) 

— staphylococcal  penicillinase  antibiotic  inactivation  (Figure  5) 

SYNCILLIN 
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Indications: 

SYNCILLIN  is  recommended  in  the  treatment  of  infections  caused  by  pneumococci,  strep- 
tococci, gonococci,  corynebacteria,  and  penicillin-sensitive  staphylococci.  In  addition, 
SYNCILLIN  is  effective  against  certain  strains  of  staphylococci  resistant  to  other  penicillins. 

SYNCILLIN,  like  other  oral  penicillins,  is  not  recommended  at  the  present  time  in  deep- 
seated  or  chronic  infections,  subacute  bacterial  endocarditis,  meningitis,  or  syphilis. 


Dosage: 


125  mg.  or  250  mg.  three  times  daily,  depending  on  the  severity  of  infection.  Larger 
doses  (e.g.,  500  mg.  t.i.d.)  may  be  used  for  more  severe  infections,  syncillin  may  be 
administered  without  regard  to  meals. 

Beta  hemolytic  streptococcal  infections  should  be  treated  with  syncillin  for  at  least 
ten  days. 

Precautions: 

While  present  data  suggest  the  possibility  of  reduced  allergenic  hazard,  no  definite  conclu- 
sions may  be  drawn  at  this  time.  Therefore  the  usual  precautions  with  oral  penicillin 
therapy  must  be  observed.  Patients  with  histories  of  asthma,  hay  fever,  urticaria,  or  pre- 
vious reactions  to  penicillin  should  be  watched  with  special  care. 

Diarrhea  has  been  reported  occasionally  following  heavy  dosage.  If  this  occurs,  the 
interval  between  dosages  should  be  lengthened. 

If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken. 

Since  some  strains  of  staphylococci  are  resistant  to  syncillin  as  well  as  to  other  penicillins, 
cultures  and  sensitivity  tests  should  be  performed  where  indicated  by  clinical  judgment. 
As  is  true  with  all  antibiotics,  clinical  response  does  not  always  correlate  with  laboratory 
bacterial  sensitivity  reports. 

Supply: 

125  and  250  mg.  tablets,  bottles  of  25  and  100. 125  mg.  powder  for  oral  solution,  60  ml.  vials. 


References : 1.  Lein,  J.:  Microbiology  report  to  Bristol  Laboratories  Inc.  2.  Wright,  W.  W.;  Microbiology  report  to  Bristol  Labora- 
tories Inc.  3.  White,  A.  C.:  Microbiology  report  to  Bristol  Laboratories  Inc.  4.  Dubos,  R.  J.:  Bacterial  and  Mycotic  Infections  of 
Man,  3rd  edition,  Philadelphia,  J.  B.  Lippincott  Co.,  p.  690.  5.  Cronk,  G.  A.:  Clinical  report  to  Bristol  Laboratories  Inc.  6.  Wright, 
W.  W.:  Clinical  report  to  Bristol  Laboratories  Inc.  7.  Kass,  E.  H.:  Am.  J.  Med.  75:764  (May)  1955.  8a.  White,  A.  C.;  Couch,  R.  A.; 
Foster,  F.;  Calloway,  J.;  Hunter,  W.,  and  Knight,  V.:  in  Welch,  H.  and  Marti-Ibanez,  F.:  Antibiotics  Annual — 1955-1956,  Medical 
Encyclopedia,  Inc.,  New  York,  1956,  p.  490.  b.  Data  on  file  — at  Bristol  Laboratories.  9.  Flippin,  H.  F.:  Pennsylvania  M.  J.  62:864 
(June)  1959.  10.  Kligman,  A.:  Clinical  report  to  Bristol  Laboratories  Inc.  11.  Blau,  S.,  and  Kanof,  N.:  Clinical  report  to  Bristol 
Laboratories  Inc.  12.  White,  A.  C.:  Clinical  report  to  Bristol  Laboratories  Inc.  13.  Prigot,  A.:  Clinical  report  to  Bristol  Laboratories 
Inc.  14.  Robinson,  C.:  Clinical  report  to  Bristol  Laboratories  Inc.  15.  Dube,  A.  H.:  Clinical  report  to  Bristol  Laboratories  Inc.  16. 
Ferguson,  B.:  Clinical  report  to  Bristol  Laboratories  Inc.  17.  Rutenburg,  A.  M.:  Clinical  report  to  Bristol  Laboratories  Inc.  18.  Rich- 
ardson, J.  H.:  Clinical  report  to  Bristol  Laboratories  Inc.  19.  Bunn,  P.  A.:  Clinical  report  to  Bristol  Laboratories  Inc.  20.  Yow, 
E.  M.:  Clinical  report  to  Bristol  Laboratories  Inc. 
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—does  not  produce  autonomic  side  reactions 
-does  not  impair  mental  efficiency,  motor 
control,  or  normal  behavior. 


Usual  Dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar- 
coated  tablets  or  as  Meprotabs*— 400  mg. 
unmarked,  coated  tablets. 

Miltown* 

meprobamate  (Wallace) 
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NOW 

...  a new  way 
to  relieve  pain 
and  stiffness 
in  muscles 
and  joints 


indicated  in: 

MUSCLE  STIFFNESS 

LUMBOSACRAL  STRAIN 

SACROILIAC  STRAIN 

WHIPLASH  INJURY 

BURSITIS 

SPRAINS 

TENOSYNOVITIS 

FIBROSITIS 

FIBROMYOSITIS 

LOW  BACK  PAIN 

DISC  SYNDROME 

SPRAINED  BACK 

"TIGHT  NECK” 

TRAUMATIC  STRAINS 
AND  BRUISES 

POSTOPERATIVE 

MYALGIA 


■ Exhibits  unusual  analgesic  properties,  different  from  those 

of  any  other  drug  ■ Specific  and  superior  in  relief  of  sOMAtic  pain 

■ Modifies  central  perception  of  pain  without  abolishing  natural 
defense  reflexes  ■ Relaxes  abnormal  tension  of  skeletal  muscle 


N-isopropy!-2-methyl-2-propyl-l,  3-propanediol  dicarbamate 


■ More  specific  than  salicylates  ■ Less  drastic  than  steroids 

■ More  effective  than  muscle  relaxants 


SOMA  has  an  unique  analgesic  action.  It  apparently  modifies  central  pain 
perception  without  abolishing  peripheral  pain  reflexes.  Soma  is  particularly 
effective  in  relieving  joint  pain.  Patients  say  that  they  feel  better  and  sleep 
better  with  Soma  than  with  previously  used  analgesic,  sedative  or  relax- 
ant drugs. 

Soma  also  relaxes  muscle  hypertonia,  with  its  stresses  on  related  joints, 
ligaments  and  skeletal  structures. 

ACTS  FAST.  Pain-relieving  and  relaxant  effects  start  in  30  minutes  and 
last  6 hours. 

NOTABLY  SAFE.  Toxicity  of  SOMA  is  extremely  low.  No  effects  on  liver, 
endocrine  system,  blood  pressure,  blood  picture  or  urine  have  been  re- 
ported. Some  patients  may  become  sleepy,  particularly  on  high  dosage. 

EASY  TO  USE.  Usual  adult  dose  is  one  350  mg.  tablet  3 times  daily  and  at 
bedtime. 

SUPPLIED:  Bottles  of  50  white  coated  350  mg.  tablets. 

Literature  and  samples  on  request. 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 

Congress  embarked  on  a crucial  election  year 
session  with  expansion  of  the  Social  Security  pro- 
gram shaping  up  as  one  of  the  major  issues. 

It  was  virtually  a foregone  conclusion  that 
some  liberalization  of  the  program  would  be  voted 
in  the  Democratic-controlled  Congress,  but  the 
key  question  was  how  far  the  changes  would  go. 
In  every  Presidential  election  year  during  recent 
years,  the  House  and  Senate  have  approved  a 
broadening  of  the  program. 

One  of  the  prime  reasons  Social  Security  has 
been  an  election  year  “favorite”  is  that  the  pro- 
gram can  be  boosted  without  affecting  the  federal 
budget.  This  is  because  it  is  financed  through 
employer-employee  contributions  and  is  theoreti- 
cally self-supporting. 

Of  special  interest  to  physicians,  of  course,  is 
the  fate  of  the  so-called  Forand  bill  that  would 
provide  hospitalization,  surgical  services,  and  nurs- 


ing home  care  for  Social  Security  beneficiaries. 
This  would  be  accomplished  through  even  higher 
taxes  on  employees  and  employers  than  now  sched- 
uled through  already-voted  step  increases. 

Supporters  of  the  controversial  legislation  — 
vigorously  opposed  by  the  administration,  the 
American  Medical  Association,  and  allied  organ- 
izations— launched  their  move  to  win  enactment 
this  session. 

Sen.  Pat  McNamara  (D.,  Mich.),  whose  Senate 
Subcommittee  on  Aging  held  a series  of  hearings 
across  the  country  during  the  recess,  announced 
at  the  conclusion  of  the  hearings  that  they  showed 
a need  for  expanding  Social  Security  to  include 
health  care  for  the  aged.  He  indicated  he  thought 
the  Forand  bill  did  not  go  far  enough. 

A battery  of  speakers  at  a meeting  here  of  the 
American  Public  Welfare  Association  also  urged 
a sharp  increase  in  benefits,  with  some  advocating 
“cradle  to  grave”  security  for  all. 

Not  all  of  the  proposals  for  extending  the  pro- 
gram involved  health  care. 

The  administration  indicated  it  would  recom- 
mend some  expansion,  especially  in  the  disability 
program  under  which  the  Federal  government 
helps  the  states  provide  assistance  to  persons  over 
age  50  judged  to  be  totally  and  permanently  dis- 
abled. An  influential  lawmaker,  Kep.  Burr  Harri- 
son (D.,  Va.),  disclosed  that  he  would  introduce 
legislation  to  remove  the  age  50  limitation  to  al- 
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low  all  persons  regardless  of  age  to  participate. 
He  estimated  this  would  not  require  any  hiking 
of  the  taxes.  Rep.  Harrison  is  Chairman  of  a House 
Ways  and  Means  Subcommittee  that  held  recess 
hearings  on  administration  of  the  disability  pro- 
gram. 

Meanwhile,  Chairman  Wilbur  Mills  (D.,  Ark.) 
of  the  full  Ways  and  Means  Committee  cleared 
the  way  for  full-scale  hearings  this  Congressional 
session  on  the  entire  issue  of  Social  Security.  In 
listing  specific  phases  to  be  considered,  however, 
the  lawmaker  did  not  mention  the  Forand  pro- 
posal. 

A spokesman  for  the  American  Medical  Asso- 
ciation told  the  Federal  Communications  Commis- 
sion that  the  A.M.A.  believes  the  best  solution  to 
objectionable  advertising  and  programs  on  tele- 
vision and  radio  is  for  the  industry  “to  clean  its 
own  house.” 

Dr.  Eugene  F.  Hoffman,  co-chairman  of  the 
A.M.A.’s  Physician’s  Advisory  Committee  on  Tele- 
vision, Radio  and  Motion  Pictures,  declared  “the 
medical  profession  . . . stands  ready  to  assist  the 
networks  and  individual  stations  in  determining 
accuracy  and  good  taste  of  broadcast  material  in- 
volving health  or  medicine — either  commercial  or 
public  service.” 


International  Academy  of  Proctology 
1959-1960  award  contest 

The  International  Academy  of  Proctology  an- 
nounces its  Annual  Cash  Prize  and  Certificate  of 
Merit  Award  Contest  for  1959-1960.  The  best  un- 
published contribution  on  proctology  or  allied 
subjects  will  be  awarded  $100.00  and  a Certificate 
of  Merit.  The  winning  contribution  will  be  selected 
by  a board  of  impartial  judges,  and  all  decisions 
are  final. 

The  formal  award  of  the  first  prize,  and  pres- 
entation of  other  certificates,  will  be  made  at 
the  annual  convention  dinner  dance  of  the  Inter- 
national Academy  of  Proctology,  April  27,  1960, 
at  the  Americana  Hotel,  Miami  Beach,  Florida. 

The  International  Academy  of  Proctology  re- 
serves the  exclusive  right  to  publish  all  contribu- 
tions in  its  official  publication,  “The  American 
Journal  of  Proctology.”  All  entries  are  limited  to 
5,000  words,  must  be  typewritten  in  English,  and 
submitted  in  five  copies.  All  entries  must  be  re- 
ceived no  later  than  the  first  day  of  February, 
1960.  Entries  should  be  addressed  to:  Alfred  J. 
Cantor,  M.D.,  Executive  Officer,  International 
Academy  of  Proctology,  147-41  Sanford  Avenue, 
Flushing  55,  New  York. 


Colorado  State  Medical  Society 
Midwinter  Clinical  Session 
February  16-19 
See  program,  pages  104-105 
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(Fortified  Triple  Strength) 


Improved  Douche  Powder 

(Hexachloro phene  deodorant) 


FORTIFIED— With  Sodium  Lauryl  Sul- 
fate and  Alkyl  Aryl  Sulfonate. 

DETERGENT — High  surface  activity  in 
acid  and  alkaline  media. 

LOW  SURFACE  TENSION— Increases 
penetration  into  the  vaginal  rugae 
and  dissolution  of  organisms  such  as 
Trichomonas  and  fungus. 

HIGH  SURFACE  ACTIVITY— Liquefies 
viscus  mucus  on  vaginal  mucosa,  re- 
leasing accumulated  debris  in  the 
vaginal  tract. 

Buffered  to  control  a normal  vaginal  pH. 
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ORGANIZATION 


I^EEDOM  OF  CHOICE  of  physician,  relations 
between  physicians  and  hospitals,  a scholar- 
ship program  for  deserving  medical  students 
and  relative  value  studies  of  medical  services 
were  among  the  major  subjects  acted  upon 

by  the  House  of 

AM.A.  House  Arlwn,  Delegates  at  the 

American  Medi- 
La^t  Month  (it  Dallas  Association’s 

Thirteenth  Clini- 
cal Meeting  held  December  1-4  in  Dallas. 

Dr.  Chesley  M.  Martin  of  Elgin,  Okla.,  was 
named  as  the  1959  General  Practitioner  of 
the  Year  for  his  outstanding  contributions 
to  the  health  and  civic  affairs  of  his  home 
community.  Dr.  Martin,  who  has  practiced 
in  Elgin  for  the  past  44  years,  was  the  13th 
recipient  of  the  annual  award  and  the  first 
Oklahoman  to  be  so  honored. 

Speaking  at  the  Tuesday  opening  session 
of  the  House,  Dr.  Louis  M.  Orr  of  Orlando, 
Fla.,  A.M.A.  President,  urged  the  nation’s 
physicians  to  take  a more  active  interest  in 
the  whole  area  of  politics,  public  affairs  and 
community  life.  Dr.  Orr  also  asked  physi- 
cians and  medical  societies  to  do  a more  ef- 
fective job  of  telling  medicine’s  positive  story, 
adding  that  “if  more  people  knew  more  about 
the  things  we  support  and  encourage,  they 
would  listen  to  us  much  more  carefully  about 
those  occasional  things  that  we  oppose.” 

Two  nationally  known  political  leaders 
from  Texas  also  addressed  the  Tuesday  morn- 
ing session.  Senator  Lyndon  B.  Johnson,  ma- 
jority leader  in  the  U.  S.  Senate,  called  for  a 
“politics  of  unity”  which  will  enable  Ameri- 
cans to  exert  strength  and  determination  in 
an  effort  to  create  a world  in  which  all  men 
can  be  free.  Speaker  of  the  U.  S.  House  of 


Representatives  Sam  Rayburn  urged  greater 
attention  to  the  task  of  educating  young  peo- 
ple in  the  principles  of  American  govern- 
ment and  giving  them  a desire  to  perpetu- 
ate it. 

Total  registration  through  Thursday,  with 
half  a day  of  the  meeting  still  remaining,  had 
reached  4,727,  including  2,742  physicians. 

# Freedom  of  choice 

In  considering  four  resolutions  which  in 
various  ways  would  have  changed  or  re- 
placed the  statements  on  freedom  of  choice 
of  physician  which  the  House  adopted  in 
June,  1959,  when  acting  upon  the  recom- 
mendations in  the  report  of  the  Commission 
on  Medical  Care  Plans,  the  House  reaffirmed 
the  following  two  statements  approved  in 
Atlantic  City: 

1.  “The  American  Medical  Association  be- 
lieves that  free  choice  of  physician  is  the 
right  of  every  individual  and  one  which  he 
should  be  free  to  exercise  as  he  chooses.” 

2.  “Each  individual  should  be  accorded 
the  privilege  to  select  and  change  his  physi- 
cian at  will  or  to  select  his  preferred  system 
of  medical  care,  and  the  American  Medical 
Association  vigorously  supports  the  right  of 
the  individual  to  choose  between  these  al- 
ternatives.” 

However,  in  order  to  clarify  and  strength- 
en its  position  on  the  issue  of  freedom  of 
choice  of  physician,  the  House  also  adopted 
this  additional  statement  which  was  sub- 
mitted as  a substitute  amendment  on  the 
floor  of  the  House: 

3.  “Lest  there  be  any  misinterpretation, 
we  state  unequivocally  that  the  American 
Medical  Association  firmly  subscribes  to  free- 
dom of  choice  of  physician  and  free  competi- 
tion among  physicians  as  being  prerequisites 
to  optimal  medical  care.  The  benefits  of  any 
system  which  provides  medical  care  must  be 
judged  on  the  degree  to  which  it  allows  of,  or 
abridges,  such  freedom  of  choice  and  such 
competition.” 
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Q)  Physician-hospital  relations 

The  House  received  12  resolutions  on  the 
subject  of  relationships  between  physicians 
and  hospitals.  To  resolve  any  doubt  about  its 
position,  the  House  did  not  act  upon  any  of 
the  resolutions  but  instead  reaffirmed  the 
1951  “Guides  for  Conduct  of  Physicians  in 
Relationships  with  Institutions.”  It  also  de- 
clared that  “all  subsequent  or  inconsistent 
actions  are  considered  superseded.” 

The  House  also  accepted  recommenda- 
tions that  (1)  the  House  of  Delegates  ac- 
knowledge the  need  to  strengthen  relation- 
ships with  hospitals  by  action  at  state  and 
local  levels,  (2)  the  Board  of  Trustees  of  the 
Association  continue  to  maintain  liaison  with 
the  Board  of  Trustees  of  the  American  Hos- 
pital Association,  and  (3)  the  Council  on 
Medical  Service  review  this  entire  problem 
to  ascertain  if  there  have  been  actions  incon- 
sistent with  the  1951  Guides. 

Those  Guides  summarize  the  following 
general  principles  as  a basis  for  adjusting 
controversies: 

“1.  A physician  should  not  dispose  of  his 
professional  attainments  or  services  to  any 
hospital,  corporation  or  lay  body  by  what- 
ever name  called  or  however  organized  under 
terms  or  conditions  which  permit  the  sale  of 
the  services  of  that  physician  by  such  agency 
for  a fee. 

“2.  Where  a hospital  is  not  selling  the 
services  of  a physician,  the  financial  arrange- 
ment if  any  between  the  hospital  and  the 
physician  properly  may  be  placed  on  any 
mutually  satisfactory  basis.  This  refers  to 
the  remuneration  of  a physician  for  teaching 
or  research  or  charitable  services  or  the  like. 
Corporations  or  other  lay  bodies  properly 
may  provide  such  services  and  employ  or 
otherwise  engage  doctors  for  those  purposes. 

“3.  The  practice  of  anesthesiology,  pathol- 
ogy, physical  medicine  and  radiology  is  an 
integral  part  of  the  practice  of  medicine  in 
the  same  category  as  the  practice  of  surgery, 
internal  medicine  or  any  other  designated 
field  of  medicine.” 

® Scholarship  program 

To  help  meet  the  need  for  an  increasing 
number  of  physicians  in  the  future,  the  House 
approved  the  creation  of  a special  study  com- 


mittee which  was  asked  to: 

1.  Present  a scholarship  program,  its  de- 
velopment, administration  and  the  role  of  the 
American  Medical  Association  in  fulfilling  it. 

2.  Ascertain  the  maximum  to  which  med- 
ical schools  could  expand  their  student  bodies 
while  maintaining  the  quality  of  medical 
education. 

3.  Ascertain  what  universities  can  support 
new  medical  schools  with  qualified  students 
and  sufficient  clinical  material  for  teaching 
— either  on  a two-year  or  a full  four-year 
basis. 

4.  Investigate  the  securing  of  competent 
medical  faculties. 

5.  Investigate  financing  of  expansion  and 
establishment  of  medical  schools. 

6.  Investigate  financing  of  medical  educa- 
tion as  to  the  most  economical  methods  of 
obtaining  high  quality  medical  training. 

7.  Develop  methods  of  getting  well-quali- 
fied students  to  undertake  the  study  of  medi- 
cine. 

8.  Investigate  the  possibility  of  relaxing 
rigid  geographic  restrictions  on  the  admission 
of  students  to  medical  schools. 

The  House  urged  that  the  special  commit- 
tee be  implemented  promptly  with  adequate 
funds  and  staff  so  that  it  may  make  an  initial 
report  by  June,  1960. 

O Relative  value  studies 

Reaffirming  a previous  policy  statement, 
the  House  approved  in  principle  the  conduct- 
ing of  relative  value  studies  by  each  state 
medical  society,  rather  than  a nationwide 
study  or  a series  of  regional  studies  by  the 
A.M.A.  The  House  also  reiterated  its  author- 
ization for  the  Committee  on  Medical  Prac- 
tices to  inform  each  state  medical  association, 
through  regional  or  other  meetings,  of  the 
purpose,  scope  and  objectives  of  such  studies, 
the  steps  to  be  followed  in  conducting  studies, 
the  problems  which  may  be  encountered  and 
the  manner  in  which  the  results  can  be  ap- 
plied. 

The  House  recognized,  however,  that  some 
state  medical  societies  are  either  not  inter- 
ested in  relative  value  studies  or  are  actively 
opposed  to  them.  It  pointed  but  that  some 
state  medical  associations  fear  that  the  re- 
gional conferences  of  the  Committee  on  Med- 
ical Practices  will  put  pressure  on  them  to 
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carry  out  such  studies  and  that  this  will  re- 
sult in  the  adoption  of  “fixed  fees.” 

Since  the  regional  conferences  are  educa- 
tional in  nature,  the  House  said,  it  remains 
for  each  state  or  county  medical  association 
to  accept  or  reject  the  idea  of  a study  in  its 
area. 

The  House  expressed  awareness  of  the 
fact  that  this  is  still  a controversial  matter. 
However,  it  commended  the  Committee  on 
Medical  Practices  for  its  effort  to  carry  out 
the  instructions  of  the  House,  and  it  urged 
the  committee  to  continue  its  educational 
work. 

• Miscellaneous  actions 

In  considering  44  resolutions  and  a large 
volume  of  annual,  supplementary  and  special 
reports,  the  House  also: 

Learned  that  the  A.M.A.  Board  of  Trus- 
tees has  appointed  a liaison  committee  to 
meet  with  a similar  committee  of  the  Ameri- 
can Osteopathic  Association  to  consider  mat- 
ters of  common  concern; 

Emphasized  that  local  medical  societies 
should  insure  that  no  member  violates  ethical 
traditions  as  they  relate  to  ownership  of 
pharmacies  or  stock  in  pharmaceutical  com- 
panies; 

Approved  the  plan  of  the  Committee  on 
Medical  Rating  of  Physical  Impairment  to 
publish  its  new  guide  on  the  cardiovascular 
system  in  the  A.M.A.  Journal; 

Recommended  that  Association  councils 
and  committees,  whenever  feasible,  hold  their 
meetings  in  the  remodeled  Chicago  head- 
quarters; 

Called  for  investigation  of  the  need,  de- 
sirability and  feasibility  of  establishing  a 
home  for  aged  and  retired  physicians; 

Commended  Dr.  F.  S.  Crockett,  retiring 
Chairman  of  the  Council  on  Rural  Health, 
for  his  many  years  of  devoted  duty; 

Urged  active  promotion  and  careful  study 
of  the  newly  developed  “Guides  for  Medical 
Care  in  Nursing  Homes  and  Related  Facili- 
ties”; 

Suggested  that  fees  for  consultative  exam- 
inations under  programs  of  the  Bureau  of 
Old  Age  and  Survivors  Insurance  should  be 
adjudicated  directly  between  the  state  medi- 
cal society  and  the  state  agency  involved; 

Registered  a strong  protest  to  the  Veter- 


ans Administration,  urging  stricter  screening 
of  non-service-connected  disability  patients 
admitted  to  government  hospitals; 

Reiterated  the  Association’s  support  of  the 
Blue  Shield  concept  and  directed  the  Council 
on  Medical  Service  to  submit  at  the  June, 
1960,  meeting  its  recommendations  concern- 
ing a policy  statement  on  A.M.A.  relationship 
with  Blue  Shield  plans; 

Suggested  that  S.J.  Res.  41,  a bill  which 
would  institute  a separate  program  of  inter- 
national medical  research,  be  delayed  until 
an  over-all  assessment  can  be  made  of  pro- 
posals now  before  Congress  dealing  with  do- 
mestic and  international  medical  research; 

Endorsed  the  program  of  the  Educational 
Council  for  Foreign  Medical  Graduates  but 
also  urged  that  judicious  consideration  be 
given  to  local  problems  involved  in  the  July 
1,  1960,  deadline  for  certification  of  foreign 
graduates; 

Urged  that  medical  schools  include  in 
their  curricula  a course  on  the  social,  political 
and  economic  aspects  of  medicine; 

Declared  that  the  threat  of  nuclear  war- 
fare has  imposed  a tremendous  responsibility 
on  the  medical  profession,  which  must  be 
prepared  to  assume  a critically  important 
role  in  such  an  event; 

Suggested  that  the  A.M.A.  make  available 
to  school  libraries  information  and  literature 
showing  the  advantages  of  private  medical 
care  and  the  American  free  enterprise  sys- 
tem; 

Stated  that  examinations  to  determine  the 
physical  and  mental  fitness  of  aircraft  crew 
members  should  be  made  by  doctors  of  medi- 
cine with  special  knowledge  and  proficiency 
in  certain  technics; 

Urged  the  American  people  to  get  proper 
tetanus  toxoid,  original  and  booster,  and  other 
immunizations  as  indicated  from  their  physi- 
cians, and  called  on  A.M.A.  members  to  co- 
operate in  an  educational  program  on  tetanus 
immunization; 

Recommended  that  all  state  and  county 
medical  societies  establish  programs  for  the 
inspection  and  testing  of  all  fluoroscopes  and 
radiographic  equipment; 

Approved  the  Speaker’s  proposal  that  the 
opening  session  of  the  House,  at  the  Interim 
Meeting,  be  moved  from  Tuesday  morning  to 
Monday  morning,  with  the  reference  com- 
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mittees  meeting  on  Tuesday  and  the  House 
reconvening  on  Wednesday  afternoon; 

Called  upon  each  individual  physician  to 
wage  “a  vigorous,  dynamic  and  uncompro- 
mising fight”  against  the  Forand  type  of  leg- 
islation; 

Urged  state  and  local  medical  societies 
and  individual  physicians  to  implement  the 
A.M.A.  program  for  recruitment  of  high- 
grade  medical  students; 

Changed  the  title  of  the  Section  on  Sur- 
gery, General  and  Abdominal,  to  the  Section 
on  General  Surgery; 

Accepted  with  appreciation  a $2,500  con- 
tribution by  Smith,  Kline  and  French  Lab- 
oratories toward  establishment  of  a suitable 
award  honoring  the  name  of  Dr.  Thomas  G. 
Hull,  retiring  secretary  of  the  Council  on 
Scientific  Assembly,  and 

Reaffirmed  the  “Suggested  Guides  to  Re- 
lations Between  Medical  Societies  and  Vol- 
untary Health  Agencies,”  which  were  adopt- 
ed at  the  December,  1957,  meeting  in  Phila- 
delphia. 

At  the  Tuesday  opening  session,  six  state 
medical  societies  presented  nearly  $250,000  to 
the  American  Medical  Education  Foundation. 
The  checks  turned  over  to  Dr.  George  F. 
Lull,  President  of  AMEF,  were:  California, 
$156,562;  Indiana,  $35,570;  New  York,  $19,546; 
Utah,  $10,355;  New  Jersey,  $10,000,  and  Ari- 
zona, $9,263. 

F.  J.  L.  Blasingame,  M.D. 

Executive  Vice  President 

American  Medical  Association 


New — The  Academy  of  Industrial  Medicine 

The  Rocky  Mountain  Academy  of  Industrial 
Medicine  will  hold  its  first  annual  meeting  in  the 
Centennial  Room  of  the  Shirley  Savoy  Hotel,  Den- 
ver, Wednesday,  February  17,  at  7:30  p.m.,  during 
the  Midwinter  Clinical  Session.  A constitution  and 
by-laws  will  be  adopted.  The  Board  of  Directors 
and  officers  will  be  selected  for  the  coming  year. 
Plans  for  an  annual  scientific  meeting  will  be  dis- 
cussed as  well  as  any  other  necessary  business. 

The  purpose  of  the  organization  will  be  de- 
fined, particularly  in  relation  to  industry,  both 
large  and  small,  and  its  value  to  the  physician. 

Dr.  Roy  Cleere,  Director  of  the  State  Health 
Department  of  Colorado,  will  discuss  the  health 
problems  and  hazards  in  industry  and  the  role  of 
the  physician  in  resolving  these  problems.  There 
will  be  discussion  of  questions  which  any  of  the 
members  care  to  bring  up. 


I’rotection  against  loss  of  income  from 
accident  and  sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


All 
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1 

r 

PHYSICIANS 

SUROEONS 

DENTISTS 
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PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 


OMAHA  31,  NEBRASKA 

Since  1902 


Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request 


150,000  PHYSICIANS 
THE  WORLD  OVER  DEPEND  ON 
THE  INTEGRITY  BEHIND  THIS  NAME 


BIRTCHER 

CARDIOGRAPH  CARDIOSCOPE 
DEFIBRILLATOR  HEARTPACER 

ELECTRDSURGICAL  UNITS 
HOSPITAL-CLINIC-OFFICE 
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Announcing 


ACTIFED 


I® 


Decongestant  / Antihistamine 


provides  symptomatic  relief  of 

nasal  congestion  and  rhinor- 

rhea  of  allergic  or  infectious 
■ ■ 

origin  Many  patients  whose  symptoms  are  inadequately  con- 
trolled by  decongestants  or  antihistamines  alone  respond  promptly  and 

favorably  to ‘ACTIFED’.  ineachtsp. 

‘ACTIFED’  contains:  Tablet  Syrup 

‘Actidil’®  brand  Triprolidine  Hydrochloride  2.5  mg.  1.25  mg. 

‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride  60  mg.  30  mg. 


safe  and  effective  for  patients 
of  ail  ages  suffering  from 
respiratory  tract  congestion 


DOSAGE 


TABLETS 

SYRUP  (5  cc.  tsp.) 

Adults  and  older  children 

1 

2 

Children  4 months  to  6 years  of  age 

y2 

1 

> times 

Infants  through  3 months 

- 

j daily 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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saturation  doses  - the  hard  way! 


Each  of  these  food  portions  con- 
tains a saturation  dose  of  one  of 
the  water-soluble  B vitamins  or  C. 
The  easy  way  to  provide  such  quan- 
tities of  these  vitamins  with  speed, 
safety  and  economy  is  to  prescribe 
Allbee  with  C.  Recommended  in 
pregnancy,  deficiency  states,  diges- 
tive dysfunction  and  convalescence. 


In  each  Allbee  with  C: 

As  much  as:* 

Thiamine  mononitrate  (Bi) 

15  mg. 

6.9  lbs.  of  fried  bacon 

Riboflavin  (Bj)  

10  mg. 

31 V2  ozs.  of  liverwurst 

Pyridoxine  HCI  (B6) 

5 mg. 

2 lbs.  of  yellow  corn 

Nicotinamide  

50  mg. 

11  ozs.  of  roasted  peanuts 

Calcium  pantothenate 

10  mg. 

Va  lb.  of  fried  beef  liver 

Ascorbic  acid  (Vitamin  C) 

250  mg. 

% lb.  of  cooked  broccoli 

*These  common  foods  are  amongthe  richest  sources  of  B vitamins  and  as- 
corbic acid.  H.A.  Wooster,  Jr.,  Nutritional  Data, 2nd  Ed.,  Pittsburgh,  1954. 


the  beauty 
of  these 

antitussives:  cr~::> 


they  help  the  cough  remove  its  cause 


These  elegant  antitussives  comprise  a group  of  signifi- 
cantly superior  expectorants  from  which  you  may  select 
the  formula  best  suited  for  your  coughing  patient. 

First  of  all,  they  have  more  in  common  than  mere 
delectability  to  eye  and  palate : they  all  include  glyceryl 
guaiacolate.  This  remarkable  expectorant  aids  the 
coughing  mechanism  by  increasing  the  secretion  of 
Respiratory  Tract  Fluid,  ^ which  helps  liquefy  sputum,^’^ 
makes  bronchial  and  tracheal  cilia  more  efficient,*’^ 
and  acts  as  a demulcent. Through  its  effects,  all  four 
expectorants  promote  the  natural  purpose  of  the  cough, 
which  is  to  remove  the  irritants  that  cause  it.^’^ 

In  addition,  the  Robins  antitussive  armamentarium 
provides  a choice  of  widely  accepted  drugs  in  various 
combinations  with  glyceryl  guaiacolate  for  treating 
different  kinds  of  coughs  and  associated  symptoms.  For 
antihistaminic  effects,  there  is  Dimetane®  or  prophen- 
pyridamine;  for  bronchodilation  and  nasal  deconges- 
tion, there  are  sympathomimetic  agents;  and  for 
suppression  of  the  “too  frequent”  cough,  there  is 
codeine  or  dihydrocodeinone. 


Robitussir 

Each  teaspoonful  contains: 

Glyceryl  guaiacolate 100  mg. 

Robitussin®  A-C 

Each  teaspoonful  contains: 

Glyceryl  guaiacolate 100  mg. 

Prophenpyridamine  maleate...  7.5  mg. 

Codeine  phosphate 10  mg. 

(exempt  narcotic) 

Dimetane® 
Expectorant 

Each  teaspoonful  contains: 
Parabromdylamine  maleate 

(dimetane  ) 2 mg. 

Glyceryl  guaiacolate 100  mg. 

Phenylephrine  HCl,  USP 5 mg. 

Phenylpropanolamine  HCl, 

NNR 5 mg. 

Dimetane® 
Expectorant'DC 

Each  teaspoonful  contains  the 
Dimetane  Expectorant  for- 
mula plus  Dihydrocodeinone 

bitartrate,  NF 1.8  mg. 

(exempt  narcotic) 


References:  1.  Cass,  L.  J.,  and  Frederik,  W.  S.:  Am.  Pract.  & Digest  Treat.  2:844,  1951.  2. 

Blanchard,  K.,  and  Ford,  R.  A.:  Journal-Lancet  74:443,  1954.  3.  Hayes,  E.  W.,  and  Jacobs,  L.  S.: 

Dis.  Chest  30:441,  1956.  4.  Blanchard,  K.,  and  Ford,  R.  A.:  Rocky  Mountain  M.  J.,  Vol.  52, 

No.  3,  1955.  5.  Boyd,  E.  M.,  and  Pearson:  Am.  J.  M.  Sc.  217:602,  1946.  A. H. ROBINS  COMPANY,  INC.,  RICHMOND  20,  VIRGINIA 
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Midwinter  Clinical  Session,  Feb.  16-19, 1960 


Shirley-Savoy  Hotel,  Denver 

This  year  your  committee  has  attempted  to  design 
a program  of  interest  to  nearly  every  specialist  as 
well  as  to  the  general  practitioner. 

The  committee  believes  that  each  of  you  will  find 
material  in  this  year’s  Clinical  Session  from  which  to 
gain  valuable  information  to  use  in  your  daily  prac- 
tice. Afternoon  sessions  of  the  Midwinter  meeting  are 
heavy  with  a variety  of  excellent  papers  by  your 
fellow  Colorado  practitioners  dealing  with  problems 
you  may  expect  to  face  frequently. 

An  innovation  the  committee  inaugurates  this 
year  is  the  Friday  afternoon  session  made  up  almost 
entirely,  with  but  one  exception,  of  papers  authored 
by  physicians  from  a single  Colorado  community. 
Fort  Collins.  The  committee  hopes  this  “Fort  Collins 
Day”  session  will  start  a friendly  rivalry  which  will 
encourage  physicians  from  other  cities  to  reserve  an 
afternoon  of  next  year’s  Midwinter  Clinical  Session 
to  present  a program  representative  of  their  com- 
munities’ finest  medical  talent. 


Tuesday,  February  16,  1960 

The  House  of  Delegates  will  hold  its  first  meeting 
of  the  Midwinter  Clinical  Session  on  Tuesday  at 
10:00  a.m.  in  the  Shirley  Savoy  Hotel.  All  Reference 
Committees  of  the  House  will  meet  beginning  at  2;00 
p.m.  the  same  day. 

The  semi-annual  Orientation  Course  for  new  mem- 
bers will  also  be  held  on  Tuesday,  but  in  the  Denver 
Medical  Library  Building,  1601  E.  19th  Ave.  These 
courses,  one  of  which  must  be  attended  by  each  new 
member  of  the  Society  within  the  first  year  of  active 
membership,  will  be  expanded  this  year  to  include 
several  additional  subjects  of  interest  that  young 
doctors  themselves  have  requested. 

As  in  the  past,  a special  evening  of  entertainment 
has  been  planned  for  men  at  the  Stag  Dinner  on 
Tuesday  evening. 

Woman’s  Auxiliary 

The  Woman’s  Auxiliary  has  planned  a full  pro- 
gram of  activities  for  wives  of  physicians  attending 
the  Clinical  Session,  including  a Femme  Fare,  lunch- 
eon, and  style  show. 


Scientific  Session 

Wednesday  morning — February  17,  1960 

9:00-  9:30  “Fungus  Infections  of  Lung” 

9:30-10:00  “Pleural  Effusion — Comments  on  Diagnosis” 
10:00-10:30  Intermission 

10:30-11:00  “Experiences  with  Complicated  Chest  Trauma” 
11:00-11:30  “Management  of  Spontaneous  Pneumothorax” 


Colonel  James  A.  Wier 
Colonel  James  A.  Wier 

Lt.  Col.  Elmore  M.  Aronstam 
Lt.  Col.  Elmore  M.  Aronstam 


Wednesday  afternoon — February  17,  1960 

1:30-  1:50  “Gastric  Ulcer — A Medical  or  a Surgical  Problem?” 


1:50- 
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2:00- 
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2:15- 
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2:30- 

3:00 

3:00- 

3:15 

3:15- 

3:30 

3:30- 

3:45 

3:45- 

4:00 

“Experience  with  Total  Colonoscopy” 

“Endometriosis  Involving  the  Rectum  and  Recto-sigmoid” 

“Diagnosis  and  Management  of  Post-cholecystectomy  Syndrome” 
Intermission 

“Current  Trends  in  the  Diagnosis  and  Treatment  of  Cranio- 
cerebral Injuries” 

“Generalized  Necrotizing  Vasculitis” 

“Pitfalls  to  Avoid  in  Acute  Hand  Injuries” 

“Stapes  Mobilization  and  Prosthetic  Surgery  for  Otosclerosis” 


Robert  H.  Smith,  m.d. 

Colorado  Springs 
J.  E.  Cook,  M.D. 

Colorado  Springs 

Albert  E.  Stock,  m.d. 

Colorado  Springs 

H.  U.  Waggener,  m.d. 

Denver 

William  A.  Day,  m.d. 

Colorado  Springs 

Edward  J.  Donovan,  m.d. 

Denver 

T.  K.  Craigmile,  m.d. 

Denver 

George  W.  Holt,  m.d. 

Denver 

Floyd  B.  Bralliar,  m.d. 
Denver 

Kemp  G.  Cooper,  m.d. 

Denver 


Thursday  morning- — February  18,  1960 

9:00-  9:20  “Pre-asthmatic  Patterns” 


9:20-10:10 

10:10-10:40 

10:40-11:00 

11:00-12:00 


“Management  of  Drug  Reactions” 

Intermission 

“Bronchial  Asthma,  Immunologic  or  Psychogenic?” 
Symposium:  “Management  of  Drug  Reactions” 


Frank  T.  Joyce,  m.d. 

Denver 

Harry  L.  Alexander,  m.d. 

St.  Louis,  Missouri 


Harold  S.  Tuft,  m.d. 

Denver 

Harry  L.  Alexander,  m.d. 

St.  Louis,  Missouri 

David  Talmage,  m.d. 

Denver 

W.  C.  Service,  m.d. 

Colorado  Springs 

Marvin  C.  Nelson,  m.d. 

Denver 

Gordon  Meiklejohn,  m.d. 
Denver 


G I EST  SPEAKER  S 


Harold  S.  Diehl,  M.D. 
Senior  Vice  President  for 
Research  and  Medical  Affairs 
American  Cancer  Society 
New  York,  New  York 


Lt.  Col.  E.  M.  Aronstam,  M.C. 
Chief,  Thoracic  Surgery  Service 
Fitzsimons  Army  Hospital 


Col.  James  A.  Wier,  M.C. 
Chief,  Pulmonary  Disease 
Service 

Fitzsimons  Army  Hospital 


Harry  L.  Alexander,  M.D. 
Emeritus  Professor  of 
Clinical  Medicine 
Washington  University 
St.  Louis,  Missouri 


Vernon  Nickle,  M.D.,  Chief,  Orthopedic  Surgery 
Rancho  Los  Amigos  Hospital,  Downey,  California 

(Picture  not  available  at  press  time) 


Thursday  afternoon — February  18,  1960 

1:30-  1:45  “Hypertension  Due  to  Stenosis  of  the  Renal  Artery” 


1:45-  2:00  “Cavitating  Septic  Pulmonary  Emboli” 


2:00-  2:15 

2:15-  2:30 
2:30-  3:00 
3:00-  3:20 


“Progesterone  and  Progestins — Their  Use  in  Menstrual  Dis- 
orders?” 

“Acute  Mastoiditis,  Can  the  Radiologist  Help  the  Clinician?” 
Intermission 

“The  Mystery  of  the  Swimming  Pool” 


3:20-  3:40  “Biopsy  Blues” 


3:40-  4:00  “Preventative  Cardiology — The  Practicing  Physician’s  Responsi- 
bility in  Lowering  the  Incidence  of  Coronary  Disease” 


William  R.  Coppinger,  m.d. 

Denver 

David  E.  Dines,  m.d. 

Denver 

Jerome  S.  Harris,  m.d. 

Denver 

David  J.  Stephenson,  m.d. 
Denver 

Roy  L.  Cleere,  m.d. 

Denver 

Alexis  E.  Lubchenco,  m.d. 
Denver 

Murray  S.  Hoffman,  m.d. 

Denver 


Friday  morning— February  19,  1960 — Rehabilitation  of  persons  with  spinal  cord  injuries 


9:00-  9:45 
9:45-10:00 

10:00-10:30 

10:30-10:45 

10:45-11:00 


Moderator:  Jerome  W.  Gersten,  M.D.,  Denver 
“Upper  Extremity  Function  in  Traumatic  Quadriplegia”  Vernon  Nickle,  m.d. 

Downey,  California 


“Use  of  the  Halo  in  Management  of  Traumatic  Cervical 
Instability” 

Intermission 

“Management  of  Bladder  Disfunction  in  Cord  Injury” 


John  D.  Leidholt,  m.d. 

Denver 


Dale  M.  Atkins,  m.d. 

Denver 


“Psychiatric  Mechanisms  in  Severe  Disability” 


David  E.  Starrett,  m.d. 
Denver 


11:00-12:00  “Cord  Injuries — Treatment  and  Prevention  of  Their  Complica- 
tions.” Lecture,  discussion  and  patient  demonstration. 

(Decubiti — Bowel  Control — Spasm  and  Spasticity — Autonomic 
Hyperreflexia — Functional  Hand  Bracing — Wheel  Chair  and 
Transfer  Training — Brace-Crutch  Ambulation) 


Friday  afternoon — February  19,  1960 — Fort  Collins  Day 
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2:00- 
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2:15- 

2:30 

2:30- 

3:00 

3:00- 

3:15 

3:15- 

3:30 

3:30- 

3:45 
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“Problems  of  Cancer  Control  for  the  Physician” 

“Hemoglobin  and  Hematocrit  Evaluation  in  Hospital  Admissions” 

“Lower  Leg  Fractures  in  Relation  to  Ski  Boots  Changes” 
Intermission 

“Hernia  Repair  in  Conjunction  with  Retropubic  Prostatectomy” 
“Review  of  Erythroblastosis  in  Larimer  County  Hospital” 
“Intra-Oral  Cancers,  Particularly  Cancers  of  the  Tongue” 


John  S.  Young,  m.d. 

Moderator 

Lakewood 

Participants,  Craig  Rehabilita- 
tion Staff: 

Eleanor  B.  Barhaug,  p.t. 
Virginia  Gordon,  o.t.r. 

Bruce  A.  Scott,  prosthetist 
Leone  Walschlager,  r.n. 


Harold  Diehl,  m.d. 

New  York  City 

John  H.  Reid,  m.d. 

Fort  Collins 

Stuart  A.  Patterson,  m.d. 

Fort  Collins 

Lawrence  D.  Dickey,  m.d. 

Fort  Collins 

James  F.  Hoffman,  mj). 

Fort  Collins 

Stanley  W.  Henson,  Jr.,  m.d. 

Fort  Collins 


Obituaries 

Beloved  prison  doctor  dies 

Kon  Wyatt,  Sr.,  M.D.,  of  Canon  City  died  on 
November  28,  1959.  Dr.  Wyatt  was  born  in  Wood- 
ville,  Kentucky,  November  12,  1896,  and  received 
his  medical  degree  from  the  University  of  Vir- 
ginia and  practiced  on  the  Pacific  coast  as  a gen- 
eral practitioner  until  1925  when  he  moved  to 
Canon  City.  He  was  licensed  to  practice  in  Colo- 
rado during  the  same  year.  He  was  a veteran  of 
World  War  I and  World  War  II,  serving  in  the 
Navy  Medical  Corps.  For  many  years,  he  was 
county  coroner.  He  made  a daily  patrol  of  the  cell 
blocks  in  the  penitentiary  tending  the  ills  of  the 
convicts.  Not  only  the  general  medical  duties,  but 
the  prison  surgery  he  also  did. 

He  was  active  in  the  American  Legion,  the 
Elks,  the  Rotary  Club  and  was  a founder  of  the 
Canon  City  Golf  Club.  He  was  also  President  of 
the  Fremont  County  National  Bank  and  a Past 
President  of  the  Fremont  County  Medical  Society. 

In  addition  to  his  widow.  Dr.  Wyatt  is  survived 
by  his  son.  Dr.  Kon  Wyatt,  Jr.,  associated  with 


him  in  practice,  a brother,  two  sisters  and  five 
grandchildren. 

Oldest  Durango  physician  dies 

Alta  Lawrence  Burnett,  M.D.,  died  in  Durango 
on  December  9,  1959.  Dr.  Burnett  was  born  in 
Marion,  Illinois,  and  received  his  medical  degree 
in  1908.  He  became  a member  of  the  Colorado 
State  Medical  Society  in  1909,  when  he  started  to 
practice  in  Silverton,  Colorado.  He  moved  to 
Durango  and  continued  to  practice  until  he  died 
of  a heart  attack  in  his  home.  He  had  been  living 
alone  since  the  death  of  his  wife  two  years  ago. 
His  son.  Dr.  Donald  Burnett,  a cardiologist, 
drowned  in  the  Animas  River  in  1958.  Dr.  A.  L. 
Burnett  was  active  in  San  Juan  County  Medical 
Society  until  1956  when  he  became  Emeritus.  He 
was  the  oldest  practicing  physician  in  Durango. 

Former  county  coroner  dies 

Frederick  R.  Baker,  M.D.,  of  Colorado  Springs, 
died  on  October  31,  1959.  Dr.  Baker  was  bom  in 
Norman,  Illinois,  in  1877  and  attended  Physicians 
and  Surgeons  College  in  New  York.  He  was  li- 
censed to  practice  in  Colorado  in  1919,  and  moved 
to  Colorado  Springs  in  1923  where  he  was  elected 
a member  of  the  Colorado  State  Medical  Society 
during  the  same  year.  He  was  county  coroner  and 
county  physician  of  El  Paso  County.  He  was  a 
Republican  leader  in  El  Paso  County  for  many 


THE  CHILDREN’S  HOSPITAL  ASSOCIATION 

OF  DENVER 

NON-SECTARIAN— NON-PROFIT 

OCA  CUSHMAN  wing  newly  opened  Providing  medicinal  and  surgical  aid 

with  improved  facilities  to  to  sick  and  crippled  children  of 

serve  your  patients  the  Rocky  Mountain  Region 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


CAMBY 


Camby  says:  “CAMBRIDGE  DAIRY  HAS  BEEN  PRODUCING 
SKyline  6-3651  QUALITY  MILK  FOR  DENVER  BABIES  SINCE  1892” 

690  So.  Colorado  Blvd.  We  Invite  Your  Inspection  and  Appreciate  Your  Recommendation 


106 


Rocky  Mountain  Medical  Journal 


Doctors,  too,  like  “Premarinr 


The  doctor’s  room  in  the  hospital 
is  used  for  a variety  of  reasons. 
Most  any  morning,  you  will  find  the 
internist  talking  with  the  surgeon, 
the  resident  discussing  a case  with 
the  gynecologist,  or  the  pediatrician 
in  for  a cigarette.  It’s  sort  of  a club, 
this  room,  and  it’s  a good  place  to 
get  the  low-down  on  “Premarin” 
therapy. 


If  you  listen,  you’ll  learn  not  only 
that  doctors  like  “Premarin,”  but 
why  they  like  it. 

The  reasons  are  fairly  simple. 
Doctors  like  “Premarin,”  in  the  first 
place,  because  it  really  relieves  the 
symptoms  of  the  menopause.  It 
doesn’t  just  mask  them  — it  replaces 
what  the  patient  lacks  — natural  es- 
trogen. Furthermore,  if  the  patient 


is  suffering  from  headache,  insomnia, 
and  arthritic-like  symptoms  due  to 
estrogen  deficiency,  “Premarin”  takes 
care  of  that,  too. 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 
Ayerst  Laboratories  • New  York 
16,  N.  Y.  • Montreal,  Canada 


,'^842 


years.  He  was  a Life  Emeritus  member  of  the 
State  Medical  Society. 

Dr.  Baker  is  survived  by  a son,  Fred  K.  Baker, 
Jr.,  staff  writer  for  the  Denver  Post  in  Colorado 
Springs,  and  a sister. 

Pioneer  praetitioner  dies 

Charles  Bowen  Warren,  M.D.,  died  last  month. 
Dr.  Warren  was  born  in  Croyden,  New  Hampshire, 
in  1886  and  graduated  from  Maryland  Medical 
College.  He  was  licensed  in  Colorado  in  1903  and 
was  elected  to  membership  in  the  Colorado  State 
Medical  Society  in  1935.  He  practiced  medicine  in 
Gill,  Colorado.  He  recently  was  made  a Life 
Emeritus  member  of  the  Weld  County  Society. 

Life  Emeritus  member  dies 

Jonathan  D.  Hinshaw,  M.D.,  died  recently.  Dr. 
Hinshaw  was  born  in  Missouri  in  1847  and  gradu- 
ated from  Medical  College  in  Missouri.  He  was 
licensed  to  practice  medicine  in  Colorado  in  1903 
and  became  a member  of  the  Fremont  County 
Medical  Society.  He  became  a Life  Emeritus  mem- 
ber of  the  Colorado  State  Medical  Society  recently. 

Otero  County  pioneer  dies 

Benjamin  Franklin  Blotz,  M.D.,  died  recently. 
Dr.  Blotz  was  born  in  Clarkson,  Nebraska,  in  1888 
and  graduated  from  the  Medical  College  of  Penn- 
sylvania. He  was  licensed  to  practice  in  Colorado 


in  1916,  being  a member  of  the  Otero  County 
Medical  Society.  He  was  elected  to  be  a member 
of  the  State  Board  of  Medical  Examiners  and  be- 
came a Life  Emeritus  member  of  the  Colorado 
State  Medical  Society  recently. 


Flying  Physicians  elect 

At  a recent  meeting  of  the  Utah  Chapter  of  the 
Flying  Physicians  Association,  Dr.  L.  Weston 
Oakes  of  Provo,  Utah,  was  elected  Chairman,  Dr. 
Eugene  N.  Davie  of  Milford,  Utah,  was  elected 
Co-Chairman,  and  Dr.  Donald  K.  Bailey  of  Salt 
Lake  City  was  elected  Secretary-Treasurer. 

Early  in  1960,  the  Utah  Chapter  of  the  Flying 
Physicians  Association  plans  to  conduct  a one-day 
instrument  flying  indoctrination  course  for  all 
flying  physicians  in  the  state  of  Utah.  Physicians 
in  neighboring  states  are  cordially  invited  to  at- 
tend this  one-day  session.  Inquiries  should  be 
directed  to  the  Secretary  of  the  Utah  Chapter  of 
the  Flying  Physicians  Association.  There  will  be 
no  charge  for  this  one-day  instrument  flying  in- 
doctrination course. 


Rt.  4,  Box  4104  Albuquerque,  New  Mexico  Telephone  DI  4-3273 


For  the  care  and  treatment  of 

Licensed  psychiatric  hospital 
20  acres  landscaped  grounds 
Favorable  year-round  climate 


patients  with  nervous  or  mental  disorders. 

I John  W.  Myeks,  m.d.,  Medical  Director 
< Alan  Jacobson,  m.d.,  Psychiatrist 
Fred  W.  Langner,  m.d..  Psychiatrist 
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Obituary 

GEORGE  W.  GRISWOLD 
Dr.  George  W.  Griswold  was  born  in  1892  and 
died  October  23,  1959.  Dr.  Griswold  graduated 
from  the  Baylor  University  College  of  Medicine  in 
1915  and  obtained  his  New  Mexico  license  in  1930. 
He  practiced  in  Roswell,  New  Mexico. 

He  was  a member  of  the  Chaves  County  Medi- 
cal Society,  the  New  Mexico  Medical  Society  and 
the  American  Medical  Association. 


T.  Leon  Howard  Lectureship 

Tribute  to  Dr.  T.  Leon  Howard,  Denver  urolo- 
gist, was  paid  by  the  Sisters  of  Mercy,  Mercy 
Hospital  staff  members  and  friends  by  the  recent 
presentation  of  the  first  T.  Leon  Howard  Lecture- 
ship. 

Dr.  Victor  A.  McKusick,  associate  professor  of 
medicine,  Johns  Hopkins  University,  Baltimore, 
delivered  the  first  lecture  honoring  the  inter- 
nationally-known surgeon  who  helped  pioneer  the 
specialty  of  urology.  He  discussed  “Recent  Ad- 

continued  on  page  116 
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LIMB  SHOP 

1478  BIRCH  STREET 
DENVER,  COLORADO 


ARTIFICIAL  ARMS 
AND  LIMBS 


IVAN  LONG 

CERTIFIED  PROSTHETIST 


Don’t  miss 

important  telephone  calls  . . . 

Let  us  act  as  your  secretary  while  you  are  away,  day  or 
night;  our  kindly  voice  conscientiously  tends  your  tele- 
phone business,  accurately  reports  to  you  when  you  return 

TELEPHONE 

(biMoshinq. 

SERVICE  ^ 

Call  ALpine  5-1414 


Newton  Optical 
Company 

GUILD  OPTICIANS 

Catering  to  Medical  Profession  Patronage 

Phone  KEystone  4-8714 
309  16th  Street,  Denver 


our  pledge  to  you... 

the  QUICKEST 
and  BEST  possible 
SERVICE 

PUBLIC  SERVICE  COMPANY 
OF  COLORADO 


Picker  X-Ray,  Rocky  Mountain,  inc. 

1207  East  Thirteenth  Ave. — Tel.  AComa  2-7075 
Denver  1 8,  Colorado 


Salt  Lake  City,  Utah 

R.  S.  Cook,  678  South  5th  East  Street,  ELgin  9-9871 
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Substantiated  by  published  reports  of  leading  clinicians; 


• effective  control 

of  allergic 
and 

inflammatory  symptoms’"^® 


• minimal  disturbance 

of  the  patient’s 
chemical  and  psychic 
halance’'^’^’^’^ 


f anti-inflammatory  and  antiallergic  levels  ARISTOCORT  means 


' • freedom  from  salt  and  water  retention 

• virtual  freedom  from  potassium  depletion 

' • negligible  calcium  depletion 

• euphoria  and  depression  rare 

• no  voracious  appetite— -no  excessive  weight  gain 

• low  incidence  of  peptic  ulcer 

• low  incidence  of  osteoporosis  with  compression  fracture 

Vications:  rheumatoid  arthritis;  arthritis;  respiratory  allergies;  allergic  and  inflammatory 
t matoses;  disseminated  lupus  erythematosus;  nephrotic  syndrome;  lymphomas  and  leukemias. 
} ‘cautions:  With  aristocort  all  traditional  precautions  to  corticosteroid  therapy  should  be  ob- 
E/ed.  Dosage  should  always  be  carefully  adjusted  to  the  smallest  amount  which  will  suppress 
Biptoms.  After  patients  have  been  on  steroids  for  prolonged  periods,  discontinuance  must  be 
c ried  out  gradually. 

|>p/icd;  Scored  tablets  of  1 mg.  (yellow):  2 mg.  (pink);  4 mg.  (white);  16  mg.  (white). 

1 .cetate  Parenteral  (for  intra-articular  and  intrasynovial  injection).  Vials  of  5 cc.  (25  mg./cc.). 


References:  1.  Feinberg,  S.M.,  Feinberg,  A.R.,  and  Fisherman, 
E.W. : JM.M.A.  167:58  (May  3)  1958.  2,  Epstein,  J.L  and  Sher» 
wood,  H. : Connecticut  Med,  22:822  (Dec.)  1958.  3.  Friedlaender,  S. 
and  Friedlaender,  A.S. : Antibiotic  Med.  & Clin.  Ther.  5:315 
(May)  1958.  4.  Segal,  M.S.  and  Duvenci,  J.:  Bull.  Tufts  North  East 
M.  Center  4:71  (April*June)  1958.  5.  Segal,  M.S,;  Report  to  the 
A.M.A.  Council  on  Drugs,  J.A.M.A.  169:1063  (March  7)  1958. 

6.  Sherwood,  H.  and  Cooke,  R.A. : J.  Allergy  28:97  (Mar.)  1958. 

7.  Duke,  C.J.  and  Oviedo,  R. : Antibiotic  Med.  & Clin.  Ther.  5:710 
(Dec.)  1958.  8.  McGavack,  T.H. : Clin.  Med.  (June)  1958.  9.  Frey* 
berg,  R.H.;  Berntsen,  C.A.,  and  Heilman,  L. : Arthritis  and  Rheu» 
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WHEN  BLOOD  PRESSURE  MUST  COME  DOWN... 


When  hypertensive  symptoms  such  as  dizziness, 
headache  and  fainting  are  frequent  enough  and 
severe  enough  to  interfere  with  your  patient’s  activ- 
ity and  safety— then  it  is  time  to  consider  the  bene- 
ficial actions  of  Serpasil-Apresoline.  Both  Serpasil 
and  Apresoline  lower  blood  pressure.  When  the 
Serpasil-Apresoline  combination  tablet  is  prescribed, 
blood  pressure  response  is  even  better.  In  addition, 
Serpasil  contributes  favorable  calming  and  heart- 
slowing  effects.  Apresoline  increases  renal  blood 


flow,  decreases  cerebral  vascular  resistance  and  in- 
hibits the  actions  of  humoral  pressor  agents.  Com- 
bined with  Serpasil,  Apresoline  is  effective  at  a lower 
dosage,  thus  side  effects  are  rarely  a serious  problem. 

supplied:  Tablets  #2  (standard-strength),  each  containing  o.2  mg.  of  Ser- 
pasil  and  50  mg.  of  Apresoline.  Tablets  #1  (half-strength),  each  containing 
0.1  mg.  of  Serpasil  and  25  rag.  of  Apresoline.  Samples  available  on  request. 

Serpasil-Apresoline 

hydrochloride 
^leserpine  and  hydralazine  hydrochloride  ciba) 
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on  the  alcoholic  scene 


hydroxyzine  pamoate 


quiets  agitation 


. an  efficient  and  convenient  means  of  dealing  with  the  prob- 
lem of  acute  agitation  in  alcoholic  intoxication  . . . important 
was  the  absence  of  noticeable  respiratory  depression. . . 

' Miller,  R.  F.:  Clin.  Rev.  1:10  (July)  1958 

I' 

I 

\ Capsules— 25,  50,  and  100  mg.  Laboratories 

j Parenteral  Solution  (as  the  HCl) — 25  mg.  per  cc.,  Division,  Chas.  Pfizer  & Co.,  Inc. 

I 10  cc.  vials  and  2 cc.  Steraject®  Cartridges;  Brooklyn  6,  New  York 

I 50  mg.  per  cc.,  2 cc.  ampules.  (mze^  Science  for  the  world’s  well-being^« 


D ear  doctor 


Dear  Dr.  Kindly  Heart: 

I have  been  in  practice  in  a small  town  that 
is  rather  isolated  and,  although  my  practice  is 
excellent,  I hardly  ever  am  able  to  get  to  a medical 
meeting  or  have  contact  with  other  doctors. 

As  you  can  see,  I am  quite  happy  with  my 
situation  except  for  the  lack  of  professional  con- 
tact and  my  incapacity  to  study.  I feel  that  I have 
no  incentive  to  study  and  gradually  I have  been 
losing  my  medical  knowledge  and  have  become 
quite  rusty  on  most  of  the  fine  points  of  medicine. 

Is  there  any  agency  or  professional  educational 
facility  available  to  doctors  in  such  isolated  areas? 

Signed:  In  Need  of  Help 

Reply: 

Dear  Dr.  In  Need  of  Help: 

Yes,  the  Montgomery  Ward  catalog. 


Dear  Dr.  Kindly  Heart: 

You  are  familiar  with  the  high  ethical  stand- 
ards by  which  we  practice.  I can  assure  you  that 
I have  always  maintained  these  high  ethical  and 
moral  standards  in  every  way. 

Recently,  though,  a most  embarrassing  incident 
occurred.  During  the  course  of  a physical  exam, 
a most  beautiful  young  blonde  began  making 
rather  suggestive  remarks  and  was  definitely  en- 
couraging me.  Naturally,  I ignored  the  remarks 
and  pretended  complete  innocence.  Since  then,  she 
has  been  back  several  times  at  the  slightest  excuse, 
has  called  me  to  her  home  (she’s  single)  and  has 


called  me  on  the  phone.  Each  time  she  is  overly 
friendly  and  makes  it  apparent  that  she  is  anxious 
for  me  to  see  her  “socially.” 

Of  course,  I’m  happily  married  and  want  to 
maintain  my  high  ethical  standards.  But,  as  you 
can  see,  it  is  quite  a temptation.  What  shall  I do? 

Signed:  Dr.  “Tempted” 

Answer: 

Dear  Dr.  “Tempted”: 

Wire  collect  name,  address,  phone  number. 


Dear  Dr.  Kindly  Heart: 

I have  a problem.  I am  stuck  up  here  in  a 
small  mountain  town  without  any  professional 
contacts.  Although  I am  making  money  “hand 
over  fist,”I  find  myself  getting  rusty  on  the  finer 
points  of  medicine.  As  a matter  of  fact,  I have  no 
interest  in  study  and  find  myself  not  nearly  as 
interested  in  my  medical  problems.  I hate  to  leave 
here,  because,  as  I say,  the  income  is  really  ter- 
rific. 

What  shall  I do? 

Signed:  Dr.  “Full  Pockets” 

Answer: 

Dear  Dr.  “Full  Pockets”: 

Read  the  Wall  Street  Journal. 


Dear  Dr.  Kindly  Heart: 

At  our  last  State  Society  Meeting,  our  House 
of  Delegates  voted  quite  a bit  of  money  for  the 
President.  The  President  will  get  $200.00  per 
month  as  an  honorarium  and  $100.00  per  day  when 
he  is  out  of  state  at  a meeting. 

Don’t  you  think  this  is  too  much  money  for 
us  to  give  our  President? 

Signed:  Dr.  “Wondering” 

Answer: 

Dear  Dr.  “Wondering”: 

Of  course  not.  Eisenhower  is  worth  every 
penny  of  it. 

Dr.  K.  H. 


moved 

I 

NAME 


FORMER 

ADDRESS 

NEW 

ADDRESS 

(Street) 

(City) 

(Zone) 

(State) 

(Street)  (City)  (Zone)  (State) 
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Organization  cont.  from  page  109 

vances  and  Current  Studies  in  Medical  Genetics” 
at  Mercy  Hospital  auditorium,  August  20. 

Dr.  Fredrick  H.  Good,  one  of  the  initiators  of 
the  T.  Leon  Howard  Lectureship  Foundation,  paid 
tribute  to  Dr.  Howard  as  “a  great  gentleman, 
teacher,  physician  and  friend.” 

He  said  that  the  lectures  would  be  presented 
annually  by  “outstanding  authorities  in  the  fields 
of  medicine,  education  and  economics  who  will 
best  exemplify  the  philosophy  of  T.  Leon  Howard.” 

It  was  the  desire  of  Dr.  Howard’s  numerous 
friends.  Dr.  Good  said,  “to  pay  him  tribute  and 
honor  while  he  still  was  practicing  and  contribut- 
ing so  much.” 

“We  felt,”  he  added,  “that  by  establishing  a 
foundation,  other  friends  and  colleagues  who 
wished  to  do  so,  could  contribute  to  the  lecture- 
ship in  Dr.  Howard’s  name  and  help  further  the 
spirit  of  constant  learning  and  critical  thought 
which  he  exemplified.” 

The  first  lectureship  program  was  climaxed  by 
the  presentation  to  Dr.  Howard  of  two  leather- 
bound  volumes  containing  more  than  150  congratu- 
latory letters  from  leading  urologists  throughout 
the  country  after  they  had  been  informed  of  the 
establishment  of  the  lectureship  in  Dr.  Howard’s 
honor. 

Born  in  Alabama,  Dr.  Howard  came  to  Denver 
in  1910.  He  is  a former  associate  professor  of 
urology  at  the  University  of  Colorado  School  of 
Medicine,  is  one  of  the  founders  of  the  American 
Board  of  Urology,  a Fellow  of  the  American  Col- 
lege of  Surgeons,  member  of  the  American  Medical 
Association,  the  Western  Surgical  Society,  Society 
International  D’Urologie,  the  American  Associa- 
tion of  Genito-Urinary  Surgeons,  and  a frequent 
contributor  to  medical  literature. 

He  served  as  President  of  the  American  Uro- 
logical Association  in  1941  and  as  President  of  the 
South  Central  Section  of  the  American  Urological 
Association  in  1932. 

Dr.  Howard,  who  received  his  B.A.  degree  from 
Southern  University  in  1901,  is  a graduate  of  two 
medical  schools — the  University  of  Virginia  in 
1904,  and  a year  later.  New  York  University. 


OLC  representative  returns 

Orthopedic  Surgeon  T.  C.  Harper,  of  Reno,  will 
return  to  his  Nevada  practice  this  month  after 
spending  five  weeks  in  Jordan  as  part  of  the 
Orthopedic  Letters  Club  Overseas  Project.  Dr.  and 
Mrs.  Jordan  left  for  the  Middle  East  last  Novem- 
ber and  have  toured  Europe  following  their  five- 
week  stay  in  Jerusalem. 

Five  orthopedic  clinics  have  been  established 
in  Jordan  by  the  OLC  in  conjunction  with  the 
Jordanian  Ministry  of  Health  and  with  the  ap- 
proval of  the  U.  S.  State  Department.  OLC  mem- 
bers are  assisting  in  the  clinics  as  part  of  their 
18-month  Overseas  Project.  Working  closely  with 


"What  I don't  like  is  the  way  they  talk  about 
PRACTICING  medicine." 


Jordanian  physicians,  the  members  provide  sur- 
gical demonstrations,  class  instruction  and  examine 
patients.  Temporary  licenses  have  been  granted 
them  by  the  Jordanian  Medical  Association  so 
that  they  may  take  an  active  part  in  care  and 
treatment  of  patients. 

Two  of  the  orthopedic  clinics  are  located  in 
Jerusalem  and  one  each  in  Jericho,  Salt  and  Am- 
men. 

Expenses  for  the  project  are  being  borne  by 
the  participating  physicians  without  government 
subsidy.  The  only  outside  financial  assistance  is 
payment  for  shipment  of  supplies  and  materials  by 
Medico. 

Seminar  in  reconstructive  nasal  surgery 

A seminar  in  “Reconstructive  Surgery  of  the 
Nasal  Septum  and  External  Nasal  Pyramid”  will 
be  held  in  New  Orleans,  February  10-13,  under 
the  auspices  of  the  Department  of  Otolaryngology 
(Dr.  Val  Fuchs,  chairman),  Louisiana  State  Uni- 
versity Medical  School,  and  the  Charity  Hospital. 

The  American  Rhinologic  Society  will  cooper- 
ate in  the  presentation.  Its  founder,  Dr.  Maurice 
H.  Cottle,  professor  of  otolaryngology,  Chicago 
Medical  School,  will  be  the  guest  director,  and 
Dr.  H.  Ashton  Thomas  of  L.S.U.  will  be  the  execu- 
tive director. 

The  seminar  will  offer  talks  by  Dr.  Cottle  and 
others  who  have  been  invited  to  participate  in  an 
international  course  to  be  given  in  Mexico  City, 
July  4-15,  under  the  auspices  of  the  Escuela  Na- 
cional  de  Medicina  e Division  del  Doctorado,  and 
the  American  Rhinologic  Society. 

For  further  information,  write  to  Dr.  Robert 
M.  Hansen,  Secretary,  American  Rhinologic  So- 
ciety, 1735  North  Wheeler  Avenue,  Portland  12, 
Oregon. 
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New  from  Lederle 


a logical  combination  in  appetite  control 

BAMADDC 


meprobamate  with  dextro>nmphetamine  aulfate  LEDERLE 


meprobamate  eases 
tensions  of  dieting 


d-amphetamine 
depresses  appetite 
and  elevates  mood 

. . .without 
o verstim  illation 

. . .without 
insomnia 

. . .without 

barbiturate  hangover 


Each  coated  tablet  (pink)  contains: 
d-amphetamine  sulfate  ....  5 mg. 

meprobamate 400  mg. 

Dosage:  One  tablet  taken  one-half 
to  one  hour  before  each  meal. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  GYANAMID  COMPANY,  Pearl  River,  New  York 


for  January,  1960 
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Poliomyelitis  -Diphtheria-Pertussis  -Tetanus 


PEDI-ANTICS 


/-WE  JUST  \ . 

/ ISN’T  ^ 

/ «50T  \ ( 

( TWO  SHOTS  Y 

1 WONDERFUL  ? i 

) IN  \ 

ONi ... 

-WITH  1 

VLL  \ 

THAMK  \ 
THE  \ 
ENTIRE 
CIVILIZED 
WORLD 
TO 

SPEAK 

A 


TETRAYAX 

DIPHTHERIA  AND  TETANUS  TOXOIDS  WITH  PERTUSSIS  AND  POLIOMYELITIS  VACCINES 


now  you  can  immunize  against  more  diseases . . . with  fewer  injections 

Dose:  1 cc. 

Supplied:  9 cc.  vials  in  clear  plastic  cartons.  Pack- 
age circular  and  material  in  vial  can  be  examined 
without  damaging  carton.  Expiration  date  is 
on  via!  for  checking  even  if  carton  is  discarded. 

For  additional  information,  write  Professional  Services,  Merck  Sharp  & Dohme,  West  Point,  Pa. 


MERCK  SHARP  & DOHME,  division  of  merck  & co. 


TETRAVAX  IS  A TRADEMARK  OF  MERCK  & CO,,  INC. 

, Inc.,  PHILADELPHIA  1,  FA. 
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Striking  relief  ’ 
from  LOW  BACK  PAIN 
and  DYSMENORRHEA 


THE  FIRST  TRUE  "TRANQUILAXANT' 


Here  is  what 
you  can  expect 
when  you  prescribe 


Case  Profile* 

A 28-year-old  married  woman,  a secre- 
tary in  a booking  agency,  complained  of 
severe  and  consistent  pain  and  cramps 
in  the  abdomen  during  her  menstrual 
periods.  Psychologically,  she  described 
the  first  two  days  as  “climbing  the  walls.” 
Menarche  occurred  at  age  13.  She  has  a 
regular  twenty-eight  day  menstrual 
cycle  and  a four  day  menstrual  period, 

Trancopal  was  given  in  a dose  of  100 
mg.  four  times  a day  for  the  first  two 
days  of  the  four  day  period.  In  addition 
to  the  relief  of  the  dysmenorrhea  she  also 
noticed  disappearance  of  a “bloated  feel- 
ing” that  had  previously  annoyed  her. 
She  has  now  been  treated  with  Trancopal 
for  one  and  one-half  years  with  excellent 
results.  Other  medication,  such  as  codeine 
or  aspirin  with  codeine,  had  relieved  the 
pain,  but  the  patient  had  had  to  stay 
home.  Because  her  father  is  a physician, 
many  commercial  preparations  had  been 
tried  prior  to  Trancopal,  but  no  success 
had  been  achieved. 

Before  taking  Trancopal  this  patient 
missed  one  day  of  work  every  month.  For 
the  past  year  and  a half  she  has  not 
missed  a day  because  of  dysmenorrhea. 


for  dysmenorrhea 

and  'premenstrual  tension 


for  low  back  pain 


Case  Profile* 

A 42-year-old  truck  driver  and  mover 
injured  his  back  while  moving  a piano. 
The  pain  radiated  from  the  sacral  region 
down  to  the  region  of  the  Achilles  tendon 
on  the  right  side.  X-rays  for  ruptured 
disc  revealed  nothing  pertinent.  The  day 
of  the  injury  he  was  given  Trancopal  im- 
mediately after  the  physical  examina- 
tion. Although  100  to  200  mg.  three  times 
a day  were  prescribed,  the  patient  on  his 
own  responsibility  increased  the  dosage 
of  Trancopal  to  400  mg.  three  times  a 
day.  This  dosage  was  continued  for  three 
days  and  then  gradually  reduced  over  a 
ten  day  period.  During  this  time,  the  pa- 
tient continued  to  drive  his  truck.  The 
muscle  spasm  was  completely  controlled 
and  no  apparent  side  effects  were  noted. 

For  the  past  six  months,  the  patient 
has  continued  to  take  Trancopal  100  to 
200  mg.  as  needed  for  muscle  spasm,  par- 
ticularly during  strenuous  days. 


^'Clinical  Reports  on  file  at  the  Department 
of  Medical  Research,  W inthrop  Laboratories. 


Turn  page  for  complete  listings  of  Indications  and  Dosage. 


FIRST  TRUE  "TRANQUILAXANT"  -m 

IrancopM 

potent  MUSCLE  RELAXANT 


effective  TRANQUILIZER 

• In  musculoskeletal  disorders,  effective  in  91  per  cent  of  patients. ^ 
• In  anxiety  and  tension  states,  effective  in  89  per  cent  of  patients. ^ 

• Low  incidence  of  side  effects  (2.3  per  cent  of  patients).  Blood 
pressure,  pulse  rate,  respiration  and  digestive  processes  are 

unaffected  by  therapeutic  dosage.  It  does  not  affect 
the  hematopoietic  system  or  liver  and  kidney  function. 

• No  gastric  irritation.  Can  be  taken  before  meals. 

• No  clouding  of  consciousness,  no  euphoria  or  depression. 


Indications  i-® 


Musculoskeletal : 

Low  back  pain 
(lumbago,  etc.) 
Neck  pain  (torticollis) 
Bursitis 

Rheumatoid  arthritis 
Osteoarthritis 
Disc  syndrome 


Fibrositis 

Ankle  sprain,  tennis 
elbow 
Myositis 

Postoperative  muscle 
spasm 


Psychogenic : 

Anxiety  and  tension 
states 

Dysmenorrhea 
Premenstrual  tension 
Asthma 

Angina  pectoris 
Alcoholism 


Now  available  in  two  strengths: 

Trancopal  Caplets®, 

100  mg.  (peach  colored,  scored) , bottles  of  100. 

Trancopal  Caplets, 

200  mg.  (green  colored,  scored),  bottles  of  100. 

Dosage:  Adults,  100  or  200  mg.  orally  three  or  four  times  daily.  Relief  of  symptoms  occurs 
in  from  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 


LABORATORIES 
New  York  18,  N.  Y. 


NEW 

STRENGTH 


References:  1.  Collective  Study,  Department  of  Medical  Research,  Winthrop  Laboratories. 
2.  Lichtman,  A.  L. : New  developments  in  muscle  relaxant  therapy,  Kentucky  Acad.  Gen. 
Pract.  J.  4:28,  Oct.,  1958.  3.  Lichtman,  A.  L.:  Relief  of  muscle  spasm  with  a new  central 
muscle  relaxant,  chlormezanone  (Trancopal),  Scientific  Exhibit,  Meeting  of  the  Inter- 
national College  of  Surgeons,  Miami  Beach,  Fla.,  Jan.  4-7,  1959.  4.  Ganz,  S.  E. : Clinical 
evaluation  of  a new  muscle  relaxant  (chlormethazanone) , J.  Indiana  M.  A.  52:1134, 
July,  1959.  5.  Mullin,  W.  G.,  and  Epifano,  Leonard:  Chlormezanone,  a tranquilizing 
agent  with  potent  skeletal  muscle  relaxant  properties.  Am.  Pract.  Digest  Treat.  10:1743, 
Oct.,  1959.  6.  Shanaphy,  J.  F. : Chlormezanone  (Trancopal)  in  the  treatment  of  dys- 
menorrhea: a preliminary  report.  Current  Therap.  Res.  1:59,  Oct.,  1959. 

Trancopal  (brand  of  chlormezanone)  and  Caplets,  trademarks  reg.  U.S.  Pat.  Off.  1408M  Printed  in  U.S.A. 
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Lederle  introduces  a masterpiec 


Strikingly  enhances 
the  traditional  advantages, 
of  broad-spectrum 

I 

antibiotics ...  I 

for  greater  patient-physician  benefit 

DECLOM Y CIN  is  a unique  fermentation  product  of  a strain  I 

of  Streptomyces  aureofaciens —th&  parent  organism  of  j 

AUREOMYCIN®*  and  ACHROMYCIN.®^ 

DECLOMYCIN  singularly  achieves:  < 

• far  greater  antibiotic  activity  with  far  less  I 

• greater  stability  in  body  media'*®’*  | 

• unrelenting  peak  activity  throughout  therapy'*’® 

• “extra-day”  protection  through  sustained  activity*’'* 

DECLOMYCIN  retains: 

• unsurpassed  broad-spectrum  range  of  activity'*’®’*'*'*^’*'* 

• rapid  activity*  '*’®’*’*® 

• excellent  toleration*'^’^’**’*^ 

• effectiveness  against  infection^  ®’’’’’ **’*^ 

• rapid  diffusion  in  body  tissues  and  fluids  *’'‘’®’* 

*Chlortetracycline  Lederle  '^Tetracycline  Lederle 


Far  greater 
antibiotic  activity 


far  less 

Mn  antibiotic 


Milligram  for  milligram,  DECLOMYCIN  brand  of 
Demethylchlortetracycline  has  two  to  four  times  the  inhibi- 
tory capacity  of  tetracycline  against  susceptible  organisms. 
Thus,  DECLOMYCIN  has  the  advantage  of  providing  sig- 
nificantly higher  serum  activity  levels  with  significantly  re- 
duced drug  intake.* 


Actually,  DECLOMYCIN  demonstrates  the  highest  ratio 
of  prolonged  activity  level  to  daily  milligram  intake  of  any 
known  broad-spectrum  antibiotic.  Reduction  of  milligram  in- 
take of  drug  reduces  hazards  of  related  physical  effect  on  in- 
testinal mucosa. 

‘Activity  level  is  a far  more  meaningful  basis  of  compari- 
son than  quantitative  blood  levels,  as  Hirsch  and  Finland 
note.  Action  upon  pathogens  is  the  ultimate  value. 
(Hirsch,  H.  A.  and  Finland,  M.:  Antibacterial  Activity  of 
Serum  of  Normal  Subjects  after  Oral  Doses  of  Demethyl- 
chlortetracycline, Chlortetracycline  and  Oxytetracycline. 
New  England  J.  Med.  260:1099  (May  28)  1959.) 


MYCIN 


Unrelenting 

peak  antimierobial  attae 
throughout  therapy 


The  high  level  of  DECLOMYCIN  activity  is  uniquely 
sustained.  It  is  not  just  an  initial  phenomenon  but  is 
constant— maintained  on  each  day  of  treatment  and 
between  doses— without  noticeable  diminution  of  in- 
tensity. Peak-and-valley  control  is  eliminated,  favoring 
continuous  suppression  of  pathogens  and  consequent 
improvement. 

This  DECLOMYCIN  constant  is  achieved  through 
remarkably  greater  stability  in  body  fluids,  resistance 
to  degradation  and  a low  rate  of  renal  clearance— all 
supporting  antibiotic  activity  for  extended  periods. 


mm 


“Extra-day”  activity 
for  security 
against  relapse 


DECLOMYCIN  maintains  significant  antibacterial 
activity  for  one  to  two  days  after  discontinuance  of 
dosage— a major  distinction  from  other  antibiotics. 
Previous  drugs  have  declined  abruptly  in  activity  fol- 
lowing withdrawal. 

DECLOMYCIN  thus  gives  the  patient  an  unusual 
degree  of  protection  against  resurgence  of  the  primary 
infection,  and  against  secondary  infection ...  sequelae 
not  infrequently  encountered  and  often  resembling  a 
“resistance  problem.”  Consequently,  reinstitution  of 
therapy  or  a change  in  therapy  should  rarely  be 
necessary. 


MYCIN 


A masterpiece  of 


greater  antibiotic  activity 


with  far  less  antibiotic  intake 


I 


unrelenting  peak  attack 


— enhancing  the  unsurpassed  features  of 
tetracycline . . . for  greater  physician-patient  benefits 


Demethylchlortetracycline  Lederle 
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major  contribution  | 
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Lederle 

research 


in  the  distinctive  dry-filled  duotone  capsule 


Ive  clomycin 

Demethylchlortetracycline  Lederle 


Available  as:  Capsules,  150  mg. 

Pediatric  Drops,  60  mg.  per  cc. 

Oral  Suspension,  75  mg.  per  5 cc.  tsp. 


Reports  presented  at  Seventh  Annual  Symposium  on  Antibiotics,  Mayflower  Hotel,  Wash- 
ington, D.  C.,  November  4-6,  1959:  1.  Boger,  W.  P.  and  Gavin,  J.  J.:  Demethylchlortetra- 
cycline: Serum  Concentration  Studies  and  Cerebrospinal  Fluid  Diffusion.  2.  Chavez  Max, 
G.:  Therapeutic  Evaluation  of  Demethylchlortetracycline  in  Human  Brucellosis.  3.  Duke, 
C.  J.;  Katz,  S.,  and  Donohoe,  R.  F. : Demethylchlortetracycline  in  the  Treatment  of  Pneu- 
monia. 4.  Finland,  M.;  Hirsch,  H.  A.,  and  Kunin,  C.  M.:  Observations  on  Demethyl- 
chlortetracycline. 5.  Fujii,  R.;  Ichihashi,  H.;  Minamitani,  M.;  Konno,  M.,  and  Ishibashi, 
T.:  Clinical  Results  with  Demethylchlortetracycline  in  Pediatrics  and  Comparative  Studies 
with  Other  Tetracyclines.  6.  Garrod,  L.  P.  and  Waterworth,  P.  M.:  The  Relative  Merits  of 
the  Four  Tetracyclines.  7.  Kanof,  N.  B.  and  Blau,  S.:  A Clinical  Evaluation  of  Declomycin 
Demethylchlortetracycline  in  the  Treatment  of  Pustular  Dermatoses.  8.  Kunin,  C.  M.; 
Dornbush,  A.  C.,  and  Finland,  M.:  Distribution  and  Excretion  of  Four  Tetracycline 
Analogues  in  Normal  Men.  9.  Marmell,  M.  and  Prigot,  A.;  The  Use  of  Demethylchlortetra- 
cycline in  Gonorrhea,  Lymphogranuloma  Venereum,  and  Donovanosis.  10.  Olarte,  J.:  The 
Sensitivity  of  Selected  Strains  of  Shigella,  Salmonella  and  Enteropathogenic  Escherichia 
coli  to  Demethylchlortetracycline  and  Tetracycline.  11.  Perry,  D.  M.;  Hall,  G.  A.,  and 
Kirby,  W.  M,  M.:  Demethylchlortetracycline:  A Clinical  and  Laboratory  Appraisal.  12. 
Roberts,  M.  S.;  Seneca,  H.,  and  Lattimer,  J.  K.:  Demethylchlortetracycline  in  Genitouri- 
nary Infections.  13.  Ross,  S.;  Puig,  J.R.;  and  Zaremba,  E.  A.:  Absorption  of  Demethylchlor- 
tetracycline in  Infants  and  Children:  Some  Preliminary  Observations.  14.  Vineyard, 
J.  P.;  Hogan,  J.,  and  Sanford,  J.  P.:  Clinical  and  Laboratory  Evaluation  of  Demethyl- 
chlortetracycline. 
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MARCH  1,  2,  3 and  4, 1960 

DAILY  HALF-HOUR  LECTURES  by 
Outstanding  Teachers  and  Speakers  on 
subjects  of  interest  to  both  general 
practitioner  and  specialist 

PANELS  on  Timely  Topics 


Palmer  House,  Chicago 

MEDICAL  Color  Telecasts 
TEACHING  Demonstrations 
INSTRUCTIONAL  Courses 

SCIENTIFIC  EXHIBITS  worthy  of 
real  study  and  helpful  and  time-saving 
Technical  Exhibits 


• The  Chicago  Medical  Society  Annual  Clinical  Conference 
should  be  a MUST  on  the  calendar  of  every  physician.  Plan 
now  to  attend  and  make  your  reservation  at  the  Palmer  House. 


When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

‘'pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 
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ANNOUNCING 

SGHERING’S 

NEW 


REU 


EASES  STRAINS 
SPRAINS  & LOW 
BACK  PAINS...! 


CARISOPRODOL 


RELA-a  new  myogesic  for  better 


Kuge,  T.:  To  be  published. 

^MYOGESIC 

muscle  ^analgesic 
relaxant 


relaxant  and  analgesic  therapy- 
more  adept  management  of 
spasm  and  pain  in  strains, 
sprains  and  low  back  pains. 


RELA— though  a single  drug— is  a true 
myogesic  and  works  rapidly 
to  achieve  three  desired  effects... 


Rela  relaxes  acute  muscle  spasm 
Relief  of  muscle  spasm  (96%  excellent 
to  good  effectiveness)^ 

Rela  provides  a unique  quality  of 
persistent  pain  relief  through 
its  relaxant  and  analgesic  actions 
“Relief  from  pain  'was  usually  rapid 
and  sometimes  dramatic”  ^ 

Rela,  through  relaxation  and  analgesia, 
assures  daytime  ease  and  nighttime  rest 
. A number  of  patients  reported 
freedom  from  insomnia  which  they 
attributed  to  freedom  from  pain.”i 


indications:  rela  is  most  beneficial  in  those 
conditions  of  the  musculoskeletal  system 
manifesting  pain,  stiffness  and  spasm, 
safetjf:  Studies  of  more  than  1400  patients 
indicate  that  the  toxicity  of  RELA  is  exceptionally 
low.  In  human  subjects,  respiratory, 
blood  pressure  or  blood  chemistry  changes 
and/or  renal,  hepatic  or  endocrine  dysfunction 
have  not  been  reported, 
dosage:  The  usual  adult  dosage  of  rela  is 
one  tablet  3 times  daily  and  at  bedtime. 

RELA  has  a rapid  onset  of  action,  with  relief 
usually  apparent  within  30  minutes,  and 
for  at  least  6 hours, 
supply:  RELA  is  available  as  350  mg.,  pink, 
coated  tablets  in  bottles  of  30. 


Carcinoma  of  the  thyroid 

Alexis  B.  Lubchenco,  M.D.,  Moderator 
Elmer  W.  Koneman,  M.D.,  Resident  in  Pathology* 


“There  are  certain  thyroid  tumors  grossly 
and  microscopically  identical  with  benign  ade- 
nomas except  for  one  feature:  They  show  micro- 
scopic invasion  of  vessels  or  of  the  capsule.”^  “In 
the  category  of  follicular  adenocarcinoma  of  the 
thyroid  gland  must  be  included  . . . benign  me- 
tastasizing struma,  a condition  in  which  thyroid 
tissue  of  histologically  normal  appearance  is  found 
to  have  metastasized  to  cervical  lymph  nodes, 
lungs,  bone  or  other  distant  organs.”^ 

The  significance  of  the  above  statements  is 
well-exemplified  by  the  following  case. 

Case  report 

A 21-year-old  three  months  pregnant  Spanish- 
American  female  entered  Presbyterian  Hospital 
on  Sept.  17,  1959,  with  a nodule  in  the  right  side 
of  the  neck.  This  nodule,  only  recently  noted,  ap- 
parently had  grown  slowly  and  was  asymptomatic. 

Physical  examination  revealed  a 2 by  2 cm. 
non-tender  nodule  in  the  right  lobe  of  the  thyroid 
gland  near  the  midline.  The  patient’s  blood  pres- 
sure, pulse  and  body  temperature  were  normal. 
There  were  no  signs  or  symptoms  of  toxicity  and 
the  BMR  was  plus  14.  The  remaining  physical 
examination,  routine  blood  count  and  urinalysis 
were  noncontributory.  The  patient  underwent  sur- 
gery. 

Surgery  (by  Dr.  B.  T.  Daniels):  The  thyroid 
gland  was  exposed  through  the  usual  collar  in- 
cision. A 2.5  cm.  well  encapsulated  nodule  was 
located  in  the  medial  portion  of  the  right  lobe 
which  extended  to  the  midline  and  was  anterior 
to  the  trachea.  This  nodule  with  its  capsule  was 
removed  and  after  gross  and  frozen  section  exam- 
ination the  pathologist  reported  “follicular  ade- 


♦Supported  by  grant  from  the  Frieda  L.  Maytag  Memorial 
Cancer  Fund,  Colorado  Division,  American  Cancer  Society. 


noma,  benign”  with  the  request  that  more  of 
the  tumor  bed  and  adjacent  gland  be  removed. 
This  was  done  and  closure  was  performed  without 
complication. 

Pathology  (Dr.  E.  W.  Koneman):  The  gross 
specimen  consisted  of  a well-encapsulated  thyroid 
nodule  which  measured  3 by  2 by  1.5  cm.  A small 
1 cm.  satellite  nodule  was  also  noted.  Sectioning 
revealed  a soft  fairly  dense  gray-yellow  surface 
in  which  the  colloid  content  was  visibly  dimin- 
ished. Microscopically,  there  were  noted  well- 
defined  small  closely  packed  follicles,  some  of 
which  contained  colloid.  The  epithelial  cells  ap- 
peared uniform  in  size  and  did  not  present  the 
usual  characteristics  associated  with  malignant 
change.  There  was  in  one  area,  however,  definite 
invasion  of  the  capsule  with  evidence  of  perivascu- 
lar lymphatic  involvement.  Despite  the  benign 
histologic  pattern,  our  diagnosis  was  follicular 
adenocarcinoma,  low  grade,  with  evidence  of  cap- 
sular and  lymphatic  invasion. 

Moderator  (Dr.  A.  E.  Lubchenco):  The  diag- 
nosis of  low  grade  follicular  carcinoma  of  the 
thyroid  gland  within  an  ennucleated  adenoma  has 
been  made  in  a 21 -year-old  white  female  who  is 
three  months  pregnant.  We  wish  now  to  open  this 
case  for  discussion  as  to  further  management.  Dr. 
Chapman,  would  you  present  the  possible  indica- 
tions for  x-ray  therapy? 

Dr.  K.  E.  Chapman:  Colloid  has  been  demon- 
strated on  microscopic  examination  and  it  is  evi- 
dent that  this  tumor  is  of  such  a functional  status 
that  it  will  concentrate  radioactive  iodine.  In  preg- 
nancy, radioactive  iodine  cannot  be  used  in  a 
therapeutic  dosage  after  three  months  gestation 
since  the  fetus  has  reached  a developmental  stage 
at  which  it  will  concentrate  iodine  in  its  own 
thyroid  gland.  A tracer  dose  of  radioactive  iodine, 
however,  could  be  administered  for  the  purpose 
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of  scanning  the  neck  to  determine  the  extent  of 
regional  lymph  node  involvement.  If  metastatic 
disease  were  found  in  the  neck,  local  x-ray  therapy 
to  these  areas  might  be  of  considerable  aid  in 
suppressing  further  spread  and  this  would  in  no 
way  affect  the  pregnancy. 

Dr.  J.  L.  Kovarik:  I believe  that  in  this  case 
a total  thyroidectomy  and  radical  neck  dissection 
on  the  side  of  the  tumor  should  be  done  immedi- 
ately. In  general,  metastatic  thyroid  carcinoma 
will  not  concentrate  radioactive  iodine  unless  the 
gland  has  been  ablated.  Local  x-ray  therapy  to 
the  neck  could  be  used  after  surgery  and,  if  indi- 
cated, radioactive  iodine  therapy  could  be  post- 
poned until  after  the  delivery.  Even  though  these 
tumors  are  low  grade  and  slow  growing,  the  pa- 
tient still  may  die  in  the  future  with  metastatic 
carcinoma. 

Dr.  G.  B.  Kent:  It  is  difficult  to  categorize 
thyroid  carcinoma  and  say  what  therapy  should 
be  instituted.  However,  in  a pregnant  woman,  no 
matter  what  the  pathologic  diagnosis  might  be,  I 
feel  it  would  be  safe  to  let  her  have  her  baby 
before  anything  is  done.  If  a highly  undifferenti- 
ated carcinoma  was  found,  nothing  you  do  will  be 
of  aid  anyway.  If  the  carcinoma  were  papillary, 
or  as  in  the  case  under  discussion,  well  differenti- 
ated follicular  carcinoma,  these  by  nature  are 
slow-growing  and  the  patient  may  not  die  for  a 
long  time  from  metastatic  disease.  Total  thyroid- 
ectomy, node  dissection,  local  x-ray  and  radio- 
active iodine  therapy  could  be  carried  out  after 
the  pregnancy  in  the  event  local  or  metastatic  re- 
currence subsequently  developed. 

Dr.  B.  T.  Daniels:  Varying  opinions  concerning 
the  therapy  of  choice  have  been  expressed  and  a 
review  of  the  literature  will  reveal  as  many  dif- 
ferent points  of  view.  At  the  original  operation 
we  had  a solitary  nodule  which  looked  perfectly 
benign,  both  upon  gross  and  frozen  section  exam- 
ination. The  lesson  to  learn  from  this  case  is  that 
categorically  anything  less  than  a subtotal  thy- 
roidectomy is  inadequate  surgical  treatment  for  a 
solitary  adenoma  of  the  thyroid.  The  remaining 
gland  looks  normal,  but  you  just  never  know.  In 
this  case  we  decided  to  reoperate  immediately  and 
do  a total  thyroidectomy.  It  was  felt  that  this 
would  facilitate  further  x-ray  or  radioactive  iodine 
therapy  if  indicated.  We  also  had  a real  concern 
as  to  what  effect,  if  any,  pregnancy  has  on  thyroid 
carcinoma.  During  the  total  thyroidectomy  we 
found  one  small  lymph  node  at  the  base  of  the 
right  lobe  which  was  positive  for  carcinoma.  Al- 
though no  other  nodes  were  found,  they  may  be 
there  and  we  are  planning  to  follow  with  local 
x-ray  therapy  to  the  neck. 

Fig.  1.  Total  replacement  lymph  node  by  well 
differentiated  follicular  carcinoma.  (H&E  X200). 

Summary 

Dr.  A.  E.  Lubchenco:  Both  of  the  lobes  of  the 
thyroid  gland  removed  at  the  second  operation 
were  serially  blocked.  Small  foci  of  carcinoma 


were  found  in  each  lobe.  A separately  submitted 
right  regional  lymph  node  was  replaced  with  simi- 
lar well  differentiated  follicular  carcinoma  which 
well  illustrates  the  probability  of  regional  lymph 
node  involvement  in  carcinomas  of  this  nature 
(Fig.  1).  I wish  to  emphasize  what  Dr.  Daniels 
has  said.  As  much  of  the  thyroid  gland  as  pos- 
sible should  be  removed  in  the  case  of  a grossly 
benign  adenoma.  Many  observers  have  demon- 
strated that  carcinoma  of  the  thyroid  may  be 
present  in  multiple  foci.  A five-year  review  of 
follicular  and  papillary  carcinomas  of  the  thyroid 
gland  at  Presbyterian  Hospital  revealed  an  inci- 
dence of  13  per  cent  bilateral  involvement.  We  are 
not  certain  whether  this  indicates  multicentric 
origin  of  the  carcinoma  or  intra-glandular  metas- 
tatic spread. 

From  the  discussion  this  morning  the  following 
points  deserve  emphasis: 

1.  In  some  cases  well  differentiated  carcinoma 
of  the  thyroid  gland  may  be  identified  from  a 
benign  adenoma  only  by  the  presence  of  capsular 
or  lymphatic  invasion. 

2.  Anything  less  than  a subtotal  thyroidectomy 
for  a solitary  adenoma  of  the  thyroid  gland  is  in- 
adequate treatment. 

3.  Radioactive  iodine  therapy  for  carcinoma  of 
the  thyroid  gland  cannot  be  instituted  during 
pregnancy  after  the  third  month  of  gestation;  how- 
ever, local  x-ray  therapy  to  the  neck  may  be  of 
value. 

4.  Mode  of  therapy  for  this  type  of  carcinoma 
is  highly  controversial.  There  are  many  pro- 
ponents for  conservative  management  but  also  a 
strong  segment  favoring  immediate  total  thyroid- 
ectomy with  radical  neck  dissection. 
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New  boohs  received 

New  books  received  are  acknowledged  in  this 
section.  From  these,  selections  will  be  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  be  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 

Handbook  of  Poisoning:  Diagnosis  and  Treatment:  By  Robert 
H.  Dreisbach,  M.D.  2nd  edition.  Los  Altos,  Lange  Medical 
Publications,  1959.  474  p.  Price;  $3.50. 

Biopsy  Manual:  By  J.  D.  Hardy,  M.D.;  J.  C.  Griffin,  Jr.,  M.D., 
and  J.  A.  Rodriguez,  M.A.,  M.D.  Philadelphia,  W.  B.  Saunders 
Co.,  1959.  150  p.  Price;  $6.50. 

Metabolic  Care  of  the  Surgical  Patient:  By  Francis  D.  Moore, 
M.D.  Philadelphia,  W.  B.  Saunders  Co.,  1959.  1011  p.  Price: 
$20.00. 

Current  Medical  References:  Edited  by  Paul  J.  Sanazaro,  M.D. 
Los  Altos.  Lange  Medical  Publications,  1959.  535  p.  Price:  $3.50. 

and  Itch;  Nervous  Mechanisms:  Ciba  Foundation,  Study 
Group  No.  1.  Boston,  Little,  Brown  & Co.,  1959.  120  p.  Price; 
$2.5). 

Steric  Course  of  Microbiological  Reactions;  Ciba  Foundation, 
Study  Group  No.  2.  Boston,  Little,  Brown  & Co.,  1959.  115  p. 
Price:  $2.50. 

Jewish  Medical  Ethics:  By  Rabbi  Dr.  Immanuel  Jakabovits. 
New  York,  Philosophical  Library,  1959.  Price:  $6.00. 

Atlas  of  Roentgenographic  Positions:  By  Vinita  Merrill.  St. 
Louis,  C.  V.  "losby  Co.,  1959.  2 volumes.  Price:  $32.50. 

The  Ciba  Collection  of  Medical  Illustrations:  By  Frank  H. 
Netter.  Volume  3:  Normal  and  Pathologic  Anatomy  of  the 
Digestive  System,  Part  1:  Upper  Digestive  Tract.  New  York, 
Ciba  Pharmaceuticals,  Inc.,  1959.  206  p.  Price:  $12.50. 


Book  reviews 

The  Anatomy  of  the  Nervous  System;  Its  Development  and 
Function:  By  Stephen  Walter  Ranson,  M.D.,  Ph.D.,  revised  by 
Sam  Lillard  Clark,  M.D.,  Ph.D.  10th  edition.  Philadelphia, 
W.  B.  Saunders  Co.,  1959.  622  p.  Price;  $9.50. 

The  tenth  edition  of  this  standard  textbook  of 
neuroanatomy  appears  to  maintain  the  standard 
of  excellence  set  forth  in  earlier  editions.  The 
text  is  as  clear  and  concise  as  is  possible  for  a 
treatise  on  the  subject  to  be.  Although  the  con- 
tents have  not  been  altered  greatly,  from  that  of 


the  previous  edition,  recent  important  advances 
in  the  fields  of  neuroanatomy  and  neurophysiology 
have  been  included.  Perhaps  somewhat  greater 
emphasis  might  have  been  placed  on  the  im- 
portance of  the  reticular  formation  of  the  brain 
stem  and  its  role  in  maintenance  of  the  conscious 
state. 

The  book  is  well-bound  in  high-grade  paper. 
The  index  is  excellent  and  the  bibliography  suffi- 
ciently comprehensive,  with  many  recent  inclu- 
sions. As  a basic  text  for  the  newcomer  to  the 
field  of  neuroanatomy,  or  for  the  casual  inquirer, 
this  tenth  edition  of  Ranson  and  Clark  is  eminent- 
ly satisfactory.  ^ ^ 

An  Atlas  of  Normal  Radiographic  Anatomy:  By  Isadore 
Meschan,  M.A.,  M.D.  2nd  edition.  Philadelphia,  W.  B.  Saunders 
Co.,  1959.  759  p.  Price:  $16.00. 

The  first  edition  of  this  book,  published  in 
1951,  has  already  become  an  important  part  of 
every  radiologist’s  library.  This,  the  second  edi- 
tion— issued  eight  years  later— is  an  enlarged  and 
improved  reference  book  which  will  also  be  useful 
to  the  medical  student,  anatomist,  general  prac- 
titioner, resident,  and  x-ray  technician. 

Almost  all  sections  of  the  book  have  benefited 
by  the  revision  which  includes  new  illustrations. 
Some  of  the  new  radiographic  reproductions  are 
from  LogEtronic  prints  which  are  unquestionably 
of  great  value  in  improving  clarity. 

Additions  have  been  made  regarding  special 
studies  of  the  heart  and  major  blood  vessels; 
greater  emphasis  has  been  placed  on  cerebral 
arteriography  and  venography. 

An  important  chapter  on  radiation  protection 
has  been  added. 

The  first  edition  has  been  useful;  the  second 
edition  will  be  even  more  valuable.  B L P 

Difficult  Diagnosis;  A Guide  to  the  Interpretation  of  Obscure 
Illness:  By  H.  J.  Roberts,  M.D.  Philadelphia,  W.  B.  Saunders 
Co.,  1959.  913  p.  Price:  $19.00. 

This  book  represents  a monumental  accom- 
plishment by  one  man.  An  unbelievable  amount 
of  medical  literature  has  been  reviewed  and  di- 
gested in  widely  divergent  fields  of  medicine.  The 
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author  intends  the  books  to  be  of  help  in  diag- 
nostic problem  cases,  and  has  provided  many 
tables  and  classifications  of  disease  that  are  of 
value. 

Equally  as  important,  if  not  more  so,  are  the 
bits  of  wisdom  that  the  author  has  included  for 
the  clinician  to  remember  when  approaching  dif- 
ficult diagnostic  problems.  For  example,  he  quotes 
from  a paper  by  Gruver  and  Freis  analyzing  di- 
agnostic errors  encountered  in  a study  of  1,106 
autopsies  that  “correctable  misdiagnosis  could  be 
attributed  as  frequently  to  deficiencies  involving 
medical  judgment,  alertness,  and  thoroughness  as 
to  the  actual  lack  of  medical  knowledge.”  In  the 
main,  these  authors  found  these  shortcomings  to 
include  the  following:  (1)  failure  to  obtain  routine 
screening  tests,  particularly  roentgenograms  of 
the  chest;  (2)  the  ignoring  of  positive  symptoms, 
signs  or  laboratory  reports  which  did  not  fit  in 
with  the  initial  diagnostic  impression;  (3)  the 
failure  to  repeat  pertinent  laboratory  tests;  (4) 
attributing  the  patient’s  present  illness  entirely 
to  complications  of  a previously  diagnosed  state; 
(5)  the  false  sense  of  security  engendered  by  mis- 
leading negative  laboratory  reports,  particularly 
x-ray  films  which  did  not  initially  disclose  the 
lesions;  and  (6)  in  long  illnesses  the  failure  to 
review  and  summarize  the  accumulated  data,  and 
to  repeat  the  physical  examination  at  frequent 
intervals.  This  book  is  especially  recommended 
for  physicians  who  do  consultative  work. 

L.  R.  Wurtzebach,  M.D. 


A Woman  Doctor  Looks  at  Love  and  Life:  By  Dr.  Marion 
Hilliard.  Garden  City,  N.  Y.,  Doubleday  & Co.,  1957.  190  p. 
Price:  $2.95. 

Written  originally  as  a series  of  magazine 
articles,  this  short  volume  contains  chapters  of 
advice  for  women  of  all  ages.  As  such,  it  possibly 
has  wide  general  appeal,  but  little  specific  value 
to  the  physician  who  might  wish  to  recommend 
it  to  patients  coping  with  particular  female  prob- 
lems. The  adolescent’s  anxieties  are  scarcely  fas- 
cinating reading  to  the  matron  seeking  solace  in 
her  menopause. 

However,  as  an  expression  of  one  obstetrician- 
gynecologist’s  opinion,  the  book  is  both  interesting 
and  instructive.  Dr.  Hilliard  is  obviously  a physi- 
cian of  great  professional  experience,  with  the 
added  advantage  of  being  a woman,  and  thus 
especially  understanding  of  women  and  their  prob- 
lems. The  book  makes  good  light  reading  for 
fellow  specialists  and  others  interested  in  learning 
“what  every  woman  should  know  about  being 

female.  Maxwell  A.  Abelman,  M.D. 

Bone  Tumors:  By  Louis  Lichtenstein,  M.D.  St.  Louis,  C.  V. 
Mosby  Co.,  1959.  402  p.  Price:  $12.00. 

This  is  the  second  edition  of  Louis  Lichten- 
stein’s excellent  treatise  on  bone  tumors.  His  first 
edition,  published  six  years  ago,  has  been  thorough- 
ly revised  with  some  modification  in  nearly  every 
chapter.  Four  new  chapters  have  been  added,  two 
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of  which  concern  tumors  of  periosteal  origin  and 
tumors  of  synovial  joints,  bursae  and  tendon 
sheaths. 

Dr.  Lichtenstein  is  an  eminent  consultant  on 
bone  tumors  and  needs  no  further  qualification  by 
this  reviewer. 

The  book  is  composed  of  24  chapters,  each 
dealing  with  a separate  bone  tumor.  Each  chapter 
contains  exactly  what  is  necessary  for  study  with- 
out case  histories,  prolonged  differential  diagnoses 
or  pros  and  cons  of  treatment.  The  average  chap- 
ter has  a short  history  of  the  tumor,  the  roentgeno- 
graphic  picture,  clinical  diagnostic  features,  pa- 
thology, treatment  and  prognosis,  a short  sum- 
mary and  finally  several  pertinent  and  recent 
references.  The  numerous  illustrations  are  excel- 
lent. 

Dr.  Lichtenstein  is  rather  obdurate  in  some  of 
his  statements;  for  example,  he  maintains  that  a 
difference  can  and  should  be  made  between 
Ewing’s  sarcoma  and  (primary)  reticulum  cell 
sarcoma.  He  differs  with  several  authorities,  such 
as  Geschicter  and  Stout,  concerning  the  site  of 
origin  and  the  speed  of  growth  of  fibrosarcomas. 
However,  these  differences  of  opinion  do  not  de- 
tract from  this  book. 

Because  of  its  conciseness,  completeness  and 

authoritativeness,  I would  recommend  this  book 

to  all  pathologists,  radiologists,  orthopedists  and 

medical  librarians.  ur  n-  u -ur  -mr  ta 

William  H.  Keener,  M.D. 


General  Urology:  By  Donald  R.  Smith,  M.D.,  Clinical  Professor 
of  Urology,  University  of  California  School  of  Medicine.  2nd 
edition.  Los  Altos,  Lange  Medical  Publications,  1959.  328  p. 
Price:  $4.40. 

This  is  an  excellent  practical  manual  of  general 
urology,  which  should  have  its  greatest  use  for 
medical  students  and  general  practitioners  who 
need  a broad  general  knowledge  of  the  subject 
but  who  do  not  need  specific  detailed  knowledge 
of  surgical  procedures  which  the  specialist  re- 
quires. The  chapters  on  injuries  to  the  genito- 
urinary tract  and  on  non-specific  infections  are 
particularly  good,  and  the  paragraphs  on  differ- 
ential diagnosis  should  be  helpful  to  all  physicians. 

Sam  W.  Downing,  M.D. 


Medical  Radiographic  Technic:  Prepared  by  Technical  Service, 
X-ray  Department,  General  Electric  Company,  under  the 
original  editorial  supervision  of  the  late  Glenn  W.  Files. 
Revision  by  William  L.  Bloom,  Jr.,  and  others.  2nd  edition. 
Springfield,  111.,  Charles  C.  Thomas,  1959.  386  p.  Price:  $11.00. 

This  book  is  the  second  and  revised  edition  of 
the  excellent  guide  for  x-ray  technicians  first  pre- 
pared under  the  editorial  supervision  of  the  late 
Glenn  W.  Files.  Like  its  predecessor,  it  will  un- 
doubtedly continue  to  be  known  as  “Files”  within 
the  x-ray  department. 

The  original  book  served  as  an  excellent  text- 
book for  the  student  x-ray  technician  as  well  as 
a guide  for  all  within  the  department,  including 
the  radiologist.  The  revised  edition  includes  vari- 
able voltage  technics,  body  section  roentgenology 
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and  a chapter  on  special  procedures. 

As  before,  the  book  is  valuable  for  its  section 
on  positioning.  It  can  be  recommended  for  all 
x-ray  departments,  as  well  as  for  the  office  of 
any  physician  who  has  an  x-ray  machine. 

B.  L.  P. 


be  in  every  reference  library.  The  English  is 
concise,  simple  and  refreshingly  free  of  ten  sylla- 
ble words.  The  book  is  beamed  primarily  at  the 
specialist,  but  the  student  and  generalist  will  find 
much  of  value  in  it.  ^ Downing,  M.D. 


Patient  Care  and  Special  Procedures  in  X-ray  Technology: 
By  Carol  H.  Vennes,  R.N.,  B.S.,  and  John  C.  Watson,  R.T. 
St.  Louis,  C.  V.  Mosby  Co.,  1959.  203  p.  Price:  $5.70. 

Written  by  a registered  nurse  and  a registered 
x-ray  technician,  this  book  represents  a remark- 
ably complete  compilation  of  principles  of  nurs- 
ing care  related  to  special  x-ray  procedures.  It 
also  discusses  the  technics  of  the  procedures  as 
related  to  the  x-ray  technician. 

The  book  can  be  recommended  in  the  curricu- 
lum of  all  schools  of  nursing  and  of  x-ray  tech- 
nology. It  will  be  of  value  to  the  radiologist  as  an 
outline  and  guide  to  the  training  of  his  technicians 
in  special  examinations,  even  though  he  may  modi- 
fy the  procedure  within  his  own  department. 

B.  L.  P. 


Surgery  of  the  Prostate:  By  Henry  M.  Weyrauch,  M.D., 
F.A.C.S.,  Clinical  Professor  of  Surgery,  Stanford  University 
School  of  Medicine.  Philadelphia,  W.  B.  Saunders  Co.,  1959. 
535  p.  Price:  $15.00. 

It  would  be  difficult  to  laud  this  book  too 
highly.  It  is  a well-thought-out,  excellently  or- 
ganized treatise  on  prostatic  surgery  which  should 
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NEW  EVIDENCE  SUGGESTS  ANOTHER  REASON  FOR  PRESCRIBING  TAO 


The  impression  that  TAO  is  an  unusually  active  antibiotic 
has  steadily  gained  recognition  by  impressive  clinical  per- 
formance. Now  come  reports  of  in  vivo  and  in  vitro  biological 
and  biochemical  evaluations  that  show  TAO  to  be  indeed 
unique.'-’ 

TAO  differs  from  other  antibiotics  in  that  it  is  metabolized  to 
multiple  active  compounds  which  remain  active  throughout 
their  presence  in  the  body.  These  7 derivatives  (in  addition 
to  TAO)  show  activity  against  common  Gram-positive  patho- 
gens, including  resistant  strains  of  Staph,  aureus. 

In  light  of  these  findings,  take  another  look  at  TAO  perform- 
ance: • 92%  success  in  published  cases  of  Gram-positive 
respiratory,  skin,  soft  tissue  and  genitourinary  infection 

• Effective  against  78%  of  64  “antibiotic-resistant”  epi- 
demic staphylococci.  (In  the  same  study,  chloramphenicol 
was  active  against  52%;  erythromycin  against  only  25%)’ 

• No  side  effects  in  94%;  infrequent  reactions  mild  and 
easily  reversed  • Quickly  absorbed  • Highly  palatable. 

Sound  reasons  tO:  Start  with  TAO  to  end  9 out  of  10  common 
Oram-positive  infections. 

Supplied;  TAO  Capsules— 250  mg.,  and  125  mg.,  bottles  of  60. 
TAO  fnr  Oral  Suspension -125  mg.  per  tsp.  (5  cc.)  when  re- 
constituted; unusually  palatable  cherry  flavor;  60  cc.  bottle. 
Prescription  only. 

Other  TAO  forms  available:  TAO  Pediatric  Drops:  flavorful,  easy 

to  administer.  TAO®-AC:  TAO  analgesic,  antihistaminic  com- 
pound. TAOMID®:  TAO  with  triple  sulfas.  Intramuscular  or  Intra- 
venous: in  clinical  emergencies.  Prescription  only. 


1.  English,  A.  R.,  and  McBride,  T:  J.:  Proc.  Soc.  Exper.  Biol.  & 
Med.  100:880  (Apr.)  1959.  2.  Celmer,  W.  D.:  Antibiotics  Annual 
1958-1959,  New  York,  Medical  Encyclopedia,  Inc.,  1959,  p.  277. 
3.  English,  A.  R.,  and  Fink,  F.  C.:  Antibiotics  & Chemother. 
8:420  (Aug.)  1958. 
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Nevada  State  Medical  Association 

Annual  Meeting,  September  7-10,  1960 
Las  Vegas 

OFFICERS — 1959-1960 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1960  Annual  Session. 

President:  Ernest  W.  Mack,  Reno. 

President-elect:  Wesley  W.  Hall,  Reno. 

Secretary-Treasurer:  William  A.  O'Brien,  III,  Reno. 

Delegate  to  American  Medical  Association:  Wesley  W.  Hall, 
Reno;  alternate:  Earl  N.  Hillstrom,  Reno. 

Executive  Committee:  Roland  Stahr,  Reno;  Ernest  W.  Mack, 
Reno;  William  A.  O'Brien,  III,  Reno;  Wesley  W.  Hall,  Reno.; 
Earl  N.  Hillstrom,  Reno;  Stanley  L.  Hardy,  Las  Vegas;  Thomas 
S.  White,  Boulder  City;  John  M.  Read,  Elko;  John  M.  Moore, 
East  Ely;  William  M.  Tappan,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.  O.  Box  2790,  Reno; 
telephone  FA  3-6788. 

Standing  committees 

ARRANGEMENTS  AND  PROGRAM:  Thomas  S.  White,  Boulder 
City,  Chairman;  Harold  L.  Boyer,  Las  Vegas;  Stanley  L.  Hardy, 
Las  Vegas;  Ralph  W.  Hemington,  Las  Vegas;  Earl  N Hillstrom, 
Reno;  John  M.  Read,  Elko;  Glenn  W.  Tueller,  Las  Vegas;  Adrien 
Ver  Brugghen,  Las  Vegas. 

CONSTITUTION  AND  BY-LAWS:  William  A.  O'Brien,  Reno, 
Chairman;  Fred  M.  Anderson,  Reno;  Vernon  Cantlon,  Reno;  Earl 
N.  Hillstrom,  Reno. 

LEGISLATIVE:  Kenneth  F.  Maclean,  Reno,  Chairman;  Vernon 
Cantlon,  Reno;  James  N.  Greear,  Reno;  Stanley  L.  Hardy,  Las 
Vegas;  George  R.  Magee,  Reno;  John  M.  Moore,  East  Ely; 
Leslie  A.  Moren,  Elko;  T.  V.  Ross,  Gardnerville;  George  S.  Weiss, 
Winnemucca;  Thomas  S.  White,  Boulder  City;  V.  A.  Salvadorini, 
Reno. 

INSURANCE:  Earl  N.  Hillstorm,  Reno,  Chairman;  Fred  M. 
Anderson,  Reno;  Edwin  Cantlon,  Reno;  Millard  Duxbury,  Reno; 
Thomas  K.  Hood,  Elko;  Richard  H.  Laub,  Las  Vegas;  Arthur  E. 
Scott,  Reno;  William  M.  Tappan,  Reno. 

CIVILIAN  DEFENSE,  EMERGENCY  MEDICAL  SERVICE,  MILITARY 
AND  VETERANS  AFFAIRS:  Gilbert  G.  Lenz,  Reno,  Chairman; 
Eugene  H.  Bastien,  Elko;  Robert  F.  Biglin,  Reno;  Edwin  Cantlon, 
Reno;  James  R.  Herz,  Reno;  Kenneth  F.  Maclean,  Reno;  William 
B.  Ririe,  McGill;  Alan  J.  Roche,  Sparks;  Gerald  J.  Sylvain,  Las 
Vegas. 

PUBLIC  HEALTH  ADVISORY:  William  E.  Simpson,  Reno,  Chair- 
man; Reed  J.  Anderson,  East  Ely;  David  D.  Carr,  Las  Vegas; 
Daniel  J.  Hurley,  Carson  City;  Robert  Locke,  Reno;  Olin  C. 
Moulton,  Reno;  Roger  C.  Seyferth,  Elko. 

TUBERCULOSIS:  Robert  Locke,  Reno,  Chairman;  Frederick  L. 
Coddington,  Reno;  Thomas  F.  Keyes,  Las  Vegas;  Kermit  J.  Ryan, 
Las  Vegas;  David  S.  Thompson,  Reno. 

MEDICAL  SURVEY  AND  RURAL  HEALTH:  Vernon  Cantlon, 
Reno,  Chairman;  Dennis  Cunningham,  Las  Vegas;  George  R. 
Magee,  Reno;  Alan  J.  Roche,  Sparks;  George  S.  Weiss,  Winne- 
mucca; William  Welch,  Gabbs. 

INDUSTRIAL  HEALTH  AND  N.I.C.  LIAISON:  William  M.  Tappan, 
Reno,  Chairman;  Leslie  A.  Moren,  Elko;  Walter  F.  Quinn,  Reno; 
Hale  B.  Slavin,  Las  Vegas;  George  S.  Weiss,  Winnemucca. 

PR.  AND  HOME  AND  HIGHWAY  SAFETY:  Leo  D.  Nannini, 
Reno,  Chairman;  Glenn  W.  Tueller,  Las  Vegas,  Co-chairman; 
Robert  V.  Broadbent,  Reno;  Hugh  S.  Collett,  Elko;  Edgar  L. 
Compton,  Las  Vegas;  Roy  N.  Ekiund,  Las  Vegas;  Martin  W. 
Payne,  Las  Vegas;  Joseph  M.  Presti,  Lovelock;  William  B.  Ririe, 
McGill;  Jack  P.  Sargent,  Reno;  William  E.  Simpson,  Reno; 
George  S.  Weiss,  Winnemucca;  William  Welsh,  Gabbs. 

FINANCE:  Wesley  W.  Hall,  Reno,  Chairman;  Stanley  L.  Hardy, 
Las  Vegcs;  Earl  N.  Hillstrom,  Reno;  William  A.  O'Brien,  Reno; 
John  M.  Read,  Elko. 

WOMAN'S  AUXILIARY  ADVISORY:  Edwin  Cantlon,  Reno,  Chair- 
man; Stanley  L.  Hardy,  Las  Vegas;  Leslie  A.  Moren,  Elko; 
William  B.  Ririe,  McGill. 

NECROLOGY:  David  C.  Lambird,  Sparks. 

PROFESSIONAL  EDUCATION:  David  S.  Thompson,  Reno,  Chair- 
man; Emanuel  Berger,  Reno;  Stanley  L.  Hardy,  Las  Vegas; 
Ernest  W.  Mack,  Reno;  William  A.  O'Brien,  Reno;  Lowell  J. 


Peterson,  Reno;  Hale  B.  Slavin,  Las  Vegas;  Adrien  Ver  Brugghen, 
Las  Vegas. 

MENTAL  HEALTH:  Leslie  H.  Gould,  Reno,  Chairman;  Raymond 
M.  Brown,  Reno;  Richard  W.  Brown,  Reno;  Sidney  J.  Tillim, 
Reno. 

HISTORIAN:  Frederick  W.  Meng,  Reno,  Chairman;  Fred  M. 
Anderson,  Reno;  James  L.  Swank,  Las  Vegas. 

GERIATRICS:  Lawrence  A.  Russell,  Reno,  Chairman;  Frederick 
D.  Elliott,  Reno;  Francis  M.  Kernan,  Reno;  Leslie  A.  Moren, 
Elko;  Noah  Smernoff,  Reno;  Zigmunt  M.  Starzynski,  Las  Vegas. 

CANCER  COMMISSION:  John  W.  Callister,  Reno,  Chairman, 
1961;  Harold  L.  Boyer,  Las  Vegas,  1961;  Thomas  K.  Hood, 
Elko,  Vice-chairman,  1961;  Joseph  R.  Fouts,  Las  Vegas,  1960; 

V.  A.  Salvadorini,  Reno,  1960;  Horace  E.  Taylor,  Reno,  1960; 
Fred  M.  Anderson,  Reno,  Secretary,  1962;  Daniel  J.  Hurley, 
Carson  City,  1962;  David  S.  Thompson,  Reno,  1962. 

BLOOD  BANK:  V.  A.  Salvadorini,  Reno,  Chairman;  Joseph  R. 
Fouts,  Las  Vegas;  Lawrence  Parsons,  Reno. 

MATERNAL  HEALTH:  Paul  O.  Wiig,  Reno,  Chairman;  Donald 
1.  Mohler,  Reno;  Leslie  A.  Moren,  Elko;  Robert  P.  O'Donnell, 
Las  Vegas;  Frank  V.  ReuckI,  Winnemucca;  Frank  W.  Samuels, 
Reno. 

CHILD  HEALTH:  Emanuel  Berger,  Reno,  Chairman;  Eugene  H. 
Bastien,  Elko;  Grant  Lund,  Las  Vegas;  John  G.  Scott,  Reno; 
B.  A.  Winne,  Reno. 

MEDICARE  ADVISORY:  Arthur  E.  Scott,  Reno,  Chairman; 
Millard  Duxbury,  Reno;  William  E.  Pasutti,  Reno;  Walter  F. 
Quinn,  Reno;  Lowell  J.  Peterson,  Reno;  Paul  0.  Wiig,  Reno. 

PUBLIC  ASSISTANCE  MEDICAL  CARE  ADVISORY:  Richard  C. 
Sheretz,  Reno,  Chairman;  Vernon  Cantlon,  Reno;  Earl  N. 
Hillstrom,  Reno;  Thomas  K.  Hood,  Elko;  Francis  M.  Kernan, 
Reno;  Charles  D.  Fanning,  Reno;  Lawrence  Russell,  Reno;  Glenn 

W.  Tueller,  Las  Vegas. 

MEDICAL  ASSISTANTS  ADVISORY:  Vernon  Cantlon,  Reno, 
Chairman;  John  R.  Ervin,  Reno;  Wesley  W.  Hall,  Reno;  Earl  N. 
Hillstrom,  Reno;  Chester  C.  Lockwood,  Las  Vegas;  Arthur  E. 
Scott,  Reno;  Stanley  L.  Hardy,  Las  Vegas. 

CRIPPLED  CHILDREN'S  ADVISORY:  William  A.  Teipner,  Reno, 
Chairman;  Emanuel  Berger,  Reno;  John  G.  Scott,  Reno. 

HOSPITAL:  Gilbert  G.  Lenz,  Reno,  Chairman;  Fred  M.  Anderson, 
Reno;  Edwin  Cantlon,  Reno;  Vernon  Cantlon,  Reno;  A.  J. 
Dingacci,  Fallon;  John  M.  Moore,  East  Ely;  William  A.  O'Brien, 
Reno;  Lome  Phillips,  Henderson;  Glenn  W.  Tueller,  Las  Vegas. 

Advisory  Subcommittee  to  work  with  Nevada  State  Hospital: 
V.  A.  Salvadorini,  Reno,  Chairman;  Leslie  A.  Gould,  Reno; 
Robert  K.  Myles,  Reno. 

ALCOHOLISM:  Charles  E.  Fleming,  Reno,  Chairman;  Harry  E. 
Fightlin,  Las  Vegas;  Dwight  L.  Hood,  Reno;  J.  S.  Phalen,  Reno; 
Walter  F.  Quinn,  Reno;  William  E.  Simpson,  Reno;  Kenneth  F. 
Smith,  Las  Vegas;  James  H.  Swartzfager,  Las  Vegas. 

MEDICAL  ADVISORY  TO  NEVADA  SOCIETY  FOR  CRIPPLED 
CHILDREN:  William  E.  Pasutti,  Reno,  Chairman;  John  W. 
Brophy,  Reno;  Charles  E.  Fleming,  Reno;  Daniel  J.  Hurley, 
Carson  City;  Frank  A.  Russell,  Reno;  Kermit  J.  Ryan,  Las  Vegas; 
William  E.  Teipner,  Reno. 


The  Colorado  State  Medical  Society 

Midwinter  Clinical  Session,  February  16-19,  1960 
Denver 

President:  John  L.  McDonald  (Chairman  of  the  Board),  Colo- 
rado Springs. 

President-elect:  Cyrus  W.  Anderson,  Denver. 

Vice  President:  J.  Alan  Shand  (Vice  Chairman  of  the  Board), 
La  Junta. 

Treasurer:  William  C.  Service,  Colorado  Springs,  1962. 
Additional  Trustees:  Carl  W.  Swartz,  Pueblo,  1960;  Fred  R. 
Harper,  Denver,  1961;  Walter  M.  Boyd,  Greeley,  1961;  Carl 
H.  McLauthlin,  Denver,  1962. 

Delegates  to  A.M.A.:  Kenneth  C.  Sawyer,  Denver,  1960;  (Al- 
ternate, Gatewood  C.  Milligan,  1960) ; E.  H.  Munro,  Grand 
Junction,  1961;  (Alternate,  Harlan  E.  McClure,  1961);  I.  E. 
Hendryson,  Denver,  1961;  (Alternate,  C.  C.  Wiley,  Longmont, 
1961). 

Executive  Secretary:  Mr.  Harvey  T.  Sethman,  835  Republic 
Building,  Denver  2,  Colorado;  telephone  AComa  2-0547. 

See  December,  1959,  issue  for  complete  list  of  committees. 
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Montana  Medical  Association* 

Interim  Session,  February  26-27,  1960 
Helena 

President:  Leonard  W.  Brewer,  Missoula. 

President-elect:  Raymond  F.  Peterson,  Butte. 

Vice  President:  Everett  H.  Lindstrom,  Helena. 
Secretary-Treasurer:  W.  E.  Harris,  Livingston. 

Assistant  Secretary-Treasurer:  Jess  T.  Schwidde,  Billings. 
Executive  Committee:  Leonard  W.  Brewer,  Missoula;  Raymond 
F.  Peterson,  Butte;  Everett  H.  Lindstrom,  Helena;  W.  E. 
Harris,  Livington;  Jess  T.  Schwidde,  Billings;  John  A.  Layne, 
Great  Falls;  Herbert  T.  Caraway,  Billings. 

Delegate  to  American  Medical  Association:  Paul  J.  Gans, 
Lewiston;  alternate,  S.  C.  Pratt,  Miles  City. 

Executive  Secretary:  Mr.  L.  R.  Hegland,  P.O.  Box  1692,  Bil- 
lings; telephone  9-2585. 

New  Mexico  Medical  Society* 

Annual  Meeting,  May  10-13,  1960 
Albuquerque 

President:  Lewis  M.  Overton,  Albuquerque. 

President-elect:  Allan  L.  Haynes,  Clovis. 

Vice  President:  William  E.  Badger,  Hobbs. 
Secretary-Treasurer:  Thomas  L.  Carr,  Albuquerque. 
Councilors:  Wendell  H.  Peacock,  Farmington,  1960;  George  W. 
Prothro,  Clovis,  1960;  Gerald  A.  Slusser,  Artesia,  1960;  W.  J. 
Hossley,  Deming,  1961;  Guy  E.  Rader,  Albuquerque,  1961; 
Robert  P.  Beaudette,  Raton,  1962;  William  R.  Oakes,  Los 
Alamos,  1962. 

Delegate  to  American  Medical  Association:  Earl  L.  Malone, 
Roswell,  1960;  Alternate:  Samuel  R.  Ziegler,  Espanola,  1960. 
Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  National 
Bank  Building,  Albuquerque;  telephone  CH.  2-2102. 

The  Utah  State  Medical  Association* 

Annual  Session,  September  14-16,  1960 
Salt  Lake  City 

President:  I.  Bruce  McQuarrie,  Ogden. 

President-elect:  Wallace  S.  Brooke,  Salt  Lake  City. 
Secretary:  J.  Poulson  Hunter,  Salt  Lake  City. 

Treasurer:  Robert  M.  Dalrymple,  Salt  Lake  City. 
Councilors:  Box  Elder,  1960,  D.  L.  Bunderson,  Brigham  City; 
Cache  Valley,  1960,  C.  J.  Daines,  Logan;  Carbon  County, 
1960,  A.  R.  Demman,  Helper;  Central  Utah,  1959,  Stanford 
Rees,  Gunnison;  Salt  Lake,  1960,  Richard  W.  Sonntag,  Salt 
Lake  City;  Southern  Utah,  1960,  James  S.  Prestwich,  Cedar 
City;  Uintah  Basin,  1960,  R.  Bruce  Christian,  Vernal;  Weber 
County,  1961,  Wendell  J.  Thompson,  Ogden;  Utah,  1959,  R.  E. 
Jorgenson,  Provo. 

Executive  Committee:  I.  Bruce  McQuarrie,  Ogden;  U.  R. 
Bryner,  Salt  Lake  City;  Wallace  S.  Brooke,  Salt  Lake  City; 
J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M.  Dalrymple, 
Salt  Lake  City. 

Delegate  to  American  Medical  Association:  Kenneth  B. 
Castleton,  Salt  Lake  City;  Alternate,  Drew  Petersen,  Ogden. 
Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East  Street,  Salt  Lake  City  2;  telephone  EL.  5-7477. 

The  Wyoming  State  Medical  Society* 

Annual  Session,  September  7-10,  1960 
Jackson  Lake  Lodge 

President:  Benjamin  Gitlitz,  Thermopolis. 

President-elect:  Francis  A.  Barrett,  Cheyenne. 

Vice  President:  S.  J.  Giovale,  Cheyenne. 

Secretary:  Frederick  H.  Haigler,  Casper. 

Treasurer:  C.  D.  Anton,  Cheyenne. 

Councilors:  Albany  County,  B.  J.  Sullivan,  Laramie;  Carbon 
County,  Guy  M.  Halsey,  Rawlins;  Converse  County,  Roman 
J.  Zwalsh,  Glenrock;  Fremont  County,  Bernard  D.  Stack, 
Riverton:  Goshen  County,  O.  C.  Reed,  Torrington;  Laramie 
County,  S.  J.  Giovale,  Cheyenne;  Natrona  County,  Frederick 
H.  Haigler,  Casper:  Sheridan  County,  Ralph  Arnold,  Sheridan; 
Sweetwater  County,  R.  C.  Stratton,  Green  River;  Teton 
County,  Vacancy;  Uinta  County,  J.  S.  Hellewell,  Evanston: 
Northeastern  Wyoming,  Virgil  Thorpe,  Newcastle;  Northwest 
Wyoming,  John  H.  Froyd,  Worland. 

Delegate  to  A.M.A.:  A.  T.  Sudman,  Green  River,  1960;  Alter- 
nate, B.  J.  Sullivan,  Laramie,  1960. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Box  2036,  Chey- 
enne; telephone  2-5525. 


‘Committee  lists  for  all  participating  states  will  appear  in 
subsequent  issues. 


Iron 


In  a semi-fluid  state-it’s  quickly 
absorbed  and  well  tolerated 

Hematovals  therapy  for  refractory  hypochro- 
mic anemia  provides  semi-fluid  iron  in  a soft, 
elastic  capsule  for  rapid  absorption  without 
gastric  irritation. 

Each  capsule  supphes  58  mg.  of  ferrous  ionic 
iron.  Normal  blood  levels  are  quickly  restored. 
Achlorhydria  does  not  complicate  Hematovals 
therapy  because  the  iron  remains  in  the  ferrous 
state  during  conversion. 

The  cobalt  factor  induces  better  hemoglobin 
synthesis  and  quicker  response.  Hematovals  also 
contain  vitamin  B12,  folic  acid,  liver  and  B-com- 
plex  factors  to  help  overcome  anorexia.  Assimila- 
tion is  assisted  by  the  ascorbic  acid  present  in 
each  Hematoval. 


EACH  CAPSULE  CONTAINS: 


Ferrous  Sulfate,  4.5  gr. 

Iron 58  mg. 

Cobalt  Sulfate  2.0  mg. 

Cobalt 0.4  mg. 

Liver,  Desiccated,  N.F 110  mg. 

Vitanrin  Bi! 1 meg. 


Folic  Acid 0.25  mg 

Thiamine  Mononitrate 1 mg 

Riboflavin ] mg 

Pyridoxine  Hydrochic  ride.  0.25  mg 

Calcium  Pantothenate. .0.25  mg 

Nicotinomide 3.3  mg 

Ascorbic  A'‘H 1 6.56  mg 


Hematouals^ 
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WANT  ADS 


UNUSUAL  OPPORTUNITY.  Specialist  wanted  for  asso- 
ciation with  general  practitioner.  Will  consider 
pediatrician.  Full  use  of  x-ray  and  laboratory  equip- 
ment. Two  treatment  rooms,  one  furnished.  Share 
nurse.  Located  in  busy  Pearl  Mack  shopping  center, 
7069  Pecos,  Medical  Dental  office.  Contact  Feme 
Lapan,  HA  9-3529,  or  HA  9-5496.  Personal  interviews 
only.  1-lTF 


NEVADA  COMMUNITIES  seeking  physicians  include 
Wells,  Carlin,  Austin,  Beatty,  Pioche,  and  Haw- 
thorne. Write  Mr.  Nelson  B.  Neff,  Executive  Secre- 
tary, Nevada  State  Medical  Association,  P.O.  Box  2790, 
Reno,  Nevada,  for  further  Information  regarding  these 
opportunities.  5tf 


VACANT  in  Denver  Medical  Clinic,  1401  Jackson,  be- 
cause of  illness.  Four  rooms,  reception  room  and 
other  facilities.  Including  large  off  street  parking. 
You  pay  only  rent  and  one-third  share  of  receptionist 
salary.  Full  use  of  Clinical  and  X-ray  Laboratory  serv- 
ice Including  supplies.  Lease  if  desired.  For  details 
call  DExter  3-6939.  7-TF 


FOR  MEDICAL  MEN 

now  available  in  Denver's  exclusively 
Medical-Dental  Building  . . . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager. 

KE  4-5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremont  Place  > Denver  2,  Colorado 


EARNEST  DRUG 

217  16th  Street 
Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH — CLEAN — COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


Quality  Drugs  Courteous  Service 


Jess  L.  Kincaid 

ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood 
and  V icinity 


ATTRACTIVE  OFFICE  for  rent.  Partially  furnished 
if  desired,  good  terms.  407  Professional  Arts  Build- 
ing, E.  Colfax  at  Lafayette.  Call  M.  Abelman,  M.D., 
ALpine  5-4030.  lOTF 


WANTED:  Board  Eligible  or  Certified  Internist  inter- 
ested in  Cardiology  for  Group  in  Central  Colorado. 
Please  address  Box  11-43,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2,  Colorado.  11-43 


SPACE  available  in  new  air  conditioned  medical  build- 
ing in  Colorado  Springs,  Colorado.  Location  excellent 
for  generalists,  specialists,  or  dentists.  Ample  off 
street  parking.  Near  new  hospital  and  adjacent  to  a 
large  shopping  center.  Will  partition  to  suit.  E.  H. 
Vincent,  M.D.,  Suite  No.  1,  Madison  Medical  Building, 
2121  North  Weber  Street,  Colorado  Springs,  Colorado, 
Phone  MElrose  2-9386.  11-TF 


VERT  LARGE  PRACTICE  for  sale  in  town  of  12,000, 
serving  a population  of  60,000.  Rent  in  new  building 
$115.00.  Four  large  rooms  fully  equipped  with  two 
examination  tables.  X-ray,  Thermo  Copying  machine, 
etc.  Doctor  deceased  August  5,  1959.  Write  Box  868, 
Durango,  Colorado.  11-5TF 


M.D.,  AGED  30,  returning  from  service  in  Indonesia, 
desires  locum  tenens  or  association  with  Christian 
physicians  beginning  about  August,  1960.  Licensed  in 
Colorado  and  Kansas,  married,  two  children.  Write: 
Herbert  Friesen,  M.D.,  Pakis/Taju,  Java,  Indonesia. 

12TF 


WANTED — GENERAL  PRACTITIONER.  Eastern  Ne- 
vada, 6-man  group.  Initial  salary  $12,200  per  annum. 
Early  increases.  Excellent  hospital  facilities.  Write 
or  call  J.  M.  Moore,  M.D.,  Chief  Surgeon,  Steptoe 
Valley  Hospital,  East  Ely,  Nevada.  Phone  Ely,  AM- 
herst  4-4411.  12-12 


BEAUTIFUL  new  Applewood  Valley  Medical  Center, 
in  Metropolitan  Denver’s  choicest  location,  has  one 
single  and  one  double  suite  available.  Completely  air 
conditioned.  No  other  medical  building  in  this  area. 
Call  BE.  7-1865  or  write  Byron  Wilson,  10355  West 
18th,  Denver  15.  12-23 


BOARD  eligible  dermatologist  June.  Desire  informa- 
tion full  or  part  time  association  with  group  or 
dermatologist,  or  opportunity  for  private  practice. 
J.  Maliner,  1220%  S.  Saltair  Avenue,  Los  Angeles  25, 
California.  12-33 


FOR  LEASE  OR  FOR  SALE:  Cherry  Creek  location 
in  Denver.  6,000  sq.  ft.  or  more  of  office  space  for 
doctors  and  professional  men.  Spacious  building,  good 
parking  in  Denver’s  finest,  fastest  growing  profes- 
sional area  ...  Cherry  Creek!  Surrounded  by  Denver’s 
best  residential  areas.  Write  box  12-43,  Rocky  Moun- 
tain Medical  Journal,  835  Republic  Building,  Denver 
2,  Colorado.  12-43 


PRACTICE  FOR  SALE.  Southwest  Nebraska.  Two- 
man,  seven-year-old  general  practice  grossing 
$70,000.  Eleven-room  well-equipped  office  with  rea- 
sonable rent.  Twenty-bed  Community  Hospital  in 
town.  Both  partners  specializing.  Terms  arranged. 
Reasonable  distance  from  Colorado  Rockies.  Write 
box  12-53,  Rocky  Mountain  Medical  Journal,  835  Re- 
public Building,  Denver  2,  Colorado.  12-53 


BOARD  eligible  internist  desires  location  in  group 
practice  in  Rocky  Mountain  area.  Write  Box  12-63, 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver  2,  Colorado.  12-63 


Trade  Mark 


dlowdij^ 

Registered  Trade  Mark 

BOB'S  PLACE 

A Bob  Cat  for  Service 

TEXACO  PRODUCTS 


300  South  Colorado  Boulevard 
Cow  Town,  Colo. 
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Abbey  Rents,  95 
Abbott  Laboratories,  26,  78 
Ames  Company,  Cover  III 
Armour,  7 

Ayerst  Laboratories,  107 

Baxter,  Don,  Inc.,  17-18 
Birtcher  Corporation,  The,  99 
Bob’s  Place,  144 
Bristol  Laboratories,  Inc.,  79-90 
Burroughs  Wellcome  & Co., 

19-20,  100 

Cambridge  Dairy,  106 
Case,  G.  M.,  Laboratories,  95 
Chicago  Medical  Society,  131 
Children’s  Hospital  Ass’n,  106 
Ciba  Pharmaceutical  Products  Co., 
Inc.,  77,  112 

City  Park-Brookridge  Farms,  145 
Coca-Cola,  131 

Cocks-Clark  Engraving  Company, 
138 

Earnest  Drug,  144 

Emory  John  Brady  Hospital,  139 

Empire  Casualty  Company,  4 


Geigy  Pharmaceuticals,  23 
Glenbrook  Laboratories,  13 

Holiday  Hotel,  15 

Kincaid’s  Pharmacy,  144 

Lederle  Laboratories,  8,  74-75, 
110-111,  117,  123-130,  137,  146 
Lilly,  Eli  & Company,  32 
Long’s  Limb  Shop,  109 
Lorillard,  P.,  Co.,  9 

Merck  Sharp  & Dohme,  Inc., 

3,  16,  118 

Newton  Optical  Company,  109 

Parke,  Davis  & Company, 

Cover  II,  1 

Pfizer  Laboratories,  12,  28,  113 
Physicians  Casualty  Association,  99 
Picker  X-Ray  Corporation,  109 
Public  Service  Company  of 
Colorado,  109 
Publishers  Press,  Inc.,  138 


Republic  Building  Corporation,  144 
Robins,  A.  H.,  Company, 

21,  101-103 

Roerig,  J.  B.,  & Co.,  Inc.,  22,  141 

Sandia  Ranch  Sanatorium,  108 
Schering  Corporation, 

31,  94,  132-133,  140 
Searle,  G.  D.,  Co.,  69 
Shadford-Fletcher  Optical  Co.,  95 
Smith-Dorsey  Company,  76,  115 
Smith,  Kline  & French 
Laboratories,  Cover  IV 
Squibb,  E.  R.,  & Sons,  24-25 

Telephone  Answering  Service,  109 

Ulmer  Pharmacal  Co.,  The,  143 
United  Dairies,  Inc.,  136 
Upjohn  Company,  72-73 
U.  S.  Brewers  Foundation,  Inc.,  5 

Want  Ads,  144 
Wallace  Laboratories, 

10-11,  91-93 

Wesson  Oil  & Snowdrift,  70-71 
Winthrop  Laboratories, 

29-30,  119-122 


/Condition 

^PERFECT! 


. . . that’s  the  only  condition  under  which 
City  Park-Brookridge  milk  is  produced..  For 
over  70  years  we  have  maintained  and  utilized 
the  most  modern  technique  and  equipment. 
In  fact,  many  doctors  have  personally  inspected 
and  approved  our  plant  and  facilities.  At 
City  Park-Brookridge  Farms,  nature’s  “most 
perfect  food”  is  produced  under  only  the  most 
perfect  conditions.  When  you  recommend  milk 
from  City  Park-Brookridge  farms  you  are 
assured  of  premium  quality  at  its  best. 


• • • 
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Tetracycline-Antihistamine-Analges^c  Compound  Uderfe 


It 

started 
as  a 

"cold?. . 


prevent  jhe 
sequelae  of  u.r.i. 

. . o and  relieve  the 
symptom  complex 


Tonsillitis,  otitis,  adenitis, 
sinusitis,  bronchitis  or  pneu- 
monitis develops  as  a serious 
bacteria!  complication  in 
about  one  in  eight  cases  of 
acute  upper  respiratory 
infection^  To  protect  and 
relieve  the  “cold”  patient.., 
ACHROCIDIN. 


Usual  dosage:  2 taWets  or 
teaspoonfuis  q.i.d.  (equiv.  1 Gm. 
tetracycline).  Each  TABLET 
contains:  ACHROMYCIN®  Tetra- 
cycline (125  mg.)j  phenacetin 
(T20  mg.);, caffeine  (30  mg.);  sali- 
^eyiatnide  (150  mg.);  chiorothen 
litrate  (25  mg.).  Also  as  SYRUP 
'.^twon-Iime  flavored),  oaffeine- 
%€e.- 


i.'Sased  on  estimate  by  Van  Volken- 
burgh,  V,  A.,  and  Frost,  W.  tf.: 

Am.  J.  Hygiene  71:122  (Jan.)  1933. 


LEDERIE  LABORATORIES, 
a Oivision  of 

AMERICAN  CYANAMID  COMPANY, 
Pearl  River,  New  York 
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Time 

after 

time... 

in  study 
after 
study 


Once  again,  controlled  sensitivity  studies  have  demonstrated  the  effi- 
cacy of  CHLOROMYCETIN.  In  One  long-term  study,*  designed  to  eliminate 
variable  factors  in  patterns  of  bacterial  resistance,  5,600  consecutive 
cultures  of  gram-positive  organisms  were  tested  over  a 16-month  period. 
Of  the  four  broad-spectrum  antibiotics  evaluated,  Chloromycetin 
was  consistently  superior. 

Reports  from  the  literature^-s  have  repeatedly  confirmed  the  observa- 
tion that  CHLOROMYCETIN  is  effective  against  a wide  variety  of  clinically 
important  pathogens.  The  marked  susceptibility  of  gram-negative  as 
well  as  gram-positive  organisms  to  Chloromycetin  suggests  this  anti- 
biotic as  an  agent  of  choice  in  many  infections. ^ 

CHLOROMYCETIN  (chlorampheiiicol,  Parke-Davis)  is  available  in  various  forms,  includ- 
ing Kapseals®  of  250  mg.,  in  bottles  of  16  and  100. 

CHLORO.MYCETiN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias 
have  been  associated  with  its  administration,  it  should  not  be  used  indiscriminately 
or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood 
studies  should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 


CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis) 

PROVES  OUTSTANDINGLY  EFFECTIVE  AGAINST  PROBLEM  PATHOGENS 


IN  VITRO  SENSITIVITY  OF  GRAM-POSITIVE  COCCI  FROM  5,600  CONSECUTIVE 
CULTURES  TO  CHLOROMYCETIN  AND  TO  THREE  OTHER  BROAD-SPECTRUM  ANTIBIOTICS* 


CHLOROMYCETIN 


ANTIBIOTIC  A 


ANTIBIOTIC  B 


ANTIBIOTIC  C 


REFERENCES:  (1)  Leming,  B.  H.,  Jr.,  & Flanigan,  C.,  Jr.,  in  Welch,  H.,  & Marti-Ibanez,  E:  Antibiotics  Annual  1958- 
1959,  New  York,  Medical  Encyclopedia,  Inc.,  1959,  p.  414.  (2)  Goslings,  W.  R.  O.,  & Buchli,  K.:  Arch.  Int.  Med.  102:691, 
1958.  (3)  Suter,  L.  S.,  & Ulrich,  E.  W.:  Antibiotics  & Chemother.  9:38,  1959.  (4)  Metzger,  W.  1.,  in  Welch,  H.,  & Marti- 
Ibanez,  E:  Antibiotics  Annual  1958-1959,  New  York,  Medical  Encyclopedia,  Inc.,  1959,  p.  966.  (5)  Fischer,  H.  G.:  Deutsche 
ined.  tVchnschr.  84:257,  1959.  (6)  Borchardt,  K.  A.:  Antibiotics  & Chemother.  8:564,  1958.  (7)  Schneierson,  S.  S.:  ].  Mt. 
Sinai  Hosp.  New  York  25:52,  1958.  (8)  Waisbren,  B.  A.:  Wisconsin  M.  J.  57:89,  1958. 

*Adapted  from  Leming  & Flanigan.' 
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NOW  even 

many  cardiac  patients 
may  have  THE  FULL 
BENEFITS  OF 
CORTICOSTEROID 
THERAPY 


DECADRON— the  new  and  most  potent  of  all  corticosteroids,  eliminated  fluid 
retention  in  all  but  0.3  percent  of  1500  patientst,  and  induced  beneficial  diuresis 
in  nearly  all  cases  of  pre-existing  edema. 


DEXAM  ETHASON  E 


treats  patients 
more  effectively 


Therapy  with  DECADRON  has  also  been 
distinguished  by  virtual  absence  of  dia- 
betogenic effects  and  hypertension,  by 
fewer  and  milder  Cushingoid  reactions, 
and  by  freedom  from  any  new  or  “pecul- 
iar” side  effects.  Moreover,  DECADRON 
has  helped  restore  a “natural”  sense  of 
well-being. 

tAnalysis  of  clinical  reports. 

^DECADRON  is  a trademark  o;  Merck  & Co.,  Inc.  ©1958  Merck 
& Co.,  Inc. 


for  Febkuary,  1960 


MERCK  SHARP  & OOHME 

DIVISION  OF  MERCK  & CO..  Inc..  PHILADELPHIA  1.  PA. 
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AS  YOU  LIKE  IT... 


A medical  potpourri 

Compiled  by  Andrew  M.  Babey,  M.D.,  Las  Cruces,  New  Mexico 


1.  “We  must,  for  the  sake  of  our  souls,  diagnose 
every  case  which  we  have  had  the  opportunity 
to  examine  conscientiously.  Such  a diagnosis  may 
be  provisional,  that  is,  we  believe  it  to  be  as  near 
the  truth  as  the  facts  at  our  disposal  will  allow, 
but  it  must  be  a definite  one  in  our  minds,  and 
not  one  of  many  alternatives.  It  is  better  to  be 
certain  than  to  be  right,  for  men  may  rise  on 
stepping  stones  of  their  dead  diagnosis  to  higher 
things,  but  from  the  complacent  swamp  of  vague 
alternatives  no  ascent  is  possible.”  Ogilvie,  Sir 
William  H.:  Surgery:  Orthodox  and  Heterodox, 
ed.  4,  Baltimore,  Williams  & Wilkins,  1949,  page  98. 

2.  “To  us  our  profession  is  more  than  a trade;  it 
is  our  life,  an  expression  of  our  humanity.  That 
humanity  has  three  aspects — science,  art,  religion; 
we  know,  we  feel,  we  believe.  But  the  third,  which 
is  perhaps  the  most  important  of  all,  which  under- 
lies the  others,  is  least  often  acknowledged.  Many 
writers  speak  of  the  science  and  art  of  medicine, 
but  none  since  Sir  Thomas  Browne  has  written 
of  the  religion  of  medicine.  The  three  are  neces- 
sary to  a sane  and  balanced  whole;  for  just  as 
science  and  religion  without  art  produce  the 
fanatic,  art  and  religion  without  science  the  mys- 
tic, so  science  and  art  unleavened  by  faith  produce 
the  virtuoso,  the  technical  expert.”  Ibid,  page  118. 

3.  “When  I hear  a surgeon  speaking  of  the  excru- 
ciating agony  of  acute  pancreatitis,  I suspect  him 
of  being  too  young  to  have  seen  many  acute  emer- 
gencies, or  too  eminent  to  attend  this  most  un- 
profitable type  of  case.”  Ibid,  page  121. 

4.  “It  is  very  difficult  to  remember  that  often  we 
must  decide  not  only  what  the  patient  has  got, 
but  what  the  patient  is  suffering  from.  And  I 
cannot  feel  any  real  confidence  that  the  trend  of 
medical  education  is  making  these  mistakes  less 
likely  in  the  future.”  Ibid,  page  122. 


5.  “Symptoms  should  come  before  us  to  be  put  in 
their  place,  and  when  all  are  marshalled,  assessed  t 
and  allotted  to  their  relative  stations,  the  place 
of  the  most  clamant  is  not  necessarily  that  of 
(the)  leader.”  Ibid,  page  123. 

6.  “A  diagnosis  of  cardiospasm  should  never  be 
made  in  an  adult  with  a short  history  till  the  possi- 
bility of  a high  gastric  cancer  has  been  excluded.” 
Ibid,  page  129. 

7.  “It  is  necessary  to  remind  ourselves  that  cancer 
of  the  stomach,  while  it  is  usually  a very  rapid 
disease,  may  be  as  slow  as  a scirrhous  tumor  of 
the  breast,  going  on  for  ten  years  with  little 
change.”  Ibid,  page  130. 

8.  “Disease  in  its  early  days  is  betrayed  by  symp- 

toms; signs  belong  to  its  later  and  less  happy  ^ 
stages.”  Ibid,  page  145.  1 

9.  “I  would  rather  that  a boy  had  read  one  dia- 
logue of  Plato,  one  canto  of  Dante,  one  play  of 
Shakespeare  or  Racine  with  real  enjoyment,  and 
with  a keen  sense  of  greatness,  than  that  he  should 
be  hurried  through  masses  of  literature  which  he 
neither  understands  nor  enjoys  or  absorbs.”  Liv- 
ingstone, Sir  Richard,  in  Proceedings,  First  World 
Conference  on  Medical  Education,  London,  1953, 
New  York,  Oxford  University  Press,  1954,  page  14. 

10.  “I  believe  that  a great  deal  of  frustration,  un- 
happiness, and  waste  is  caused  by  forcing  students 
into  university  courses  when  they  have  neither 
the  intelligence,  training,  or  personality,  nor  the 
mental  fibre  to  meet  the  standards  of  such  an 
education.”  Henn,  T.  R.:  ibid,  page  557. 
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Effective  relief  in  rheumatic  disorders 


Slerazolfdin*...... 

prednisone-phenylbutazone  Geigy 


In  the  treatment  of  the  rheumatic  disorders 
new  Sterazoiidin  provides  a method  of  limit- 
ing the  gravest  danger  inherent  in  steroid 
therapy. ..  hypercortisonism  arising  from 
excessive  dosage. 

Repeatedly  it  has  been  shown  that  the  addi- 
tion of  low  dosage  of  Butazolidin  sharply 
reduces  hormone  requirement.’-‘Sterazolidin 
is  a combination  of  prednisone  (1.25  mg.)  and 
Butazolidin  (50  mg.)  which  provides,  in  the 
majority  of  cases,  consistent  relief  at  a stable 
uniform  maintenance  dosage  significantly 
below  the  level  at  which  serious  hormonal 
imbalance  is  likely  to  occur. 


Sterazoiidin®  (prednisone -phenylbutazone 
Geigy).  Each  capsule  contains  prednisone 
1.25  mg.;  phenylbutazone  50  mg.;  dried 
aluminum  hydroxide  gel  100  mg.;  magnesium 
trisilicate  150  mg.  and  homatropine  methyl- 
bromide  1.25  mg. 

I.  Kuzell,  W.  C.,  and  others.:  Arch.  Int.  Med, 
92:646, 1953.  2.  Wolfson,  W.  Q.:  J.  Michigan 
M.  Soc.  54:323,1955.  3.  Strandberg,  B.;  Brit. 

J.  Phys.  Med.  19:9,  1956.  4.  Platt,  W.  D.,  Jr., 
and  Steinberg,  I.  H.:  New  England  J.  Med. 
256:823  (May  2)  1957. 

Geigy,  Ardsley,  New  York  s 
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greater  inhibitory  action  . . . lower  intake  per 
dose . . .Declomycin  produces  equivalent  or 
greater  clinical  activity  with  less  antibiotic  because 
of  two  basic  factors:  (1)  increased  potency,  and 
(2)  longer  retention. 

broad -spectrum  control  in  depth.  Higher  ac- 
tivity level  enhances  range  of  previous  antibiotics. 
Some  problem  pathogens  have  been  found  more 
responsive.  Strains  of  Pseudomonas,  Proteus  and 
A . aerogenes  have  proved  sensitive  to  Declomycin. 

sustained  activity  level.  Declomycin  main- 
tains a more  constant  level  of  activity.  Infection  is 
quickly  resolved. 

24-48  hours  extra  activity ...  protection 
against  relapse.  Antimicrobial  control  is  main- 
tained after  stopping  dosage.  Most  other  antibiotics 
dissipate  rapidly  on  withdrawal. 


REFERENCES: 

1-11.  Papers  read  at  Seventh  Symposium  on  Antibiotics, 
Washington,  D.  C.,  November  4-6,  1959. 

12.  Phillips,  F.  M.:  DECLOMYCIN-Seventh  Interim  Report. 
Department  of  Clinical  Investigation,  Lederle  Laboratories, 
Pearl  River,  N.  Y.,  December  4,  1959. 

CAPSULES,  150  mg.,  bottles  of  16  and  100. 

Dosage:  average  adult,  1 capsule  four  times  daily. 
PEDIATRIC  DROPS,  60  mg./cc.  in  bottle  of  10  cc.  with  cali- 
brated dropper. 

ORAL  SUSPENSION,  75  mg./5  cc.  tsp.  in  2 oz.  bottle. 


new  broad-spectrum 


ECLOMYCIN 

DEMETHYLCHLORTETRACYCLiNE  LEDERLE 

a masterpiece  of  antibiotic  design 
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performance 


genitourinary  infection.  Roberts,  M.  s.;  Seneca,  H., 
and  Lattimer,  J.  K.,'  New  York,  N.  Y. -Ninety-one  percent 
of  the  Gram-positive  and  27  per  cent  of  the  Gram- 
negative, among  66  organisms  cultured  from  geni- 
tourinary infection,  responded  to  Declomycin. 
Serum  antibiotic  activity  was  found  three  times 
greater  than  with  tetracycline. 

toleration.  Boger,  W.  P.,  and  Gavin,  J.  J.,’  Norristown, 
Pennsylvania- Side  effects  with  Declomycin  were 
minimal.  When  dosage  was  0.5  to  1 Gm.  daily  in 
divided  doses,  only  two  of  82  patients  exhibited 
nausea. 

activity  level  sustentation.  Kunin,  c.  m.;  Dombush, 
A.  C.,  and  Finland,  M.,^  Boston,  Massachusetts— Of  the 
four  tetracycline  analogues,  Declomycin  Demeth- 
ylchlortetracycline  showed  the  longest  sustained 
activity  levels  in  the  blood. 

gonococcal  infection.  Marmell,  M.,  and  Prigot,  A.,'< 
New  York,  N.  Y^- Of  63  cases  of  gonorrhea,  61 
promptly  responded  after  short  courses  of  Declo- 
mycin. Therapeutic  effect  was  found  equal  to  that 
of  intramuscular  penicillin. 

bronchopulmonary  infection.  Perry,  d.  m.;  Hail,  G. 
A.,  and  Kirby,  W.  M.  M.,®  Seattle,  Washington — Of  30  cases 
of  acute  bacterial  pneumonia,  all  were  afebrile  fol- 
lowing two  to  10  days  of  treatment  with  Declo- 
mycin. Results  were  good  in  2 1....  All  of  six 
patients  with  acute  bronchitis  responded  promptly. 

pediatric  infection.  Fujii,  R.;  Ichihashi,  H.;  Minamitani, 
M.;  Konno,  M.,  and  Ishibashi,  T.,‘  Tokyo,  Japan- In  309 pe- 
diatric patients  with  various  infections,  Declo- 
mycin was  effective  in  75  per  cent. 

urogenital  infection,  vineyard,  J.  P.;  Hogan,  J.,  and 
Sanford,  J.  p.,’  Dallas,  Texas -Clinical  response  in  pye- 
lonephritis correlated  well  with  results  of  in  vitro 
sensitivity  tests,  which  showed  some  strains  of  A. 


aerogenes,  Proteus  and  Pseudomonas  more  suscep- 
tible to  Declomycin  Demethylchlortetracycline 
than  to  its  analogues. 

pneumonia.  Duke,  C.  j.;  Katz,  S.,  and  Donohoe,  R.  F.,* 
Washington,  D.  c.-  Results  were  satisfactory  in  all  but 
two  of  32  cases  of  acute  bacterial  pneumonia,  of 
which  only  1 1 were  uncomplicated.  No  side  effects 
were  observed. 

brucellosis.  Chavez  Max  G.,’  Mexico,  D.  F.,  Mexico  — All 
of  nine  patients  with  Br.  melitensis  infection  were 
afebrile  after  five  days  on  Declomycin.  Blood  cul- 
tures were  negative  in  all  cases  on  the  20th  day. 
Side  effects  were  limited  to  slight  temperature  in- 
creases which  abated  in  four  days. 

pustular  dermatosis.  Blau,  S.,  and  Kanof,  N.  B.,'°  New 
York,  N.  Y.- Results  with  Declomycin  were  excel- 
lent in  both  of  two  cases  of  impetigo,  one  of  two 
cases  of  folliculitis,  six  of  nine  cases  of  furunculo- 
sis, all  of  three  cases  of  acne  rosacea  and  26  of  45 
cases  of  acne  vulgaris.  Overall,  results  were  excel- 
lent or  good  in  85  per  cent. 

antibacterial  spectrum.  Finland,  m.;  Hirsch,  h.  a., 
and  Kunin,  C.  M.,"  Boston,  Massachusetts— DECLOMYCIN 
Demethylchlortetracycline  was  found  the  most  ef- 
fective of  the  tetracycline  analogues  against  two- 
thirds  of  680  normally  sensitive  strains  of  15  sepa- 
rate species. 

the  over-all  picture.  Combined  results  reported  by  210 
clinical  investigators'^-  DECLOMYCIN  produced  a fa- 
vorable response  (cured  or  improved)  in  87  per 
cent  of  1,904  patients.  Two-thirds  of  the  patients 
received  one  capsule  every  six  hours.  Treatment 
was  continued  for  as  long  as  180  days,  but  was 
between  three  and  eight  days  in  most.  Side  effects 
were  seen  in  9.9  per  cent,  but  necessitated  discon- 
tinuance of  treatment  in  only  1.8  per  cent. 


LEDBRLE  laboratories,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Shadow  or  substance* 


Marcus  J.  Smith,  M.D.,  Santa  Fe,  New  Mexico 


Apothegm 

. . how  limited  was  the  opportunity  for  the 
surgeon  until  recently,  when  roentgenology  de- 
veloped to  make  possible  diagnosis  of  lesions  that 
the  surgeon  could  treat.”  (Frederick  A.  Coller) 

Clinical  data 

A 67-year-old  female  was  hospitalized  for  pain- 
less one  month’s  hematuria.  There  were  no  asso- 
ciated bladder  symptoms  and  no  relevant  findings 
in  history  or  physical  examination.  Intravenous 
and  retrograde  pyelography  demonstrated  a de- 
formed left  kidney  characteristic  of  carcinoma. 
Laboratory  findings  were  not  helpful. 

On  January  13,  1958,  a left  nephrectomy  was 
done  by  the  transthoracic  route;  a splenectomy 
was  necessary.  The  pathologic  diagnosis  was  “clear 
cell  carcinoma.”  The  patient  had  a trying  post- 


*Dr. Jack  W.  Grossman,  Albuquerque,  N.  M.,  was  a guest 
contributoj*  to  this  article. 

Fig.  1 


operative  course,  with  septic  temperature  and  diar- 
rhea. The  left  chest  was  twice  tapped  for  fluid, 
negative  on  culture.  The  patient  improved  and 
was  discharged  on  February  12,  1958. 

On  March  8,  1958,  she  was  readmitted  because 
of  recurrent  fever,  weakness,  diarrhea  and  poor 
appetite.  There  were  no  abnormal  physical  find- 
ings, but  an  elevated  white  blood  count  was  pres- 
ent, with  a shift  to  the  left. 

X-ray  findings 

Plain  films  showed  (Fig.  1)  pleural  fluid  on 
left  (upper  right  arrow),  an  air  fluid  level  be- 
neath the  left  dome  of  the  diaphragm  (upper  right 
arrow)  and  bubbles  of  gas  medial  to  stomach 
(middle  arrows).  A mass  density  was  well  out- 
lined interiorly  (lower  arrows).  These  findings 
pointed  to  a diagnosis  of  left  subphrenic  abscess. 
Accordingly,  a subphrenic  abscess  was  drained 
with  subsequent  complete  recovery.  The  abscess 
measured  8 cm.  in  greatest  diameter. 


Epicrisis 

This  is  an  illustration  of  the  roentgen  method 
for  diagnosing  the  original  lesion  and  later  the 
operative  complication,  thus  permitting  prompt 
surgical  treatment  with  a life-saving  result. 

It  is  fashionable  today  to  be  concerned  over 
the  potential  somatic  and  genetic  hazards  of  x-ra- 
diation, yet  in  all  the  hue  and  cry  of  potential 
radiologic  doom,  little  is  heard  of  the  tremendous 
decrease  in  mortality  and  morbidity  due  to  devel- 
opment of  Roentgen’s  “new  kind  of  rays.”  The 
physician  must  keep  in  mind  the  distinction  be- 
tween radiation  exposure  to  the  population  that  is 
well  and  that  which  is  ill.  The  current  therapeutic 
needs  of  the  patient  are  primal  in  treatment.  When 
in  a “careful  physician’s  judgment,  an  individual 
(ill)  patient  requires  a dose  exceeding  10  roentgens 
. . . or  any  other  arbitrary  figure,  his  medical  judg- 
ment must  prevail.”! 

REFERENCE 

’American  College  of  Radiology,  Executive  Committee  State- 
ment, 1956. 
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Used  in  the  bath  SARDO  releases 
millions  of  microfine  water-dispersible 
globules*  to  provide  a soothing,  softening 
suspension  which  enhances  your  other 
therapy.  SARDO  baths  . . . 

1 rehydrate  the  dry,  itchy,  scaly  skin 

2 add  comfort  to  the  therapeutic  care 

3 act  to  measurably  increase  natural 
emollient  skin  oil 


Sardo' 

in  the  bath 

for  atopic  dermatitis 


4 minimize  loss  of  natural  oil  and 
excessive  moisture  with  a fine 
non-occlusive  film 

Patients  will  appreciate  pleasant, 
convenient,  easy  to  use,  pine-scented 
SARDO,  Non-sensitizing.  Most  economical. 
Bottles  of  4,  8 and  16  oz. 

I.  Spoor,  H.  J.  : N.  Y.  State  J . Med.  Oct.  15,  1958 


eczematoid  dermatitis 
senile  pruritus 
contact  dermatitis 
soap  dermatitis 


and  literature 
yours  for  the  asking. 


I T-ytr%  East  55th  Street 
OCLtCL^dllj  ITIC.  New  York  22,  N.  Y. 

for  February,  1960 


© 1959  ’^Patent  Pending,  T.M. 
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The  test-you  might  say  the  acid  test-of  an  anticholinergic  is  simple:  will 
it  protect  your  patient  from  hyperacidity  around  the  clock,  even  while  he 
sleeps.  The  weakness  of  t.i.d.  or  q.i.d.  preparations  is  well  recognized;  but 
even  some  “b.i.d.”  encapsulations  may  be  unreliable.  McHardy,  for  instance, 
found  a “widely  variable  duration  of  action,  definitely  less  than  that  an- 
ticipated” in  the  “sustained,”  “delayed,”  and  “gradual  release”  anticholiner- 
gics he  studied.' 

COMPARE  THE  DATA  ON  ENARAX ...  the  new  combination  of  an  inherently 
long-acting  anticholinergic  (oxyphencyclimine)  and  Atarax,  the  non-secretory 
tranquilizer.  Note  the  effectiveness  of  oxyphencyclimine: 

OBSERVE  THE  OXYPHENCYCLIMINE  REPORTS... 

McHardy:  “[Oxyphencyclimine]  has  proved  to  be  an  excellent  sustained- 
action  anticholinergic  in  our  study  of  this  agent  over  a period  of 
eighteen  months.”' 

Kemp:  “...for  the  majority  of  patients,  one  tablet  every  12  hours  pro- 

vided adequate  control.  This  characteristic  long  action  . . . may 
constitute  an  advantage  of  this  drug  as  compared  to  coated 
‘long-acting’  preparations  of  other  compounds.’” 

Add  Atarax  to  this  12-hour  anticholinergic.  The  resulting  combination  — 
ENARAX— now  gives  relief  from  emotional  stress,  in  addition  to  a reduction 
of  spasm  and  acid.  Atarax  does  not  stimulate  gastric  secretion.  No  serious 
adverse  clinical  reaction  has  ever  been  documented  with  Atarax. 

LOOK  AT  THE  RESULTS  WITH  ENARAX' 

Does  the  medication  you  now  prescribe  assure  you  of  all  these  benefits? 
If  not,  why  not  put  your  next  patient  with  peptic  ulcer  or  G.l.  dysfunction 
on  therapy  that  does. 


(oxyphencyclimine  plus  ATARAX®)  ^ SENTRY  FOR  THE  G.l.  TRACT 
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**Prolonged  periods  of  achlorhydria"  after  10  mg.  oxyphencyclimine  q.  12  h.* 
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MEAN  GRAPH  OF  GASTRIC  ACIDITY  IN  4 PATIENTS  RECEIVING 
COMPLETE  THERAPEUTIC  REGIMEN  • 24-HOUR  STUDY 
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Clinical  Diagnosis:  Peptic  Ulcer  — Gastritis  — Gastro- 
enteritis—Colitis— Functional  Bowel  Syndrome  — Duo- 
denitis—Hiatus  Hernia  {symptomatic)-lrritable  Bowel 
Syndrome- Pylorospas m -Cardiospasm - Bi I iary  T ract 
Dysfunctions— and  Dysmenorrhea. 

Clinical  Results:  Effective  in  over  92%  of  cases. 

As  for  Safety:  “Side  reactions  were  uncommon,  usu- 
ally no  more  than  dryness  of  the  mouth. . . 


Each  ENARAX  tablet  contains: 


Oxyphencyclimine  HCI 10  mg. 

Hydroxyzine  (ATARAX®) 25  mg. 


Dosage:  One-half  to  one  tablet  twice  daily— preferably  in 
the  morning  and  before  retiring.  The  maintenance  dose 
should  be  adjusted  according  to  therapeutic  response. 
Use  with  caution  in  patients  with  prostatic  hypertrophy 
and  with  ophthalmological  supervision  only  in  glaucoma. 
Supplied:  In  bottles  of  60  black-and-white  scored  tablets. 
References:  1.  McHardy,  G.,  et  al.:  J.  Louisiana  M.  Soc. 
111:290  (Aug.)  1959.  2.  Steigmann,  F.:  Study  conducted 
at  Cook  County  Hospital,  Chicago,  Illinois,  in  press.  3. 
Kemp,  J.  A.:  Antibiotic  Med.  & Clin.  Therapy  6:534  (Sept.) 
1959.  4.  Leming,  B.  H.,  Jr.:  Clin.  Med.  6:423  (Mar.)  1959. 
5.  Data  in  Roerig  Medical  Department  files. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being^" 


for  February,  1960 
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OBSX'RO^ 


Patent  #2748052 


for  medical  management  of  obesity 


The  different  amphetamine  combination  of  choice. . . 
even  in  many  cases  of  hyperthyroidism,  hypertension, 
coronary  artery  and  other  cardiovascular  diseases. 


OBETROL  incorporates  the  desired  action  of  amphetamines  with- 
out usual  drawbacks. 


OBETROL  Each  20  mg.  tablet  or  two  10  mg.  tablets  contain  safer, 
longer  acting  Methamphetamine  Saccharate  5 mg., 
with  Methamphetamine  Hydrochloride  5 mg.,  Ampheta- 
mine Sulfate  5 mg.,  Dextro  Amphetamine  Sulfate  5 mg. 

SUPPLIED:  in  10  mg.  and  20  mg.  tablets  in  bottles  of  100, 500,  and  1,000. 

Ref:  Plotz,  M.:  Modern  Management  of  Obesity,  J.A.M.A.  170:  1513-1515  (July  25)  1959. 

Available  on  prescription  at  all  leading  pharmacies. 

Write  today  for  clinical  samples.  753 IPDR 
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NEW  AND  EXCLUSIVE 


FOR  SUSTAINED 
TRANQUILIZATION 


{meprohamate)  now  available 
in  400  mg.  continuous  release  capsules  as 


JUST  ONE  CAPSULE  LASTS  ALL  DAY 


HIGHER  POTENCY 

FOR  GREATER  CONVENIENCE 


• relieves  both  mental  and  muscular  tension 
without  causing  depression 

• does  not  impair  mental  efficiency,  motor 
control,  or  normal  behavior 


Usual  dosage:  One  capsule  at  breakfast, 

one  capsule  with  evening  meal 

Available:  Meprospan-400,  each  blue  capsule  contains 
400  mg.  Miltown  (meprobamate) 

Meprospan-200,  each  yellow  capsule  contains 
200  mg.  Miltown  (meprobamate) 

Both  potencies  in  bottles  of  30. 

^®WALLACE  LABORATORIES,  ffew  Brunswick,  N.  J. 


CME-a42$ 
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A PERSONAL  MESSAGE  TO  FROM 
CARL  OHLIN 


VICE  PRESIDENT,  INSURANCE  DEPARTMENT, 
GARRETT-BROMFIELD  & CO. 


Now  that  Empire  Casualty  Co.  has  been  in  business  over  three  years 
. . . we  feel  that  a general  report  to  all  physicians  in  Colorado  is  in 
order. 

We  are  pleased  to  report  that  Empire  Casualty  now  is  insuring  more 
doctors  than  any  other  company  in  Colorado.  . . . The  only  insurance 
company  solely  owned  by  physicians.  We  are  proud  of  and  grateful 
to  the  physicians  who  through  their  cooperation  have  made  Empire 
Casualty  Co.  a reality.  Because  of  their  support  we  have  been  able 
to  bring  premium  cost  on  malpractice  insurance  down  to  a more 
realistic  level  . . . based  on  actual  loss  experience  ...  to  benefit 
all  physicians  in  Colorado. 

Although  I haven’t  had  the  opportunity  to  meet  all  of  you  in  person, 
I hope  to  see  you  at  the  February  17th  Midwinter  Clinical  Session. 
May  I suggest,  that  if  you  haven’t  investigated  the  benefits  of 
owning  a share  in  Empire  Casualty  Co.,  please  call  me  at  your  conven- 
ience. ...  lam  here  to  help  YOU! 


OPERATING  MANAGEMENT 


201 


SECURITY  BUILDING  • INSURANCE  DEPARTMENT 

AComa  2-862  I 
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Just  one  prescription  for  Engrail  Term-Pak 

SQUIBS  VITAMIN-MINERAL  SUPPLEMENT  (270  tablets) 

calling  for  just  one  tablet  per  day  will  carry  her 
through  term  to  the  six-week  postpartum  check- 
up. Thus,  you  help  to  assure  a nutritionally  perfect 
pregnancy,  while  providing  the  convenience  and 

I*  II  -p.  I Engran  is  also  available 

economy  or  the  re-usable  lerm-Pak.  in  bottles  of  100  tablets. 


Squibb  Quality — The  Priceless  Ingredient 


RE  SQUIBB  TRADEMARKS 


jor  February,  1960 
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infection.^  To  protect  and  relieve  the  “cold” 
patient ACHROCIOIN. 

Usual  dosage:  2 tablets  or  teaspoonfuls  q.i.d.  (equiv.  1 Gm. 
tetracycline).  Each  TABLET  contains:  ACHROMYCIN®  Tetracycline 
(125  mg.);  phenacetin  (120  mg.);  caffeine  (30  mg.); 
sal  icy  lam  ide  (150  mg.);  chlorothen  citrate  (25  mg.).  Also  as 
SYRUP  (lemon-lime  flavored),  caffeine-free. 

1.  Based  on  estimate  by  Van  Volkenburgh,  V.  A.,  and  Frost, 

W.  H.:  ^ X Hygiene  71:122  (Jan.)  1933 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYAN  AMID  COMPANY,  Pearl  River,  New  York 


the  complaint:  “nervous  indigestion” 


the  diagnosis:  any  of  several  nonspecific  and  functional 
gastrointestinal  disorders  requiring  relief  of  symptoms 
by  sedative-antispasmodic  action  with  concomitant 
digestive  enzyme  therapy. 

the  prescription:  a new  formulation  incorporated  in 
an  enteric-coated  tablet,  providing  the  multiple  actions 
of  widely  accepted  Donnatal®  and  Entozyme.® 

the  dosage:  two  tablets  three  times  a day,  or  as  in- 
dioated. 


in  the  gastric-soluble  outer  layer; 


Hyoscyamine  sulfate 0.0518  mg. 

Atropine  sulfate 0.0097  mg. 

Hyoscine  hydrobromide 0.0033  mg. 

Phenobarbital  (%  gr.) 8.1  mg. 

Pepsin,  N.  F 150  mg. 

in  the  enteric-coated  core: 

Pancreatin,  N.  F 300  mg. 

Bile  salts 150  mg. 


antispasmodic  • sedative  • digestant 


DONNAZYME 


A.  H.  ROBINS  COMPANY,  INCORPORATED 


RICHMOND  20,  VIRGINIA 


therapy 


COMBtNING  MUTUALLY  SYNeRGISTIC  NON‘STER01D  ANTIRHEUMATICS 

“superior  to  aspirin”  — . evidence  seems  to  indicate  that 

the  concurrent  administration  of  para-aminobenzoic  and  sali- 
cylic acid  [as  in  Pabalate]  produces  a more  uniformly  sus- 
tained level  for  prolonged  analgesia  and,  therefore,  is  superior 
to  aspirin  in  the  treatment  of  chronic  rheumatic  disorders.”  ^ 
In  each  yellow  enteric-coated  PABALATE  tablet: 


Sodium  salicylate  (5  gr.) 0.3  Gm. 

Sodium  para-aminobenzoate  (5  gr.) 0.3  Gm. 

Ascorbic  acid 50.0  mg. 


For  the  patient  who  should  awld  sodium 

PABALATE-SODIUM  FREE 

Same  formula  a$  Pabaiaft,  with  sodium  salts  replaced  by  potassium  sSlts  (piitl)  ’ 


For  the  patient  who  requires  steroids 


Pabalate  with  Hydrocortisone 

In  each  light  blue  enteric-coated  PABALATE-HC  tablet: 


Hydrocortisone  ..  . 2.5  mg. 

Potassium  salicylate  (5  gr.) 0.3  Gm. 

Potassium  para-aminobenzoate  (5  gr.) 0.3  Gm. 

Ascorbic  acid ...  50.0  mg. 


1.  Ford„  R.  A.,  and  Biartchard;  k.:  Journal-Lancet  78:185,  1958. 

A,  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


Marvelous  low-residue  meal — consomme,  molded 
flaked  fish,  farina- plum  pudding  — and  beer! 


The  secret  of  a successful 
low-residue  diet  is  acceptance 


And  what  could  be  more  ac- 
ceptable to  the  patient  who’s 
tired  of  his  low-residue  diet  than 
some  truly  appetizing  dishes? 

Consommd  is  delicious  served 
jellied  or  hot.  Eggs  can  be  soft 
or  hard-cooked  by  simmering. 
Flaked  fish  molded  in  lemon  gela- 
tin looks  inviting. 

For  delicious  “burgers,”  just 
moisten  chopped  beef  with  broth 


and  mix  in  bread  crumbs.  Purged 
vegetables,  folded  into  well- 
beaten  eggs  (yolks  and  whites)  and 
baked,  make  miniature“souffl4s.” 

For  a salad  try  split  bananas 
over  cottage  cheese,  top  with 
purged  apricots.  To  make  a par- 
fait — alternate  layers  of  farina 
pudding  and  purged  plums.  Rice 
cooked  in  pineapple  juice,  water 
and  sugar  makes  a golden  dessert. 


United  States  Brewers  Foundation 

If  you’d  like  extra  reprints  of  this  advertisement,  write  United  States 

Brewers  Foundation,  535  Fifth  Avenue,  N.  Y.  17,  N.  Y. 


And  with  your 
approval,  your 
patient  might  add  a 
glass  of  beer  to 
round  off  his  meal. 

pH-4.3,  104  Cal./8  oz.  glass 
(Average  of  American  Beers) 
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Lifts  depression... 


You  see  an  improvement  within  a few  days 

Thanks  to  your  prompt  treatment  and  the 
quick,  smooth  action  of  Deprol,  her  de- 
pression is  relieved  and  her  anxiety  and 
tension  calmed  — often  in  a few  days.  She 
eats  well,  sleeps  well  and  soon  returns  to 
her  normal  activities. 


as  it  calms  anxiety ! 


Smootli)  balanced  action  lifts 


depression  as  it  calms  anxiety... 
swiftly  and  safely 


B alances  the  mood  — no  ^^seesaw^^  effect  of 
amphetamine-barbiturates  and  energizers.  While 
amphetamines  and  energizers  may  stimulate  the 
patient  — they  often  aggravate  anxiety  and 
tension.  And  although  amphetamine-barbiturate 
combinations  may  counteract  excessive  stimula- 
tion — they  often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects,  Deprol  lifts 
depression  as  it  calms  anxiety  — both  at  the  same 
time. 

Acts  swiftly  — the  patient  often  feels  better  within 
a few  days.  Unlike  the  delayed  action  of  other 
drugs  which  may  take  two  to  six  weeks  to  bring 
results,  Deprol’s  smooth,  immediate  action 
relieves  the  patient  quickly  — often  within  a few 
days. 

Acts  safely  — no  danger  of  liver  damage.  Deprol 
does  not  produce  liver  damage,  hypotension,  psy- 
chotic reactions  or  changes  in  sexual  function  — 
frequently  reported  with  other  drugs. 


BIBLIOGRAPHY  (JO  clinical  studies,  71k  patients)  i 
1.  Alexander,  L.  (35  potienls);  Chemotherapy  of  depression  — Use  of 
meprobamate  combined  with  benoctyzine  (2-diethylaminoethyl  benzilate) 
hydrochloride.  J.A.M.A.  166:1019,  March  1,  1958  . 2.  Bateman,  J.  C:  and 
Carlton,  H.  M.  (50  patients):  Meprobamate  and  benoctyzine  hydrochloride 
(Deprol)  as  adjunctive  therapy  for  patients  with  advanced  cancer.  Anti- 
biotic Med.  & Clin.  Theropy  6:648,  Nov.  1959.  3,  Bell,  J.  L.,  Tauber,  H., 
Santy,  A.  ond  Pulito,  F.  (77  patients)  : Treatment  of  depressive  states  in 
office  practice.  Dis.  Nerv.  System  20:263,  June  1959.  4.  Breitner,  C.  (31 
patients):  On  mental  depressions.  Dis.  Nerv.  System  20:142,  (Section  Two), 
May  1959.  5.  McClure,  C.  W.,  Papas,  P.  N.,  Speare,  G.  S.,  Palmer,  E., 
Slattery,  j.  J.,  Konefal,  S.  H.,  Henken,  B.  S.,  Wood,  C.  A.  and  Ceresio, 
G.  B.  (128  patients):  Treatment  of  depression— New  technics  and  therapy. 
Am.  Pract.  & Digest  Treat.  10:1525,  Sept.  1959.  6.  Pennington,  V.  M.  (135 
patients):  Meprobamote-benactyzine  (Deprol)  in  the  treofment  of  chronic 
brain  syndrome,  schizophrenio  and  senility.  J.  Am.  Geriatrics  Soc.  7:656, 
Aug.  1959.  7.  Rickels,  K.  and  Ewing,  J.  H.  (35  patients)  : Deprol  in 
depressive  conditions,  Dis.  Nerv.  System  20:364,  (Section  One),  Aug.  1959. 
8.  Ruchworger,  A.  (87  patients):  Use  of  Deprol  (meprobomate  combined 
with  benoctyzine  hydrochloride)  in  the  office  treatment  of  depression.  M. 
Ann.  District  of  Columbia  28:438,  Aug.  1959.  9.  Settel,  E.  (52  patients) : 
Treatment  of  depression  in  the  elderly  with  a meprobamote-benoctyzine 
hydrochloride  combination.  Antibiotic  Med.  & Clin.  Therapy,  In  press, 
1959.  10.  Splitter,  S.  R.  (84  potients):  The  care  of  the  onxious  and  the 
depressed.  Submitted  for  publicofion,  1959. 


\ LIFTS  DEPRESSION 


CALMS  ANXIETY 


AM  PH  ETAM I N ES 
AND  ENERGIZERS 
may  stimulate  the 
patient,  but  often 
increase  anxiety  and 
tension. 


AM  PH  ETAM  I N E- 
B A R B I T U R AT  E iji 
combinations  may  j!  ! 
control  overstimula- 111 
tion  but  may  deepen  ‘ i 
depression. 


Dosage : Usual  starting  dose  is  1 tablet  q.i.d.  When  necessary, 
this  may  be  gradually  increased  up  to  3 tablets  q.i.d. 
Composition  : 1 mg.  2-diethylaminoethyl  benzilate  hydrochlo- 
ride (benactyzine  HCl)  and  400  mg.  meprobamate. 

Supplied:  Bottles  of  50  light-pink,  scored  tablets.  Write  for 
literature  and  samples. 


^^*WALLACE  LABORATORIES  / New  Brunswick,  N.  J. 
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...Pathibamat&z 

meprobamate  with  PATH  1 LON®  tridihexethyl  chloride  Lederle 


greater  flexibility  in  the  control  of  tension,  hypermotiiity 
and  excessive  secretion  in  gastrointestinal  dysfunctions 


PATHIBAMATE  combi  nes  two  highly  effective  and  well-toler- 
ated therapeutic  agents: 

mebrobamate  (400  mg.  or  200  mg.)  widely  accepted  tranquilizer  and  . . . 
PATHILON  (25  mg.)— anticholinergic  noted  for  its  peripheral,  atropine-like 
action,  with  few  side  effects. 


The  clinical  advantages  of  PATHIBAMATE  have  been  confirmed  by  nearly 
two  years'  experience  in  the  treatment  of  duodenal  ulcer;  gastric  ulcer; 
intestinal  colic;  spastic  and  irritable  colon;  ileitis;  esophageal  spasm; 
anxiety  neurosis  with  gastrointestinal  symptoms  and  gastric  hypermotiiity. 


Two  dosage  strengths  - PATH  1 BAMATE-400  and  PATH  I BAMATE- 200 
facilitate  individualization  of  treatment  in  respect  to  both  the  degree  of 
tension  and  associated  G.  I.  sequelae,  as  well  as  the  response  of  different 
patients  to  the  component  drugs. 


Supplisd:  PATHIBAMATE-400  — Each  tablet  (yellow,  t/a-scored)  contains 
meprobamate,  400  mg.;  PATH  1 LON  tridihexethyl  chloride,  25  mg. 
PATH  I BAM  ATE  - 2 0 0 — Each  tablet  (yellow,  coated)  contal  ns  mep- 
robamate, 200  mg.;  PATHILON  tridihexethyl  chloride,  25  mg. 
Administration  and  Dosage:  pathibamate-4oo  — 1 tablet  three  times  a day  at  mealtime  and 

2 tablets  at  bedtime. 

PATH  I BAM  ATE-2  0 0 — 1 or  2 tablets  three  times  a day  at  mealtime 
and  2 tablets  at  bedtime. 

Adjust  to  patient  response. 

Contraindications:  glaucoma;  pyloric  obstruction,  and  obstruction  of  the  urinary  bladder 
neck. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMiD  COMPANY,  Pearl  River,  New  York 


This  is  Panalba 
performance . . . 


provide  this  extra 
protection  with  your 
prescription: 


Dosage— 1 or  2 capsules 
3 or  4 times  a day. 

Supplied— Capsules  containing 
Panmycin  phosphate  equivalent 
to  250  mg.  tetracycline 
hydrochloride,  and  125  mg. 
Albamycin  as  novobiocin 
sodium,  in  bottles  of  16  and  100, 
Now  available:  new  Panalba 
Half-Strength  Capsules  in 
bottles  of  16  and  100. 


Panalba* 

(Panmycin*  Phosphate  plus  Albamycin’) 


The  broad-spectrum 
antibiotic  of 
first  resort 


sinusitis 


. . . into  a mixed  culture 
of  the  four  organisms 
commonly  involved 
in  sinusitis  . . . Str. 
hemolyticus,  D.  pneu- 
moniae, H.  influenzae 
and  Staph,  aureus 
(in  this  case  a resistant 
strain)  ...  we  introduce 
the  five  most  frequently 
used  antibiotics. 

Twenty-four  hours  later 
(in  this  greatly  enlarged 
photograph),  note  that 
only  one  of  the  five  leading 
antibiotics  has  stopped 
all  the  organisms, 
including  the  resistant 
staph!  This  is  Panalba. 

In  your  next  patient  with 
sinusitis  ...  in  all  your 
patients  with  potentially- 
serious  infections  . . . 


Upjohii 


The  Upjohn  Company 
Kalamazoo,  Michigan 


When  you  want  to  prescribe  a diet  to 
lower  serum  cholesterol,  is  a low-fat 
low-cholesterol  diet  the  best  way? 


No,  not  according  to  today’s  thinking. 
A more  efficient  way  is  to  control  the 
type  and  amount  of  fat  in  the  diet. 

This  means  to  control  the  total  calories  and  to 
replace  the  saturated  fats  wherever  possible 
with  poly-unsaturated  vegetable  oil. 


There  is  a considerable  agreement  among  heart  research  workers  that  a low-fat 
diet  does  not  by  itself  consistently  reduce  beta  lipoproteins  and  blood  cholesterol 
or  sustain  a low  level.  Many  low-fat  diets  merely  eliminate  the  visible  fats. 

The  invisible  fat,  inherent  in  meat  and  dairy  products,  is  basically  saturated 
fat,  so  that  a low-fat  diet  quite  frequently  is  actually  relatively  high  in 
saturated  fat.  Consequently,  the  patient  does  not  get  the  proper 
percentage  of  the  poly-unsaturated  fatty  acids  that  help  to  lower 
blood  serum  cholesterol  and  to  maintain  it  at  proper  levels. 

We  know  today  that  a low-cholesterol  intake  (dietary  cholesterol)  has 
little  or  no  bearing  on  serum  cholesterol.  Too,  that  it  would  be  most 
vmdesirable  to  eliminate  all  cholesterol-containing  foods  from  the  diet, 
because  they  carry  with  them  so  many  important  accessory  nutrients. 

When  a vegetable  (salad)  oil  is  medically  recommended  as  part  of  a cholesterol 
depressant  regimen,  Wesson  is  unsurpassed  by  any  readily  available  brand. 

Uniformity  you  can  depend  on.  Wesson  has  a poly-unsaturated  content  better 
than  50%  . Only  the  lightest  cottonseed  oils  of  highest  iodine  number  are 
selected  for  Wesson  and  no  significant  variations  in  standards  are  permitted  in  the 
22  exacting  specifications  required  before  bottling. 
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Wesson  satisfies  the  most  exacting  appetites 

To  be  effective,  a diet  must  be  eaten  by  the  patient.  The 
majority  of  housewives  prefer  Wesson  particularly  by  the 
criteria  of  odor,  flavor  (blandness),  and  lightness  of  color. 
(Substantiated  by  sales  leadership  for  59  years  and  recon- 
firmed by  recent  tests  against  next  leading  brand  with  iden- 
tification removed,  among  a national  probability  sample). 


WESSON’S  IMPORTANT  INGREDIENTS: 

Wesson  is  100%  cottonseed  oil . . . winterized  and  of  selected  quality 
Linolek  acid  glycerides  50%  to  55% 

Phytosterol  (predominantly  beta  sitosterol } 0.4%  to  0.7% 

Total  tocopherols  0.09%  to  0.12% 

Never  hydrogenoted  — completely  salt  free 
Each  pint  of  Wesson  contains  437-524  Int.  Units  of  Vitamin  E. 


FREE  Wesson  recipes,  available  in  quantity  for  your  patients, 
show  how  to  prepare  meats,  seafoods,  vegetables,  salads  and 
desserts  with  poly-unsaturated  vegetable  oil.  Write — specifying 
quantity  needed — to  The  Wesson  People,  210  Baronne  St, 
New  Orleans,  La. 


mm 


The  diet  prescribed  to  lower  cholesterol  can  include  a breakfast  egg  cooked  in  poly-unsaturated  Wesson. 
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"In  our  hands  it  has  been  particularly  helpful 

in  the  treatment  of  staphylococcic  disease.'" 

In  difficult  staph,  infections,  a decisive  response  may  be  obtained  with  Ilosone 
in  a high  percentage  of  cases. 

In  a studyi  of  105  patients,  sixty-four  of  whom  had  Staphylococcus  aureus 
infections,  good  results  were  obtained  with  Ilosone  in  94  percent.  Ten  subjects 
had  previously  failed  to  respond  to  other  forms  of  chemotherapy.  The  authors 
concluded  that  Ilosone  “.  . . is  useful  in  treatment  of  a number  of  common 
infections  and  has  been  effective  in  treatment  of  a number  of  less  common 
and  more  serious  infections.  ...  In  om  hands  it  has  been  particularly  helpful 
in  the  treatment  of  staphylococcic  disease.” 

Ilosone  is  available  in  Pulvules®,  125  mg.  and  250 
mg.;  Lauryl  Sulfate  125  Suspension,  125  mg. 

(base  equiv.)  per  5-cc.  tsp.;  and  Lauryl  Sulfate 
Drops,  5 mg.  (base  equiv.)  per  drop.  Usual  dosage 
for  adults  and  children  over  fifty  pounds  is  250  mg. 
every  six  hours. 


I.  Smith,  1.  M.,  and  Soderstrom,  W.  H.: 

J.  A.  M.  A.,  ?70.-184  (May  9),  1959. 

Ilosone®  (propionyl  erythromycin 
ester,  Liliy) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

032535 
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Union  Hours 
F or  Doctors 


UR  TELEPHONE  RANG  recently  at  2 a.m.,  and 
although  its  rude  clamor  at  that  unseemly 
hour  was  not  exactly  welcome,  we  did  not 
lift  the  receiver  with  resentment.  The  need 
for  availability  of  one’s  doctor  under  urgent 
conditions  has  always  ap- 
pealed to  us  as  of  equal 
importance  with  the 
question  of  his  compe- 
tence. We  need  and  enjoy 
our  sleep  as  much  as  anyone,  but  we  sense 
at  the  same  time  that  a doctor  who  cannot 
or  will  not  respond  to  emergencies  is  as  mis- 
cast in  his  career  as  a farmer  with  deep  dis- 
taste for  outdoor  life  or  a school  teacher  who 
hates  books  and  children. 

The  really  dismaying  part  of  our  tele- 
phone call  was  not  the  hour  but  the  fact  that 
we  were  asked  to  come  to  see  a man  in  re- 
current renal  colic  because  “my  doctor  says 
he  does  not  take  night  calls.”  The  specialist 
of  his  first  choice  had  seen  and  treated  him 
in  the  afternoon,  but  at  midnight  he  was  no 
longer  interested  in  grappling  with  the  prob- 
lem. 

Unless  we  are  resigned  to  continuation 
of  the  dismal  trend  toward  the  deadly  medi- 
ocrity of  a socialized  system  of  medicine,  our 
profession  must  vigorously  condemn  the  at- 
titude that  a doctor’s  obligation  to  his  patient 
can  vary  with  the  clock  or  the  day  of  the 
week.  It  must  be  axiomatic  that  a patient’s 
doctor  at  2 p.m.  is  also  his  doctor  at  2 a.m. 
Where  the  physician’s  age  or  state  of  health 
does  not  permit  such  follow-through,  it  be- 
comes his  plain  duty  to  make  arrangements 
with  a younger  or  healthier  man  for  coverage 
and  then  to  let  patients  know  where  they 
can  turn  in  case  of  emergency. 

The  five-day  week  and  the  eight-hour  day 
are  no  doubt  wonderful  for  assembly-line 
workers,  but  until  disease  can  be  taught  to 
keep  union  hours,  such  concepts  have  no 
place  in  the  thinking  of  dedicated  physicians. 

R.  P.  Middleton 


T„.  DEBATE  STILL  RAGES.  Most  State  medical 
societies  and  the  American  Medical  Associa- 
tion are  on  record  repeatedly  through  their 
respective  houses  of  delegates  against  the 
compulsory  inclusion  of  physicians  under  the 
Social  Security  laws  and 

Physicians  and  “'<=  A 

few  eastern  state  medical 

ciocial  security  organizations  have  taken 
the  opposite  view.  Hos- 
pital dressing  rooms,  county  medical  society 
meetings — seemingly  wherever  a few  doctors 
gather  even  socially,  the  conversation  fre- 
quently begins  or  ends  with  a discussion — 
sometimes  heated — over  the  advantages  or 
disadvantages. 

This  Journal  believes  that  Dr.  Edgar  M. 
End  of  Wauwatosa,  Wisconsin,  has  summed 
up  our  arguments  against  such  inclusion 
better  than  has  been  done  in  any  recent 
statement.  With  his  permission  and  that  of 
the  Wisconsin  Medical  Journal,  which  pub- 
lished his  statement  in  its  October,  1959, 
issue,  we  reproduce  Dr.  End’s  argument  in 
full: 

Tell  ya  what  Fm  a gonna  do 

Suppose  a flashy  character  walked  into  your 
office  and  said,  “Doc,  I’ve  got  just  the  investment 
you’ve  been  waiting  for.  You  won’t  get  any  certifi- 
cate to  show  that  you  own  it  and  you’ll  have  to 
keep  paying  on  it  every  year  or  you’ll  go  to  jail. 
This  year  it’ll  only  cost  you  about  500  iron  men, 
but  we’ll  see  that  you  get  a price  rise  regularly; 
and  there’s  no  limit  to  how  high  it  can  go.  You’ll 
have  to  retire  at  65  to  get  anything  out  of  it,  but 
the  majority  of  doctors  don’t  quit  that  young,  so 
you’ll  probably  only  get  $250  to  bury  you  instead 
of  the  thousands  that  you  paid  in.  Don’t  let  that 
discourage  you,  though,  old  man,  because  the 
owners  have  been  dipping  into  the  till  and  the 
whole  darn  thing’s  liable  to  go  bankrupt  unless 
you  stockholders  bail  it  out.  It’s  a mutual  com- 
pany, you  know.” 

Don’t  throw  the  fellow  out!  He  isn’t  crazy  and 
he  isn’t  a crook.  He’s  just  an  unusually  honest 
salesman  trying  to  sell  you  Social  Security.  If  you 
don’t  interrupt  him,  he  may  tell  you  that  the  boss 
of  Social  Security,  Administrator  Charles  Schott- 
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land,  is  an  honest  man,  too,  and  in  1958  told  inter- 
viewers that  SOCIAL  SECURITY  IS  A TAX  AND 
NOT  AN  INSURANCE  CONTRIBUTION,  as  the 
guardians  of  the  Welfare  State  would  prefer  to 
have  you  believe.  If  you  listen  carefully,  you  may 
learn  that: 

1.  Most  MB’s  don’t  quit  practice  at  65;  and 
the  best  they  can  expect  to  get  for  their  thousands 
in  Social  Security  Taxes  is  a $250  burial  fund. 

2.  Social  Security  is  government  competition 
against  private  enterprise. 

3.  No  participant  has  any  vested  rights  or  con- 
tract to  protect  him;  and  the  whole  set-up  can  be 
changed  at  the  whim  of  Congress. 

4.  Legalized  in  1939  as  an  emergency  relief 
measure,  all  attempts  at  keeping  the  program  on 
a sound  actuarial  basis  have  been  abandoned;  pay- 
ment of  premiums  into  a reserve  fund  has  been 
discontinued;  and  the  program  is  now  in  the  hands 
of  social  planners  who  use  it  to  replace  individual 
initiative  with  abject  dependence  on  the  state. 

5.  The  Act  has  been  amended  many  times, 
without  concern  for  the  participants,  and  the  tax 
will  continue  to  be  raised  by  Congress. 

6.  Benefits  have  never  been  raised  on  a sound 
actuarial  basis  but  have  come  from  vote-hungry 
Congressmen  under  pressure  from  labor  unions 
and  social  planners. 

7.  In  1954  the  House  Ways  and  Means  Com- 
mittee revealed  that: 

(a)  There  was  not  enough  in  the  trust  fund, 
even  at  that  time,  to  pay  future  benefits; 

(b)  In  1952  the  average  benefits  equalled  $24 
for  each  50  cents  paid  in;  and  in  1954  Social  Se- 
curity was  paying  out  $30  for  every  50  cents  col- 
lected in  taxes; 

(c)  Total  benefits  to  some  individuals  amount- 
ed to  several  hundred  times  the  amount  paid  in. 

8.  Today  Social  Security  is  speeding  toward 
bankruptcy  by  paying  out  MORE  THAN  60  TIMES 
AS  MUCH  AS  IT  IS  TAKING  IN! 

9.  At  the  present  rate,  each  doctor  would  pay 
about  $500  a year  in  additional  taxes;  and  this 
amount  will  certainly  be  increased. 

10.  In  event  of  a doctor’s  death,  his  wife  would 
receive  benefits  only  if  she  were  62  years  old  and 
earning  less  than  $100  per  month,  or  if  she  were 
less  than  62  and  had  dependent  children  under  18 
years  of  age  and  an  annual  earned  income  of  less 
than  $1,200.  All  payments  would  stop  if  she  re- 
married or  the  youngest  child  reached  18.  No 
legitimate  insurance  policy  would  contain  such 
limitations. 

11.  Most  young  physicians  would  be  better  off 
financially  buying  insurance  from  regular  insur- 
ance companies. 

12.  The  Social  Security  Administration  would 
have  you  believe  that  your  payments  are  held  in 
trust  to  pay  future  benefits.  THIS  IS  NOT  TRUE! 
In  May,  1957,  the  unfunded  obligation  of  Social 
Security  was  $300,000,000,000  (300  billion  dollars) 
WHILE  THE  NATIONAL  DEBT  WAS  ONLY 
$270,000,000,000!  OF  THIS  STAGGERING  SUM, 


THERE  WAS  LESS  THAN  ONE-FOURTH  OF  1 
PER  CENT  (about  22%  cents  per  $100)  IN  THE 
SO-CALLED  “TRUST  FUND”!  Unknown  to  the 
participants,  MORE  THAN  99.75  PER  CENT  of 
their  contributions  had  been  spent  by  the  govern- 
ment for  foreign  relief  handouts,  socialistic  relief 
programs,  and  other  government  boondoggling  and 
had  been  replaced  by  treasury  notes  and  certifi- 
cates. When  it  comes  time  to  redeem  these  lOUs, 
we  and  our  children  will  be  taxed  again  and  again 
to  pay  back  money  that  was  originally  taken  from 
us  as  taxes. 

13.  If  the  medical  profession  accepts  Social 
Security,  you  will  participate  or  your  property 
will  be  seized  for  non-payment  of  taxes;  and  you 
may  even  be  sent  to  jail.  You  will  have  no  choice. 
THIS  IS  VOLUNTARY  SLAVERY! 

14.  Participation  by  the  medical  profession  will 
deliver  us  as  a group  into  the  hands  of  the  govern- 
ment planners  who  have  sworn  to  bring  socialized 
medicine  to  this  great  nation  whose  strength  lies 
in  the  ability  of  its  citizens  to  provide  for  them- 
selves. 

15.  The  argument  that  “the  legal  profession 
has  accepted  Social  Security”  is  invalid  because 
this  acceptance  came  about  as  the  result  of  a 
parliamentary  trick  engineered  by  a small  group 
and  did  not  represent  the  desires  of  the  majority 
(who  are  now  heartily  discouraged  with  the  whole 
thing). 

16.  If  we  accept  Social  Security,  it  will  kill 
any  chance  for  real  retirement  legislation  such  as 
the  Simpson-Keogh  Bill  under  which,  INSTEAD 
OF  PAYING  MORE  TAXES,  we  could  defer  the 
tax  on  a substantial  part  of  our  income  if  it  were 
put  into  a retirement  investment. 

17.  Finally,  as  a group,  let  us  shun  any  “hurry 

up  and  get  on  the  gravy  train”  appeals  to  greed 
and  thus  show  the  world  that  there  still  exists 
one  profession  in  which  decent  men  ask,  “What 
can  I do  to  serve  my  country?”  and  not,  “What 
can  I get  out  of  it?”  ^ 


OoviET  COMMUNISM  WAS  CHALLENGED  recent- 
ly to  show  that  it  could  do  a better  job 
than  U.  S.  medicine  and  industry  is  doing  in 
discovering  drugs  and  making  them  available 
“to  alleviate  the  diseases  that  plague  man- 
kind.” The  challenge  was 
issued  by  John  T.  Connor, 
President  of  Merck  and 
Company,  in  a speech  be- 
fore the  annual  meeting 
of  the  American  Association  of  Medical  Clin- 
ics. Mr.  Connor  revealed  for  the  first  time  the 
story  of  his  company’s  15~year  basic  research 
program  that  resulted  in  a major  break- 
through in  knowledge  of  kidney  physiology 
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and  in  a new  drug,  Diuril,  a significant  ad- 
vance in  therapy  for  1,500,000  hypertensive 
and  diuretic  patients.  He  pictured  this  as  an 
example  of  the  collaboration  existing  be- 
tween American  scientists  and  industry: 

“Nikita  Khrushchev,  Anastas  Mikoyan 
and  Other  Soviet  leaders  have  been  telling  us 
that  communism  can  do  a better  job  of  or- 
ganizing the  productive  resources  of  society 
for  the  advancement  of  the  human  race. 

“I  challenge  them.  Specifically,  I chal- 
lenge Soviet  communism  to  do  a better  job 
than  U.  S.  capitalism  of  discovering,  develop- 
ing, producing  and  distributing  new  and  ef- 
fective drugs  to  alleviate  the  diseases  that 
plague  mankind.  I will  even  give  the  Soviets 
a 10-year  handicap  for  this  peaceful  compe- 
tition,” Mr.  Connor  declared.  “If  their  phar- 
maceutical industry — including  research — is 
doing  a better  job  for  the  Soviet  people  by 
1969  than  we  did  for  ours  in  1959,  we  shall 
declare  them  the  victors,  and  there  will  be 
no  victim  except  disease.”  Mr.  Connor  told 
the  physicians  that  the  pharmaceutical  in- 
dustry is  spending  almost  $200  million  for 
research  in  1959,  a great  deal  of  it  for  basic 
research. 

Speaking  on  “Federal  Responsibilities  in 
the  Field  of  Health,”  Mr.  Richardson  pointed 
out  that  while  the  federal  government  seeks 
to  respond  to  needs  and  opportunities  for  sup- 
port of  research,  “we  are  concerned  that 
governmental  action  should  not  needlessly 
impede  or  weaken  the  responsiveness  to  indi- 
vidual needs  that  is  most  readily  found  in 
sources  close  to  the  individual.  Just  as  in 
economic  matters  we  do  not  displace  private 
initiative,  so  in  social  ones  we  do  not  displace 
private  charity.”  Mr.  Richardson  discussed 
the  present  federal  role  in  medical  research, 
support  of  teaching,  aid  in  provision  of  more 
hospitals  and  medical  facilities,  organization 
of  health  services,  proposals  for  medical  care 
of  the  aging,  and  preventive  health  measures. 

Dr.  Watt  described  the  growth  of  the  fed- 
eral program  for  aid  to  medical  research, 
through  the  National  Institutes  of  Health  of 
the  U.  S.  Public  Health  Service.  Until  1946, 
the  institutes  conducted  a strictly  intramural 
program,  but  since  that  time  a constantly 
larger  proportion  of  the  increased  federal 
appropriations  for  medical  research  has  been 
devoted  to  research  grants,  chiefly  to  medical 


teaching  institutions  throughout  the  U.  S.  At 
present.  Dr.  Watt  said,  about  80  per  cent  of 
the  N.I.H.  medical  research  funds  go  to  pri- 
vate investigators  and  private  institutions  as 
research  or  training  grants,  and  this  propor- 
tion is  growing.  “Medical  research  has  reached 
the  point  where  we  can  say  we  are  doing  a 
creditable  job,”  Dr.  Watt  declared.  “But  our 
present  expenditure  is  big  only  in  relation  to 
what  we  were  not  doing  in  the  past. 

“In  relation  to  the  opportunities  we  have 
for  investment  in  better  health  for  our  people, 
our  medical  research  budget  is  modest,  in- 
deed.” 


Have  you  watched  your  receptionist  go 
through  the  morning  mail  lately?  My  recep- 
tionist frequently  labors  through  the  front 
door  with  a large  armload  of  mail,  plops  it 
on  her  desk,  and  starts  sorting  it.  When  she 
has  finished,  there  are 
generally  four  piles  — 
The  High  Cost  three  small,  one  large. 
Of  Drugs^  large  one  she  files  in 

the  circular  file  beneath 
her  desk. 

This  large  pile  has  concerned  me  many 
times,  for  it  should  stimulate  some  thinking. 
Here  you  will  find  different  types  of  adver- 
tising and  literature  from  various  drug 
houses.  Some  of  it  is  elaborate,  expensive, 
and  novel.  How  much  does  it  cost  to  produce 
this?  How  many  doctors  care  or  have  time  to 
read  any  or  all  of  it?  Is  this  a good  way  to 
disseminate  information  about  drugs,  especi- 
ally new  and  unique  ones?  Some  drug  houses 
ask  this  question  of  the  doctors. 

Many  patients  complain  about  how  ex- 
pensive medicine  is  and  ask  us  why  it  should 
be  so.  When  this  happens  to  me,  I think  of 
the  time  and  research  that  goes  into  develop- 
ing the  wonder  drugs — and  also  of  the  big 
expensive  piles  of  literature  my  receptionist 
throws  away.  Furthermore,  there  are  the 
gimmicks  made  of  plastic,  cardboard,  and 
metal  one  finds  upon  his  desk.  What  a waste 
of  time  and  money!  How  much  does  this  add 
to  the  price  of  drugs?  continued  on  next  page 

♦We  believe  our  colleague  who  submitted  this  has  a good 
point.  Perhaps  one  or  more  pharmaceutical  representatives 
would  like  to  submit  an  editorial  or  Letter  to  the  Editor  in 
rebuttal! 
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It  is  important  that  we  doctors  shall  be 
informed  about  drugs,  especially  those  that 
are  new  and  unique.  It  seems  reasonable  that 
this  is  the  job  of  the  detail  man.  When  well 
informed,  he  should  and  can  be  the  best 
means  of  getting  the  information  to  the  doc- 
tor. If  the  pharmaceutical  manufacturers 
must  spend  great  sums  of  money  to  dissemi- 
nate information,  why  not  use  it  to  educate 
more  and  better  detail  men?  Some  already 
are  assets  to  their  firms  and  a boon  to  our 
profession.  However,  the  detail  man  who  is 
not  well  versed  or  who  tries  to  cram  his 
product  down  your  throat  is  about  as  wel- 
come as  the  large  stack  of  literature  that  we 
haven’t  time  or  inclination  to  peruse — but 
he’s  not  quite  as  easy  to  consign  to  the  per- 
manent file! 

Why  not  have  well  and  better  educated 
detail  men,  cut  the  price  of  drugs,  and  relieve 
our  receptionist  of  unnecessary  work? 

R.  J.  Groeger,  M.D. 

PiAviNG  RECENTLY  passed  through  an  era  of 
“rigging”  in  entertainment  and  advertising 
programs,  an  amusing  form  of  deception  was 
recently  narrated  in  daily  papers.  It  ema- 
nated from  the  International  Livestock  Ex- 
position in  Chicago.  Fourteen 
Natural  steers  were  disqualified  for 

j . what  show  officials  described 

e ection  “rigged  body  contours.”  The 

animals  showed  evidence  of 
tampering  about  the  flanks  — an  unethical 
practice.  Swelling  and  scar  tissue  indicated 
the  steers  had  been  given  injections  of  oil  or 
paraffin,  maybe  air,  beneath  the  hide,  to  fill 
out  depressed  areas  and  improve  the  animals’ 
appearance. 

So— 0-0 — , here  we  go!  Many  of  you  will 
guess  what  is  coming;  and  those  who  don’t 
had  better  take  a shot  of  testosterone,  or 
something.  Let’s  pass  up  the  fortunes  spent 
on  cosmetics  and  in  beauty  parlors  and,  in 
passing,  note  some  rigging  which  people  seek 
and  find — not  rarely  with  the  aid  of  our  pro- 
fession and  guided  or  misguided  by  partially- 
informed  writers.  (Incidentally,  have  you 
ever  heard  of  ghost  writers?)  Someone  is 
bound  to  wonder  how  come  we  bow  to  live- 
stock dealers  when  it  comes  to  ethics! 


There  are  plenty  of  goods  and  ample 
equipment  in  the  world,  but  they  are  not 
equitably  distributed.  Examples  are  too  nu- 
merous to  mention.  One  woman  would  give 
anything  to  hang  her  burdensome  breasts 
over  the  bedpost  when  she  retires;  another 
will  sleep  on  subcutaneous  baseballs,  taking 
her  chances  on  what  they  will  be  doing  with- 
in another  decade  or  two,  in  order  to  be  in 
line  with  the  nebulous  norm  of  36-24-36.  The 
world  is  full  of  extremes — thin,  fat;  ample, 
flat;  plain,  pulchritudinous;  bald,  tonsorially 
adorned — to  name  but  a few.  Between  these 
limits,  the  average  among  us  abide.  And 
wouldn’t  it  be  a dull  world  were  it  not  for 
the  others,  the  characters  who  make  life 
worth  living  and  history  worth  recording? 

It  has  been  said  that  appearance  is  what 
we  seem  to  be,  reputation  is  what  others 
think  of  us,  but  character  is  what  we  really 
are.  Somehow  only  the  latter  long  survives, 
so  why  all  the  rigging  along  the  way?  How 
about  the  beauty  contestant  who  was  dis- 
qualified when  the  judges  found  out  (we 
don’t  know  how)  that  she  wears  falsies? 
Then  there  was  the  gay  blade  who  decided 
to  quit  swashing  his  buckles  and  settle  down. 
He  picked  her  out,  with  his  customary  em- 
phasis upon  vital  statistics,  the  uppermost 
being  forty-plus.  She  loved  his  abundant 
wavy  locks.  But  when  the  chips  were  down, 
her  assets  attested  the  broad  application  of 
polyethylene  derivatives,  and  his  was  Max 
Factor’s  best.  Who  did  what,  with  what,  and 
to  whom?  That’s  the  question. 

Webster  defines  ethics  as  “the  science  of 
moral  values  and  duties;  the  study  of  ideal 
human  character,  actions,  and  ends.”  Whether 
it  be  entertainment,  judging  of  man  or  beast, 
evaluation  of  feminine  appointments,  buying 
a watch,  choosing  a mate  or  otherwise  shap- 
ing our  ends,  isn’t  it  unfortunate  that  modern 
prestidigitation  makes  it  so  difficult  to  know 
what  we  are  selecting?  At  once,  that  is! 
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Experiences  with  hypnosis 
in  general  practice 

O.  E.  Torkelson,  M.D.,  Lusk,  Wyoming 


A memo  to  physicians 
pleading  for  ivider  use  of 
this  therapeutic  tool. 


All  of  us  who  practice  general  medicine, 
especially  in  smaller  communities,  have  been 
disturbed  constantly  through  our  inabilities 
to  treat  the  so-called  neurotic.  We  have  sent 
him  to  psychiatrists  with  somewhat  better 
results,  but  he  always  returns  to  us.  His  blad- 
der is  spastic  and  painful;  he  has  abdominal 
pains,  cardiac  neuroses,  or  any  of  a host  of 
other  complaints.  He  is  constantly  with  us 
and  we  are  all  too  prone  to  tell  him,  “It  is  all 
in  your  head,  forget  it.”  The  fact  remains, 
however,  that  this  patient  is  sick — probably 
more  so  than  many  of  those  with  entirely  or- 
ganic diseases.  He  hurts;  he  is  uncomfortable 
and  emotionally  disturbed,  and  his  problem 
is  a real  threat  to  his  usefulness  as  a citizen. 
It  is  the  purpose  of  this  paper  to  recount 
some  personal  experiences  with  treating  these 
patients  with  a new  application  of  one  of  the 
oldest  methods  of  treatment  we  know — hyp- 
nosis. 

Neuralgias  appear  to  be  in  many  instances 
emotional  or  influenced  by  emotion,  and  can 
be  relieved  by  hypnosis.  This  is,  of  course, 
not  true  of  all  neuralgias,  but  this  writer  has 
seen  several  that  were  completely  relieved, 
some  without  even  the  necessity  of  determin- 
ing the  cause. 

To  say  that  the  ulcer  patient  is  a neurotic 
would  be  a rather  broad  statement,  but  cer- 
tainly many  of  them  respond  well  to  psycho- 


therapy and  this  writer  has  found  that  re- 
education with  hypnosis  has  been  successful 
in  preventing  recurrence  and  in  keeping  this 
difficult  patient  well  after  use  of  alkalis,  diet, 
et  cetera,  have  healed  the  ulcer.  Here,  too, 
with  hypnosis  antispasmotics  are  many  times 
almost  entirely  unnecessary. 

As  with  ulcer  patients,  one  could  hardly 
say  that  all  coronary  patients  are  neurotics 
and  yet,  here  again,  a thorough  understand- 
ing of  his  emotional  problems,  fears,  and  ap- 
prehensions and  the  application  of  hypnosis 
can  leave  him  free  of  chest  pains.  In  the 
hands  of  this  writer  it  has  been  much  more 
effective  than  any  of  the  vasodilators  he  has 
used.  Often  a weak  or  thready  pulse  can  be 
improved  and  even  irregularities  can  be  reg- 
ulated at  times. 

Hypnosis  has  been  used  since  ancient 
times  by  faith  healers,  various  religious  heal- 
ers, and  by  few  physicians.  Probably  all 
of  us  indirectly  practice  it  through  the  use 
of  placebos  and  various  forms  of  suggestion. 
It  is  now  coming  into  wider  usage  by  medical 
men  in  many  ways,  and  I believe  will  be  a 
reliable  aid  in  many  problems  of  the  general 
practitioner.  To  call  all  or  most  of  these 
patients  neurotic  has  always  seemed  to  me 
to  be  completely  bypassing  the  true  nature 
of  his  disease.  They  are  human  beings  with 
problems  and  conflicts  which  are  usually 
multiple  and  often  complex.  When  a person 
converts  deep  emotional  conflicts  into  surface 
manifestations  or  symptoms  a much  deeper 
insight  into  his  problems  is  called  for  than  just 
calling  him  a neurotic  and  covering  up  with 
sedatives  and  tranquilizers.  Often  his  prob- 
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lem  may  stem  from  a single  painful  experi- 
ence in  childhood  which,  when  properly 
evaluated,  can  solve  the  major  portion  of  it. 
A patient,  for  example,  had  violent  and  con- 
tinuous abdominal  cramps  over  many  months. 
It  was  determined  by  age  regression  that 
these  resulted  from  a painful  experience 
when  the  young  lady  was  six  years  old. 
Through  two  hypnotic  sessions  it  was  pointed 
out  to  her  that  since  the  experience  had  long 
since  been  passed,  the  symptoms  were  no 
longer  necessary.  This  apparently  resulted  in 
full  recovery. 

In  conclusion,  it  must  be  said  that  the 
modern  use  of  hypnosis  is  very  new  and 
much  scientific  data  must  be  accumulated. 
Meanwhile,  it  offers  a useful  tool  in  the 
hands  of  the  general  practitioner  who  realizes 
that  a large  percentage  of  his  practice  is  com- 
posed of  people  whose  illnesses  are  purely 
emotional  and  yet  not  in  the  realm  of  the 
psychiatrist.  Likewise,  he  knows  that  the 


portion  of  his  practice  representing  organic 
illness  is  affected  to  a great  degree  by  emo- 
tion. 

Much  has  been  written  concerning  the 
dangers  of  hypnosis,  and  it  is  true  that  psy- 
chosis can  be  produced  through  its  injudi- 
cious application.  It  is  likewise  true  that 
diagnosis  can  be  overlooked  or  covered  up. 
But  is  this  not  true  of  antibiotics,  tranquil- 
izers, steroids,  or  of  any  other  branch  of 
medicine?  It  is  my  opinion  that  hypnosis 
judiciously  used  by  the  general  practitioner 
within  the  scope  of  his  practice  is  no  more 
dangerous,  and  probably  less  so,  than  any 
other  dangerous  or  potent  remedy.  It  is  not 
the  use,  but  rather  the  abuse,  of  these  tools 
which  is  harmful.  This,  as  with  any  other 
branch  of  medicine,  is  within  the  scope  of 
each  physician’s  conscience.  It  behooves  us 
all  to  give  careful  thought  to  a method  which 
can  give  comfort  as  well  as  aid  in  the  healing 
of  disease.  • 


The  vital  role  of  gynecology* 

In  maintenance  of  maximum  health 

Lewis  C.  Scheffey,  M.D.,  Philadelphia,  Pennsylvania 


Emphasizing  the  importance  of  pelvic 
plus  ivhole- patient  evaluation 
for  all  those  who  include  women 
in  their  practices. 


Gynecology  is  in  truth  the  “birth-child”  of 
obstetrics,  and  some  of  the  ills  of  woman- 
hood spring  from  parturition  and  its  compli- 
cations. Apart  from  this,  benign  and  malig- 
nant pelvic  disease  appears  more  often  pri- 


•William  R.  Lovelace  lecture,  Lovelace  Foundation  for  Medi- 
cal Education  and  Research,  presented  January  30,  1959,  Albu- 
querque, New  Mexico.  Dr.  Scheffey  is  Professor  of  Obstetrics 
and  Gynecology,  Emeritus,  Jefferson  Medical  College  and 
Hospital,  Philadelphia. 


marily,  but  may  accompany  the  pregnant 
state. 

Medicine  for  generations  past  dealt  al- 
most entirely  with  relief  of  symptoms;  even 
the  crude  surgical  procedures  of  centuries 
ago  fell  into  disrepute  and  gave  way  to  sooth- 
sayers and  bizarre  potions.  It  was  not  until 
the  first  half  of  the  nineteenth  century  that 
abdominal  surgery  came  into  being  again 
with  a few  cesarean  sections — some  disas- 
trous— and  surgical  invasion  for  aspiration 
of,  or  removal  of,  ovarian  cysts.  So  obstetrics 
and  gynecology  enjoy  a heritage  of  distinc- 
tion in  this  respect.  Antisepsis  and  asepsis 
made  way  for  safer  surgery  as  the  twentieth 
century  dawned  and  progressed  to  the  an- 
esthetic, pre-  and  postoperative  technics  that 
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we  take  for  granted  today.  This  can  be  said 
with  assurance,  in  spite  of  the  present  dilem- 
ma of  widespread  staphylococcic  invasions 
that  mock  many  a revered  antibiotic  and 
insolently  challenge  them  to  continuous 
combat. 

Extent  of  survey 

Of  equal  importance  to  distinctive  surgical 
problems  in  gynecology — even  more  so  in 
some  instances — are  the  general  complaints 
related  by  the  patient  in  consultation.  It  is 
hard  at  times  to  sort  the  wheat  from  the 
chaff,  but  patience  is  a virtue.  The  subsequent 
pelvic  survey  may  reveal  only  a minor  lesion 
or  none  at  all,  and  a note  to  the  family  physi- 
cian or  reference  to  a colleague  suffices. 
Avoid  preconceived  ideas,  however. 

A gynecologic  examination  by  its  nature 
includes  the  rectum  and  abdomen.  Also,  it 
offers  a unique  opportunity  for  the  examiner 
to  check  on  the  head  and  neck,  breasts,  chest, 
regional  nodes  and  extremities.  Catheterized 
urinalysis  at  an  initial  examination  precludes 
concern  if  red  and  white  cells  are  absent, 
since  the  voided  specimen  is  less  reliable, 
being  contaminated  by  vaginal  secretions. 
Attention  to  symptoms  and  thorough  exam- 
ination may  seem  like  a tremendous  order, 
but  I fear  that  too  often  specialists  fail  to 
regard  the  patient  as  an  entity,  and  perhaps 
unconsciously  tend  to  fit  the  pattern  of  com- 
plaint to  the  specialty  practiced.  With  these 
preliminary  thoughts  in  mind,  let  me  turn 
to  the  contribution  that  the  gynecologist  can 
make  out  of  his  experience,  toward  the  main- 
tenance of  maximum  health  in  women. 

As  puberty  develops,  problems  arise  with 
respect  to  abnormalities  that  range  from  re- 
tarded onset  of  menses,  minor  discharge  or 
intermittent  pain.  These  may  be  disregarded 
by  the  watchful  parent  for  a while,  but  it  is 
better  to  exclude  by  appropriate  consultation 
and  examination  such  things  as  malforma- 
tions and  tumors  of  the  vagina  and  pelvis. 
There  is  a preconceived  idea  that  such  a sur- 
vey will  in  some  way  derange  the  child’s 
psychic  processes,  but  such  instances  have 
been  almost  totally  lacking  in  my  experi- 
ence. When  negative  in  result,  the  survey  is 
reassuring  to  the  parents,  furnishing  in  ad- 
dition, a base  line  for  observation  of  a young 
girl’s  future  development. 


With  maturity  and  marriage  some  of  these 
same  problems  may  arise,  to  which  may  be 
added  those  of  marital  maladjustment,  ap- 
parent infertility,  pelvic  infections,  benign 
tumors,  neoplasms,  endometriosis  and  tuber- 
culosis. To  these  we  add  acquired  lesions 
that  result  from  miscarriage,  precipitate  la- 
bor, and  those  due  to  prolonged  parturition 
and  dystocia.  Differentiation  of  acute  appen- 
dicitis from  renal  and  adnexal  lesions,  unless 
thoroughly  studied,  may  result  in  unfortu- 
nate surgical  procedures  and  complications 
that  may  radically  blight  the  future  of  young 
women,  single  or  married. 

As  the  menopausal  and  postmenopausal 
era  comes  into  the  picture,  pelvic  malignan- 
cies increase  in  incidence  and  offer  a constant 
diagnostic  challenge.  So  does  the  differentia- 
tion of  left  lower  quadrant  lesions  from  recto- 
sigmoidal  lesions.  Even  cancers  of  the  vulva 
and  vagina,  obvious  as  they  may  seem  to  be, 
can  advance  amazingly  before  being  diag- 
nosed. 

Dividends  in  health 

What  do  the  foregoing  statements  add  up 
to  in  terms  of  improved  health  and  comfort, 
and  what  part  does  gynecologic  discipline 
and  modality  play  in  solving  these  questions? 
In  two  ways,  I think: 

First,  by  the  furtherance  of  thorough  pel- 
vic evaluation,  not  only  in  the  course  of 
periodic  health  maintenance  examinations  of 
well  women,  but  certainly  in  the  case  of 
those  who  are  ill,  and  either  ambulatory  or 
in  hospitals.  In  the  latter  instance  especially, 
the  work  that  has  been  done  in  Philadelphia 
during  the  past  decade  through  the  activities 
of  the  Committee  for  the  Study  of  Pelvic 
Cancer  under  the  aegis  of  the  County  Medical 
Society,  has  ferreted  out  case  after  case  of 
pelvic  disease,  malignant  and  benign,  that 
was  missed  both  in  office  and  hospital  prac- 
tice by  omassion  of  routine  pelvic  examina- 
tion! 

Second,  by  wise  and  experienced  appraisal 
of  pelvic  lesions  found  during  the  examina- 
tion of  both  well  women  and  those  presenting 
symptoms.  In  the  case  of  the  former,  asymp- 
tomatic uterine  fibroids  are  a common  lesion 
found.  Occasionally,  huge  fibroids  are  pres- 
ent, of  which  the  host  may  be  unaware,  and 
in  which  removal  is  desirable,  but  many  are 
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inconsequential  and  asymptomatic.  Hyster- 
ectomy, and  often  oophorectomy,  is  carried 
out  during  the  third  and  fourth  decades  for 
meager  reasons  indeed.  Symtomless  patients 
are  told  from  time  to  time  that  “cancer  may 
develop,”  when  as  a matter  of  fact  the  tissue 
transformation  that  can  occur  is  a sarcoma- 
tous one  and  of  relatively  low  incidence. 

In  ailing  women,  on  the  other  hand,  fi- 
broid tumors  may  well  be  at  fault,  particu- 
larly submucous  ones,  and  incidental  polyps 
may  also  be  present.  In  such  instances,  treat- 
ment should  be  highly  selective,  and  with  a 
high  index  of  suspicion  that  uterine  cancer, 
per  se,  may  likewise  be  present.  This  thought 
applies  especially  to  corpus  cancer  with  its 
well-known  symptomatic  triad  of  obesity, 
hypertension,  and  high  blood  sugar  levels. 
The  judicious  use  of  the  uterine  cell  tests, 
fractional  curettage,  and  definitive  types  of 
cervical  biopsy  will  do  much  to  avoid  the 
pitfalls  that  may  result  in  faulty  and  in- 
adequate uterine  cancer  therapy. 

Uterine  cancer 

Actually,  uterine  cancer  takes  a toll  of 
15,000  women  annually,  and  on  this  basis  it 
is  an  important  keystone  in  a health-mainte- 
nance program.  That  the  accessibility  of  the 
uterus  makes  prompt  diagnosis  possible  may 
be  evidence  of  the  fact  that  the  death  rate 
has  declined  40  per  cent  in  25  years.  Never- 
theless, the  American  Cancer  Society’s  sta- 
tistical bureau  estimates  32,000  new  cases 
this  year.  The  diagnostic  methods  just  men- 
tioned as  necessary  to  avoid  errors  in  the 
management  of  fibroids  are,  of  course,  used 
primarily  in  the  study  of  women  having  ab- 
normal uterine  bleeding,  either  pre-  or  post- 
menopausal, and  for  the  purpose  of  prompt 
diagnosis  and  treatment  of  uterine  cancer. 
Early  diagnosis  has  been  greatly  enhanced, 
too,  by  the  growing  use  of  the  Papanicolaou 
technic  in  the  routine  pelvic  examinations  of 
all  women,  with  the  possibility  thereby  of 
discovering  lesions  even  in  the  non-invasive 
state.  However,  this  diagnosis  must  be  made 
with  mature  consideration,  based  on  the  abil- 
ity and  experience  of  the  cytologist  and  cyto- 
pathologist  who  can  only  interpret  accu- 
rately - taken  and  technically  well  - stained 
smears.  All  uterine  smears  indicating  non- 
invasive  or  invasive  cancer  of  the  cervix  or 


corpus  must  be  confirmed  by  biopsy  and 
curettage  before  treatment  is  begun. 

It  is  plainly  to  be  seen  that  reduction  of 
uterine  cancer  mortality  by  early  diagnosis 
still  remains  the  number  one  task  of  the 
gynecologist  equipped  to  maintain  and  better 
the  health  standard  of  women.  Gynecologic 
groups  constantly  urge  their  colleagues  in 
general  practice  and  internal  medicine  to 
participate  in  the  forward  looking  advantages 
that  cytologic  methods  offer.  I would  also 
urge  that  this  discipline  be  used  in  the  care 
of  obstetric  patients  during  the  prenatal  and 
postpartum  periods,  for  cancer  can  occur  in 
the  pregnant  woman,  to  the  extent  of  3 per 
cent,  in  Ullery’s  recent  study. 

Breast  cancer 

The  gynecologist’s  chance  to  examine  the 
breasts  has  been  mentioned.  He  is  particu- 
larly qualified  for  this  task  because  of  his 
knowledge  of  their  endocrine  relationship 
with  ovarian  function.  This  offers  a magnifi- 
cent opportunity  in  preventive  medicine 
when  it  is  realized  that  approximately  19,000 
women  die  annually  from  breast  cancer.  This 
involvement  represents  a rate  of  perhaps  35 
cases  per  100,000,  all  but  4 per  cent  between 
the  ages  of  40  and  60.  This  tragic  loss  can 
be  reduced,  not  only  by  a physician’s  exam- 
inations, but  by  the  instruction  of  women  in 
self-examination  of  the  breasts.  The  Phila- 
delphia County  Medical  Society’s  “Commit- 
tee for  the  Study  of  Breast  Cancer”  has 
learned  that  to  date  the  vast  majority  of 
breast  cancers  have  been  discovered  by  wom- 
en themselves. 

Along  with  the  benign  and  malignant 
conditions  of  the  uterus,  the  question  of 
ovarian  and  adnexal  diseases  must  be  men- 
tioned with  equal  emphasis.  Enlargements 
here  are  even  more  difficult  to  evaluate. 
For  that  reason  more  errors  are  likely  to  be 
made  in  this  area,  to  the  detriment  of  the 
patient,  and  to  the  sorrow  of  the  physician. 

Appendix  and  ovary 

But  first  let  me  discuss  a situation  that 
is  pathologically  benign  but  potentially  er- 
roneous. I refer  to  what  I have  termed  during 
my  teaching  career  the  “appendicitis-ovarian 
cyst”  syndrome.  It  is  usually  encountered  in 
teenagers  and  younger  women,  and  I am 
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sure  it  will  be  recognized  by  the  readers. 
The  complaint  is  one  of  acute  or  sometimes 
recurrent  attacks  of  pain  in  the  right  side, 
not  associated  with  urinary  tract  symtoma- 
tology.  Appendicitis  is  diagnosed,  the  re- 
moved appendix  shows  little  or  no  pathologic 
change,  and  the  operator  then  proceeds  to 
remove  a “cyst”  from  the  ovary,  or  the  ovary 
itself  may  even  be  sacrificed.  (Parenthetical- 
ly, the  opposite  ovary  may  be  attacked  in 
like  fashion  because  of  “cysts”.)  This  happens 
because  insufficient  thought  has  been  given 
to  the  painful  disturbances  of  the  menstrual 
cycle  incident  to  folliculosis  and  to  the  physi- 
ology of  the  luteal  and  subsequent  phases. 
An  unfortunate  sequel  is  the  possibility  of 
tubal  adhesions  that  may  create  an  infertility 
problem  subsequently.  Probably  no  harm 
results  from  the  appendectomy.  In  fact,  a 
future  hazard  has  been  eliminated  if  all  goes 
well,  but  the  ovary  should  not  be  subjected 
to  meddlesome  interference.  Experiences  of 
this  sort  do  not  contribute  to  the  well-being 
of  young  women  and  may  be  deleterious  as 
noted. 

Of  far  greater  importance  in  a woman’s 
gynecologic  career  is  the  problem  of  mobile 
ovarian  enlargements,  unilateral  or  bilateral. 
Knowing  of  the  insidious  progression  of  ova- 
rian cancer — estimated  to  constitute  about 
15  per  cent  of  ovarian  malignancies — -one 
must  tincture  conservation  with  alert  inquisi- 
tiveness. One  must,  however,  always  bear  in 
mind  the  total  potentiality  of  the  indifferent 
sex  gland  and  its  subsequent  development, 
so  prone  to  heterosexual  deviations.  It  is 
these  considerations  that  have  always  made 
difficult  the  classification  of  ovarian  enlarge- 
ments and  neoplasms  of  benign  and/or  ma- 
lignant nature.  It  is  best,  therefore,  to  regard 
any  ovarian  enlargement  as  a detriment  to 
the  health  of  women  patients  until  repeated 
observation  and  pertinent  studies  have  led 
to  a definitive  decision — which  should  be 
surgical  if  the  enlargement  fails  to  recede 
after  reasonable  observation.  In  actively  men- 
struating women  such  re-evaluation  over 
several  periods  is  permissible  before  a deci- 
sion is  made.  In  the  postmenopausal  woman 
there  is  no  purpose  or  virtue  in  delaying 


surgical  treatment  at  all.  In  venturing  these 
pronouncements,  what  I have  said  refers  ex- 
clusively to  unilateral  or  bilateral  ovarian 
enlargements  discovered  at  an  initial  exam- 
ination, and  without  local  and/or  persistent 
symptoms.  Gross  ovarian,  paraovarian,  and 
retroperitoneal  tumors,  readily  recognized 
and  giving  rise  to  orthodox  signs  and  symp- 
toms, are  an  actual  menace  to  health  and  are 
surgical  problems  from  the  moment  of  dis- 
covery, for  complications  are  likely  to  arise 
at  any  time.  The  manifestations  of  endometri- 
osis vary  with  the  individual,  but  symptoms 
are  present  or  develop  in  the  majority  so 
affected. 

Menopause 

The  “menopause”  as  such,  recognized  by 
the  cessation  of  regular  periods,  is  well 
known  by  gynecologists  in  general  as  pre- 
senting characteristics  which  cannot  be  ade- 
quately discussed  in  a presentation  of  this 
sort.  So  I shall  confine  myself  to  a few  per- 
sonal observations  and  impressions.  Those 
women  best  adjusted  to  everyday  life  com- 
plain the  least,  even  in  the  absence  of  the  so- 
called  good  things  of  life.  Where  the  opposite 
is  true  there  are  physical  and  emotional  irri- 
tants that  cannot  always  be  fathomed.  In 
such  instances,  sufficient  time  for  consulta- 
tion may  be  rewarding  if  the  patient-physi- 
cian relationship  is  kept  on  a factual  level, 
and  the  gynecologist  does  not  attempt  ama- 
teur psychiatry.  From  experience  and  long 
observation  I have  rarely  employed  estro- 
genic therapy  for  I think  it  “adds  fuel  to  the 
flame”  and  may  result  in  disturbing  with- 
drawal bleeding.  Finally,  a fair  proportion 
of  patients  has  seemed  to  respond  to  small 
dosage  of  an  old  remedy  of  belladonna  ex- 
tract and  phenobarbitol — but  then  I suppose 
that  most  of  these  patients  were  well-adjust- 
ed in  the  first  place,  and  simply  listened  to 
reason. 

Omitting  the  time-honored  summary,  I 
trust  that  I have  shown  how  gynecology  can 
contribute  a great  deal  to  the  maintenance 
of  health  in  women— and  in  company  with 
the  general  practitioner,  can  be  first  on  the 
firing  line  in  the  battle  against  disease.  • 
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importance  of 
preoperative  blood  values 

William  E.  Simpson,  Jr.,  M.D.,  Reno,  Nevada 


Early  assessment  of  the  need  for  blood 
in  potential  surgical  cases  plus  correction 
of  deficiencies  without  delay  are. 
essential  in  safe  management. 

T he  addition  of  high  altitude  makes 
this  problem  more  acute. 


Haldane  once  made  the  statement  “Anox- 
emia not  only  stops  the  machine  but  wrecks 
the  machinery.”  Nowhere  is  this  more  true 
than  in  the  practice  of  anesthesiology  and 
surgery.  There  is  no  vital  function  of  the 
body  or  any  of  its  organs  which  is  not  direct- 
ly dependent  on  an  adequate  oxygen  supply. 
During  the  added  stress  of  surgery  and  anes- 
thesia this  oxygen  supply  becomes  even  more 
important.  There  are  many  factors  in  anes- 
thesia and  surgery  over  which  we  have  little 
or  no  control.  Not  included  in  this  group, 
however,  are  the  preoperative  blood  values 
of  the  patient.  We  can  do  much  to  improve 
or  return  to  normal  the  blood  values  and 
in  particular  the  hemoglobin  and  red  cell 
levels.  On  the  hemoglobin  levels  depend  the 
amount  of  oxygen  which  will  be  supplied  to 
the  tissues  of  the  patient  during  surgery. 

Hemoglobin  level 

Because  of  its  great  affinity  for  oxygen, 
hemoglobin  will  be  completely  saturated 
with  oxygen  in  spite  of  decreased  hemoglobin 
values  and  in  the  face  of  lowered  oxygen 
tensions.  In  fact,  there  is  relatively  little 
reduction  in  the  percentage  saturation  of  the 


hemoglobin  until  the  oxygen  pressure  falls 
to  about  half  its  normal  value.  However,  we 
are  not  concerned  with  the  percentage  satu- 
ration of  the  hemoglobin,  but  with  the  amount 
of  oxygen  available  to  the  patient’s  tissues, 
and  this  amount  is  directly  dependent  on  the 
hemoglobin  level  of  the  blood.  Work  was 
done  at  the  Los  Angeles  County  Hospital  in 
1949  on  the  arterial  blood  oxygen  saturation 
of  patients  before  and  during  anesthesia.  The 
following  figure  shows  the  relationship  of 
the  hemoglobin  level  to  the  total  volumes 
per  cent  of  oxygen  carried  by  the  blood. 
These  figures  were  obtained  by  preoperative 
arterial  punctures  on  patients  brought  to 
surgery  without  premedication.  These  pa- 
tients were  all  suffering  from  incomplete 
abortions  and  were  in  the  younger  age  group 
and  in  reasonably  good  health.  Twenty  vol- 
umes per  cent  of  oxygen  has  been  generally 
accepted  as  a normal  value  for  patients  with 
the  so-called  normal  hemoglobin  levels  of 
15-16  grams.  This  is  borne  out  in  this  series 
of  cases.  However,  there  is  a direct  drop  in 
oxygen  percentage  with  a fall  in  hemoglobin 
levels.  When  the  hemoglobin  falls  to  12  or 
13  grams,  the  volumes  per  cent  of  oxygen  in 
the  blood  is  only  15,  or  75  per  cent  of  normal. 
This  value  falls  even  more  with  a further 
decrease  in  hemoglobin.  A hemoglobin  value 
of  12  to  13  grams  is  regarded  by  many  as 
being  adequate  for  major  surgery,  but  from 
this  study  it  would  seem  that  these  patients 
start  out  with  an  oxygen  blood  saturation  of 
75  per  cent  or  normal. 

It  should  be  remembered  that  this  study 
was  done  at  sea  level,  and  that  in  many  areas 
surgery  is  performed  at  altitudes  consider- 
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ably  above  sea  level.  In  work  on  the  effect 
of  altitude  on  airline  passengers,  it  was 
found  that  at  5,000  feet  there  was  only  92 
per  cent  arterial  oxygen  saturation  as  com- 
pared to  96  per  cent  at  sea  level.  While  pa- 
tients who  live  at  higher  altitudes  for  some 
time  become  acclimated,  it  still  must  be 
realized  that  they  are  subjected  to  the  added 
stresses  of  surgery  and  anesthesia  at  oxygen 
levels  considerably  below  those  at  sea  level. 
And  in  particular  it  must  be  realized  that 
because  of  the  decreased  oxygen  in  the  at- 
mospheric air,  a hemoglobin  level  which 
might  be  considered  normal  at  sea  level  is 
definitely  subnormal  at  4,500  feet. 

Anesthetic  “poisons” 

To  the  already  lowered  oxygen  blood  level 
of  the  anemic  patient  is  then  added  the  de- 
pressant effects  of  premedication  and  an- 
esthesia. Every  anesthetic  agent,  however 
well  chosen  and  expertly  administered,  is 
still  a depressant.  In  fact,  some  have  de- 
scribed anesthesia  as  controlled  and  reversi- 
ble poisoning.  All  the  gaseous  and  inhalation 
agents  produce  their  effects  by  a central 
nervous  system  depression  which  in  turn 
causes  a respiratory  depression  to  a greater 
or  lesser  degree.  The  intravenous  barbitu- 
rates and  narcotics  are  by  their  very  nature 


depressants.  The  muscle  relaxants  produce 
their  effects  by  paralyzing  striated  muscle 
which  may  include  any  or  all  of  the  muscles 
of  respiration.  Even  the  local  anesthetic 
agents  used  in  regional  blocks  may  cause 
central  nervous  system  and  respiratory  de- 
pression by  their  rapid  absorption  into  the 
blood  stream.  When  the  depressant  effect  of 
premedication  and  anesthesia  is  added  to 
the  already  subnormal  oxygen  levels  of  the 
anemic  patient,  it  is  no  wonder  that  some  of 
these  people  do  not  do  well  during  and  after 
surgery. 

Since  we  must  accept  the  fact  that  all 
patients  requiring  surgery  do  not  have  nor- 
mal hemoglobin  levels,  the  question  arises  as 
to  what  can  be  done  to  correct  the  situation. 
It  would  seem  that  the  most  common  solu- 
tion to  the  problem  in  recent  years  is  the 
abundant  use  of  blood  transfusions  before 
and  during  surgery.  During  and  since  the 
second  World  War  the  value  of  whole  blood 
in  the  severely  injured  has  been  proven  many 
times.  With  the  advent  and  perfection  of 
blood  banks,  whole  blood  has  become  avail- 
able to  hospitals  and  patients  in  most  areas. 
However,  all  the  lessons  learned  during  the 
war  are  not  applicable  in  civilian  practice. 
For  the  most  part  the  patients  treated  during 
the  war  were  young,  healthy  individuals  suf- 
fering from  acute  injuries  and  varying  de- 
grees of  blood  loss.  However,  the  patients  in 
civilian  life  are  for  the  most  part  suffering 
from  chronic  diseases  and  may  have  associ- 
ated anemias.  Immediately  following  the  war 
it  became  the  vogue  to  use  blood  transfusions 
for  many  varied  conditions  for  its  so-called 
“tonic”  effect.  In  some  hands  transfusion  re- 
placed adequate  hemostasis  during  surgery. 
As  might  be  expected,  it  was  soon  found  that 
transfusion  was  not  an  innocuous  procedure. 
Even  with  modern  typing  and  cross-match- 
ing, transfusion  reactions  still  could  and  did 
occur.  These  can  be  pyrogenic,  hemolytic, 
sensitization  and  speed  reactions,  and  neph- 
rosis, in  addition  to  transmission  of  diseases 
such  as  malaria,  hepatitis,  and  syphilis. 
More  and  more  sub-groups  are  being  found 
which  cannot  be  discovered  by  usual  typing 
methods.  In  a series  of  290  transfusions 
studied  by  Strauss  and  Torres  in  1953,  a total 
of  10  reactions  occurred,  including  three  cases 
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of  homologous  serum  jaundice  and  two  cases 
of  pulmonary  edema.  It  has  been  well  estab- 
lished that  many  reactions  occur  during  sur- 
gery but  are  masked  by  the  anesthesia.  In 
fact,  some  advocate  that  little  if  any  blood 
should  be  given  during  anesthesia,  and  then 
only  if  an  indwelling  catheter  is  in  place  to 
pick  up  mild  degrees  of  hematuria. 

Proper  use  of  blood 

It  would  therefore  seem  that  the  pendu- 
lum has  swung  to  both  extremes  and  is  about 
to  assume  its  rightful  mid-position.  The  most 
sensible  answer  seems  to  be  that  blood  should 
be  used  during  surgery  to  replace  blood  loss. 
It  should  not  be  used  to  replace  an  adequate 
preoperative  evaluation  and  treatment  of 
the  anemic  patient.  The  great  majority  of 
surgical  procedures  are  done  for  chronic  con- 
ditions which  the  patient  has  had  for  some 
time.  In  most  cases  the  patient  has  been  seen 
by  the  surgeon  or  the  family  physician  on 
several  occasions  prior  to  surgery.  During 
the  first  visit  it  would  be  a simple  matter  to 
check  the  hemoglobin  in  the  office.  While 
this  office  procedure  in  determining  hemo- 
globin levels  is  admittedly  not  as  accurate  as 
that  of  a well-run  specialized  laboratory,  it 
will  nevertheless  give  the  physician  a satis- 
factory estimate  of  the  blood  levels.  The  pro- 
cedure is  simple,  fast,  and  inexpensive.  If 
anemia  is  found,  the  patient  can  then  be 
treated  with  antianemic  therapy  during  the 
waiting  period  before  surgery  or,  if  neces- 
sary, surgery  can  be  postponed. 

It  is  obvious  that  this  routine  cannot  be 
applied  to  all  paitents.  The  emergency  pa- 
tient who  requires  surgery  must  have  it  no 
matter  what  his  status.  The  patient  with  an 
acute  abdomen  cannot  undergo  a three  or 
four-week  period  of  antianemic  treatment. 
Nor  can  the  semiemergency  such  as  a frac- 
tured hip  be  delayed.  These  patients  must  be 
operated  on  as  soon  as  feasible  and  given 
blood  before,  during,  and  after  surgery  as 
necessary.  This  constitutes  a valid  use  of 
blood  transfusions. 

T real  early 

However,  most  patients  do  not  come  in 
the  emergency  or  semiemergency  class  and 
can  be  treated  properly  if  the  anemia  is 


found  early  enough.  The  night  before  sur- 
gery is  not  early  enough.  When  serious  ane- 
mia is  discovered  after  the  patient  has  been 
scheduled  and  admitted  for  surgery,  there 
is  the  all-too-human  temptation  to  transfuse 
him  vigorously  the  night  before  and  during 
surgery  and  to  proceed  with  surgery  as 
planned.  This  practice  is  not  one  to  be  recom- 
mended and  in  many  cases  may  be  down- 
right dangerous. 

As  evidence  that  many  major  surgical 
procedures  can  be  done  without  blood  trans- 
fusions, approximately  50  cases  have  been 
reviewed.  These  cases  did  not  include  those 
procedures  usually  not  requiring  blood  such 
as  hernioplasties,  appendectomies,  etc.  They 
did  include  such  cases  as  hysterectomies, 
gastric  resections,  cholecystectomies,  cesarean 
sections,  craniotomies,  thoracotomies,  etc. 
The  average  preoperative  hemoglobin  of  pa- 
tients requiring  blood  was  12.6  grams,  and 
those  who  did  not  receive  blood  was  14.5 
grams.  Of  those  patients  with  a preoperative 
hemoglobin  level  below  13.5  grams,  72  per 
cent  required  transfusions.  Of  this  72  per  cent 
requiring  blood,  54  per  cent  needed  more 
than  one  transfusion.  Of  those  patients  with 
a hemoglobin  above  13.5  grams,  only  39  per 
cent  required  transfusions,  and  none  required 
more  than  one  unit  of  blood.  It  is  of  interest 
to  note  that  two  major  thoracotomies,  one 
cranioplasty,  a gastric  resection,  several  hys- 
terectomies, and  many  other  major  surgical 
procedures  were  done  without  the  use  of  any 
blood.  Needless  to  say,  all  of  these  patients 
had  adequate  preoperative  hemoglobin  levels. 

It  should  be  pointed  out  that  these  cases 
were  done  in  an  area  at  an  altitude  of  4,500 
feet  above  sea  level.  At  this  altitude  slightly 
higher  hemoglobin  levels  can  be  expected 
than  in  patients  living  at  sea  level. 

Summary 

Some  of  the  reasons  for  the  necessity  of 
adequate  preoperative  hemoglobin  levels, 
particularly  in  relation  to  the  arterial  oxygen 
saturation  at  altitudes  somewhat  above  sea 
level,  have  been  presented.  Some  of  the 
dangers  and  disadvantages  of  the  promiscu- 
ous use  of  blood  have  been  presented  as  well 
as  the  value  of  adequate  preoperative  prep- 
aration of  patients  in  the  avoidance  of  use 
of  blood  transfusions.  • 
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^ The  position  of  insurance 
in  the  doctor-patient  relationship* 

Albert  V.  Whitehall,  New  York  City 


This  article  is  designed  to  make 
constructive  criticism  of  physicians 
and  to  present  the  author  s opinion 
of  what  the  public  and  the  insurance 
companies  expect  of  us. 


This  subject  is  an  inspiring  challenge,  for  it 
recognizes  that  in  the  framework  of  our  vol- 
untary system  of  private  enterprise,  private 
medicine  and  private  insurance  must  work 
together  in  public  service.  We  must  work 
together  with  good,  mutual  understanding. 
We  must  remember  that  the  public  is  our 
judge.  Through  the  Health  Insurance  Coun- 
cil, the  insurance  business  reaches  out  to  its 
partners  in  public  service,  the  providers  of 
health  care,  in  the  search  for  a better  under- 
standing of  our  respective  roles  and  relation- 
ships. My  observations  here  are  a part  of  that 
search.  I have  addressed  myself  to  some  of 
your  specific  problems,  although  expressing 
myself  rather  generally. 

The  practice  of  medicine,  as  we  see  it  in 
America  today,  is  characterized  by  two  ar- 
ticles of  faith: 

1.  Freedom  of  choice  of  doctor  and  hos- 
pital. 

2.  The  doctor-patient  relationship  that  we 
believe  to  be  essential  to  good  medical  care. 

Freedom  of  choice,  of  course,  is  at  the 
very  heart  of  our  competitive  system  of  pri- 

•Presented  at  the  Annual  Meeting  of  the  Florida  Society  of 
Internal  Medicine,  Miami  Beach,  Florida,  May  3,  1959.  The 
author  is  Director  of  Health  Insurance,  Life  Insurance  Associa- 
tion of  America,  and  Vice  Chairman,  Health  Insurance  Coun- 
cil. 
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vate  enterprise.  We  know  that  a monopoly, 
in  any  field,  becomes  dictatorial,  vulnerable 
to  political  pressures,  and  unresponsive  to  the 
needs  of  individuals.  A long  time  ago,  an  old 
lawyer  told  me:  “You  don’t  bargain  with 
monopoly;  you  take  what  you  get.” 

Competition,  on  the  other  hand,  means 
that  you  do  have  a choice.  Competitors  strug- 
gle for  public  favor  by  offering  the  public 
something  better.  Your  product,  or  your  serv- 
ice, may  be  the  best  today,  but  if  tomorrow 
your  competitor  turns  up  something  better, 
your  customers  or  your  patients  have  the 
privilege  of  choosing  that.  That  keeps  busi- 
ness on  its  toes;  that’s  how  we  make  progress 
in  this  country.  The  public  is  the  beneficiary 
of  competition.  Clean,  vigorous  competition 
is  one  of  our  most  effective  incentives  to  qual- 
ity and  continued  improvement  in  our  serv- 
ices. It’s  interesting  to  note  here  that  freedom 
of  choice  is  probably  more  significant  in  the 
second  choice  than  the  first.  The  presence  of 
a competitor — the  privilege  of  changing  our 
choice  at  any  time — is  a precious  freedom 
that  we’d  lose  under  a government  system. 
It  is  a better  incentive  to  quality  than  most 
regulation. 

Personal  confidence  important 

The  emphasis  we  place  on  the  doctor- 
patient  relationship  is  a natural  result  of  free- 
dom of  choice.  I asked  my  wife,  when  I wrote 
this,  what  she  thought  the  “doctor-patient 
relationship”  means.  “Well,”  she  said,  “you 
must  have  confidence  in  your  doctor;  if  you 
don’t,  you’d  better  get  another  doctor.”  I 
know  a woman,  a soldier’s  wife,  who  had 
three  children  born  in  military  hospitals. 
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She  had  prenatal  care  in  every  instance,  but 
she  never  saw  the  doctors  who  delivered  her 
babies  until  the  day  of  their  birth.  Her  opin- 
ion of  military  medicine  is  very  poor — that 
personal  confidence,  the  doctor-patient  rela- 
tionship, is  hard  to  establish  when  the  patient 
has  no  choice. 

We  know  that  the  mental  attitude  of  a 
patient  is  often  an  important  factor  in  physi- 
cal recovery.  The  successful  doctor  knows 
that  the  mental  attitude  of  the  patient  is 
important  to  his  own  success.  The  doctor’s 
reputation  and  prestige,  indeed,  his  economic 
survival,  depend  upon  the  confidence  his  pa- 
tients have  in  him.  So  the  doctor  takes  special 
care  to  assure  the  confidence  of  the  patient. 
Some  of  this,  of  course,  is  just  ego-building — 
assuring  the  patient  of  his  own  personal  im- 
portance as  an  encouragement  to  recovery. 
Much  of  it  is  precautionary — to  avoid  the 
patient  exercising  his  sacred  right  of  free 
choice — in  the  direction  of  another  doctor! 
All  of  it  adds  up  to  the  doctor-patient  rela- 
tionship— “the  feeling  1 have  when  Tm  glad 
I chose  to  place  myself  in  good  hands.” 

Listen  and  explain 

It  seems  to  me  that  the  doctor’s  effort  to 
establish  and  strengthen  the  doctor-patient 
relationship — the  patient’s  confidence — may 
be  in  three  areas: 

1.  He  learns  all  he  can  about  the  patient’s 
needs  and  problems. 

2.  He  carefully  explains  the  care  he  pro- 
vides. The  doctor  sells  the  idea  of  good  care 
and  enlists  the  cooperation  of  the  patient  in 
his  own  care  and  recovery. 

3.  He  carefully  explains  the  cost.  The  doc- 
tor who  says  to  me,  “Don’t  worry  now.  I’ll 
tell  you  later,”  doesn’t  ease  my  mind  at  all. 
I want  to  know  now  and  be  sure  where  I 
stand.  Worry  is  closely  related  to  uncer- 
tainty. 

Better  public  understanding 

Now- — in  giving  a layman’s  viewpoint  of 
the  doctor-patient  relationship,  I have  led 
up  to  my  first  major  point:  The  relationship 
of  the  individual  doctor  and  patient  has  a 
parallel  at  the  collective  level:  the  relation- 
ship of  the  medical  profession  to  the  public 
as  a whole.  Indeed,  it  is  not  unfair  to  say  that 
the  future  of  medical  practice  in  this  country 


depends  upon  what  American  medicine  does 
to  maintain  public  confidence.  You  see,  you 
in  your  practice,  never  take  the  attitude  of 
your  patient  for  granted.  Your  patients  are 
always  judging  you.  The  public  is  judging  the 
medical  profession,  too — always.  Today  is  not 
more  critical  than  yesterday.  Our  voluntary 
system  puts  pressure  upon  us  all  to  do  our 
best  and  to  demonstrate  that  we  are  doing  a 
good  job.  How  does  the  medical  profession 
maintain  and  strengthen  the  doctor-patient 
relationship  at  the  collective  level?  Very 
much  as  the  individual  doctor  does: 

1.  Medicine  must  learn  all  it  can  about  the 
public’s  needs  and  desires  and  attitudes.  You 
can’t  ignore  public  opinion. 

2.  Medicine  must  explain  the  care  it  gives. 
Our  magazines  are  telling  medicine’s  story 
to  a wide  and  keenly  interested  audience. 
The  marvels  of  today’s  medical  care  are  pret- 
ty well  accepted  by  the  public. 

3.  Medicine  must  explain  its  costs.  The 
medical  profession  must  take  the  public  into 
its  confidence  if  it  wishes  to  continue  to  en- 
joy public  confidence.  The  mystery  has  gone 
from  the  therapeutic  side  of  medical  care, 
and  public  confidence  is  strong  on  that  point. 
But  the  mystery  remains  on  medical  costs 
and  most  of  the  criticism  we  hear  of  medicine 
today  is  on  the  economic  side. 

So  this  is  my  second  main  point:  The 
doctor-patient  relationship  at  the  collective 
level,  between  the  medical  profession  and 
the  public  as  a whole,  can  be  strengthened 
by  a better  public  understanding  of  medical 
costs  and  standards  of  charging. 

Regarding  the  position  of  insurance  in 
the  doctor-patient  relationship,  I will  state  it 
this  way  as  my  third  major  point: 

Payment  of  the  doctor  for  his  services  is 
an  essential  part  of  the  doctor-patient  rela- 
tionship. The  medical  profession  must  make 
its  contract  directly  with  the  public;  it  should 
not  try  to  bargain  with  insurance  on  fee 
levels.  I have  observed  that  some  specialty 
groups  have  sought  to  have  insurance  com- 
panies change  their  policies  so  as  to  give  that 
specialty  its  deserved  recognition.  There  is  a 
feeling,  partially  true,  that  you  could  make 
a contract  with  us  that  would  be  influential, 
at  least  with  the  patient.  There  are  reasons 
why  you  should  not  do  this,  and  why  we 
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cannot  bargain  with  you.  In  any  contract 
between  medicine  and  insurance,  medicine 
would  place  itself,  to  that  degree,  under  con- 
trol of  a third  party.  Do  you  really  want  this? 
Aren’t  you  better  off  to  take  the  longer  range, 
though  more  difficult  approach  of  selling 
your  cause  to  the  public?  I assure  you  the 
insurance  business  is  keenly  sensitive  to  con- 
sumer demand.  We  have  many  varieties  of 
coverages  and  our  agents  are  eager  to  sell 
every  bit  of  protection  your  patients  will  buy. 
You  tell  them  what  to  expect  in  the  way  of 
professional  fee  levels  and  insurance  can 
tailor  its  contracts  to  the  joint  needs  of  doctor 
and  patient. 

Prudent  control  over  costs 

Admittedly,  patients  and  doctors  some- 
times look  to  the  insurance  fee  schedule  as 
a guide  to  what  a proper  professional  fee 
should  be.  The  insurance  business  deplores 
this.  Not  all  insurance  schedules  are  intended 
to  be  adequate;  we  do  not  presume  to  set 
your  fees.  This  is  your  prerogative.  But,  you 
must  exercise  it  in  such  a way  that  the  public 
clearly  understands  you  and  gains  confidence 
in  you.  Even  if  it  were  to  medicine’s  advan- 
tage to  bargain  its  fee  levels  with  insurance 
— and  I have  just  said  it  is  not — there  are 
reasons  why  insurance  cannot  bargain  on 
this  point. 

In  the  first  place,  the  insurance  business 
is  simply  the  custodian  of  the  public’s  money. 
We  have  no  right  to  give  it  away  or  even  to 
bargain  it  away.  We  are  not  a part  of  your 
bargain  with  the  public.  It  is  our  function  to 
underwrite  that  bargain  and  make  it  possible. 
The  money  we  pay  in  health  insurance  bene- 
fits is  that  of  our  policyholders,  entrusted  to 
us  for  certain,  definite,  and  limited  purposes. 
A second  factor  is  that  it  should  not  be  the 
function  of  the  insurance  mechanism  to  con- 
trol the  economies  of  medicine.  But  we  point 
out  to  you  that  the  public  will  not  permit 
costs  to  be  uncontrolled.  It  is  part  of  medi- 
cine’s bargain  with  the  public  that  it  exercise 
a prudent  control  over  costs;  and  it  is  essen- 
tial to  the  maintenance  of  public  confidence 
that  such  control  be  demonstrated  in  a satis- 
factory manner. 

It  is  probable  that  insurance  has  intensi- 
fied this  problem  of  self-control.  Insurance 
helps  the  patient  pay  his  doctor  bill.  This  has 


meant  fewer  bad  debts  for  doctors,  fewer 
charity  cases.  But  this  fine  state  of  affairs 
can  also  be  a trap.  For  the  patient  who  would 
have  resisted  paying  your  fee  from  his  own 
pocket  is  now  eager  to  see  your  bill  paid — 
by  his  insurance.  Individually  the  patient 
will  seek  to  induce  you,  perhaps  unconscious- 
ly, to  do  things  that  will  increase  the  cost 
of  medical  or  hospital  care.  Collectively,  these 
are  the  same  citizens  who  will  turn  upon  you, 
and  scream  that  all  doctors  are  opportunistic, 
undisciplined  and  greedy  — and  that  they 
have  a case  to  prove  it! 

The  fact  is  that  doctors  have  done  much 
more  about  controlling  the  economics  of 
health  care  than  the  public  realizes,  and  more 
than  even  doctors  sometimes  realize.  The  in- 
surance business  believes  that  the  control  of 
medical  costs  must  be  undertaken  by  the 
medical  profession  itself,  and  explained  to 
the  public  as  part  of  the  collective  doctor- 
patient  relationship  I have  referred  to.  We 
all  agree  that  self-control  is  the  best  control. 
I must  make  it  clear  that  I am  not  referring 
to  controls  through  grievance  committees.  A 
grievance  committee  can  only  reach  the  in- 
frequent gross  overcharges  and,  although  one 
flagrant  case  can  multiply  a thousand  times 
in  the  gossip  that  goes  around,  these  are  not 
the  real  causes  of  inflation  in  medical  costs. 

If  doctors  lose  freedom 

The  really  effective  control  is  for  the  med- 
ical profession  to  take  the  public  into  its  con- 
fidence in  establishing  fairly  exact  standards 
of  professional  charges  and  fees.  I submit  to 
you  that  this  is  also  one  of  the  most  effective 
measures  for  maintaining  and  strengthening 
public  confidence  in  the  medical  profession. 
And  I repeat — doctors  must  not  look  to  the 
insurance  business  to  establish  those  stand- 
ards; this  is  the  doctor’s  job  and  a part  of  the 
collective  doctor-patient  relationship.  Insur- 
ance should  not  come  between  the  profession 
and  the  public.  As  a matter  of  fact,  the  insur- 
ance business  is  somewhat  nervous  over  even 
discussing  the  idea  that  doctors  should  permit 
their  standards  of  charging  to  be  a matter 
of  public  knowledge.  We’re  afraid  you  doctors 
will  think  the  insurance  companies  are  trying 
to  force  the  profession  into  a rigid  pattern 
for  our  own  selfish  interests.  We  do  have  this 
selfish  interest;  if  you  doctors  lose  your  free- 
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dom,  we  lose  our  accident  and  health  busi- 
ness; and  the  public  loses  a system  that  has 
the  most  effective  incentives  to  quality  and 
good  service.  The  idea  of  permitting  the  pub- 
lic to  know  how  professional  fees  are  deter- 
mined is  not  as  strange  to  doctors  as  it  is  to 
insurance  companies. 

Five  years  ago,  the  medical  society  in  San 
Joaquin  County,  California,  adopted  the  idea 
of  a fee  schedule  based  on  the  average  income 
of  the  community  rather  than  the  income  of 
each  patient.  The  doctors  there  are  so  pleased 
that  this  year  several  other  counties  have  set 
up  similar  foundations  in  which  the  commu- 
nity-wide fee  level  is  one  of  the  basic  con- 
cepts. Even  in  the  Bronx,  in  New  York  City, 
Medical  Economics  reports,  doctors  have 
found  it  desirable  to  hang  a plaque  in  their 
waiting  rooms  announcing  the  price  of  office 
visits  and  home  calls.  You  can  think  of  many 
other  instances  where  doctors  have  avoided 
the  public  uncertainty  over  fees  by  a frank 
disclosure.  This  is  not  a new  concept,  al- 
though there  are  differences  of  opinion  as  to 
its  desirability. 

Mixed  blessing 

Is  the  idea  of  an  orderly  approach  to  pro- 
fessional fees  such  a shocking  idea?  Not  to 
the  courts  of  law,  where  the  concept  of  a 
“reasonable  and  customary  fee”  is  often  used. 
Not  to  the  California  Medical  Association 
which  pioneered,  several  years  ago,  in  a sci- 
entific study  of  the  relative  values  of  the 
more  common  procedures.  Nor  to  the  Ameri- 
can Medical  Association,  whose  House  of 
Delegates  in  December,  1958,  recommended 
that  state  medical  associations  conduct  simi- 
lar studies  in  their  own  areas,  using  the  Cali- 
fornia format  for  uniformity.  Most  doctors, 
I am  certain,  try  to  have  their  charges  bear 
a reasonable  relationship  to  the  accepted 
standards  of  the  community.  I saw  this  dem- 
onstrated in  a county  medical  society  meet- 
ing in  a semi-rural  community.  A local  em- 
ployer had  just  bought  a Major  Medical 
Expense  Insurance  program  for  his  em- 
ployees. He  pleaded  with  the  doctors  not  to 
increase  their  fees  simply  because  of  the 
existence  of  insurance  and  the  absence  of  a 
fee  schedule.  One  old  doctor  burst  forth:  “We 
all  know  what  the  going  rates  are  in  this 
area.  What’s  all  the  shooting  about?” 


This  illustrates  my  fourth  and  final  major 
point.  The  fact  is  that  while  the  doctors  all 
knew  the  going  rates  in  the  community,  the 
public  didn’t.  And  so — quite  naturally — the 
public  was  suspicious.  It  is  my  opinion  that 
until  doctors  establish  reasonably  clear  levels 
of  charges  so  that  the  public  may  understand, 
every  doctor  and  every  fee  will  be  subject  to 
the  suspicion  that  inevitably  accompanies  un- 
certainty. So  my  fourth  and  final  point  is  that 
health  insurance,  like  most  good  things,  is  a 
mixed  blessing.  It  has  lowered  the  financial 
barrier  between  doctor  and  patient,  and  thus 
brought  more  doctors  and  more  patients  to- 
gether. But  there  is  grave  danger  that  an 
overdependence  upon  health  insurance  may 
squeeze  out  an  essential  element  of  the  doc- 
tor-patient relationship:  the  awareness  that, 
even  with  health  insurance,  it  is  the  patient 
who  pays  the  doctor. 

If  the  patient  or  the  doctor,  or  both  of 
them,  forget  this  fact,  then  insurance  has  in- 
terfered seriously  with  one  of  the  most  im- 
portant elements  of  our  voluntary  system 
and  one  of  the  strongest  incentives  to  quality. 
You,  the  doctor,  must  not  let  that  happen. 
The  satisfactory  doctor-patient  relationship 
is  your  best  guarantee  of  continued  freedom 
from  external  regulations  and  restrictive  con- 
trols. You  must  take  affirmative  steps  to  be 
sure  that  the  patient  deals  with  you  and  that 
you  do  not  let  his  insurance  come  between 
you.  Insurance  stands  behind  you  both  in 
the  transaction — not  between  you.  And  the 
medical  profession  must  maintain  public  con- 
fidence by  making  its  deal  with  the  public. 

Plea  for  voluntary  system 

In  summary,  then,  here  are  the  points  for 
your  consideration: 

1.  The  relationship  of  the  individual  doc- 
tor and  patient  has  a parallel  at  the  collec- 
tive level:  the  relationship  of  the  medical 
profession  to  the  public  as  a whole. 

2.  The  doctor-patient  relationship  at  the 
collective  level,  between  the  medical  profes- 
sion and  the  public  as  a whole,  can  be 
strengthened  by  a better  public  understand- 
ing of  medical  costs  and  standards  of  charg- 
ing. 

3.  Payment  of  the  doctor  for  his  services 
is  an  essential  part  of  the  doctor-patient  re- 
lationship. The  medical  profession  must  make 
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its  contract  directly  with  the  public;  it  should 
not  try  to  bargain  with  insurance  on  fee 
levels. 

4.  There  is  grave  danger  that  an  over- 
dependence upon  health  insurance  may 
squeeze  out  an  essential  element  of  the  doc- 
tor-patient  relationship:  the  awareness  that 
even  with  health  insurance  it  is  the  patient 
who  pays  the  doctor. 

My  plea  is  that,  for  the  preservation  of 
our  voluntary  system,  American  medicine 
give  primary  attention  to  strengthening  pub- 
lic confidence  in  medical  costs  and  standards 
of  charging  through  more  adequate  public 
information.  The  public  today  has  great  con- 
fidence in  the  quality  of  medical  care.  There 
is  equal  faith  in  the  ability  of  voluntary 


health  insurance  to  finance  it.  But  it  would 
be  a serious  mistake  to  take  these  for  granted. 

Voluntary  health  insurance  has  been  the 
principal  bulwark  of  American  medicine 
against  the  encroachment  of  government  and 
monopolistic  regulation.  We  are  proud  to  be 
your  allies  in  preserving  the  voluntary  sys- 
tem of  private  enterprise  because  we  believe 
our  way  of  life  produces  pressures  upon  all 
of  us  to  perform  more  efficiently  in  our 
service  to  the  public.  But  health  insurance  is 
simply  a useful  tool.  Like  any  complex  in- 
strument, it  must  be  understood,  and  it  must 
be  used  properly.  I hope  I have  demonstrated 
to  you  that  the  proper  place  of  health  insur- 
ance is  beside  you  and  your  patient,  beside 
you  and  your  public,  and  not  between  you.  • 


Perinatal  mortality 
as  related  to  prenatal  care 

Harold  J.  Hepner,  M.D.,  and  Richard  Shaver,  M.D.,  Denver 


Programs  to  improve  and  broaden  care 
of  the  pregnant  woman  s health 
pay  off  in  reduction  of  perinatal 
and  mortality  rates. 


The  first  antenatal  clinic  was  established 
in  1858,  at  the  Rotunda  in  Dublin.  In  1901, 
the  Edinburgh  Royal  Maternity  was  the 
first  to  provide  a bed  for  the  use  of  antenatal 
patients.  This  same  year,  the  Instructive 
Nursing  Association  of  Boston  began  to  make 
home  prenatal  visits.  The  first  pregnancy 
clinic  in  the  United  States  was  opened  in  1911 
at  the  Boston  Lying-In  Hospital.  Today,  the 
pregnant  patient  has  had  a preconception 
examination,  and  numerous  examinations  in 
the  physician’s  office  or  prenatal  clinic  be- 
fore admission  to  the  hospital  in  labor.  It  is 


uncommon  to  see  an  expectant  mother  ad- 
mitted to  the  hospital  in  an  eclamptic  coma, 
or  seriously  ill  from  other  neglected  compli- 
cations of  pregnancy. 

The  perinatal  and  maternal  mortality 
rates  have  diminished  since  the  instigation 
of  programs  to  assure  care  of  the  pregnant 
woman’s  health.  We  are  proud  of  the  reduc- 
tion in  maternal  mortality,  and  must  now 
concentrate  efforts  to  reduce  perinatal  mor- 
tality proportionately. 

In  England  and  Wales,  but  0.9  per  cent 
of  the  patients  delivered  have  not  had  pre- 
natal care;  20  per  cent  of  the  patients  de- 
livered at  the  Denver  General  Hospital  have 
had  no  prenatal  care.  Denver  has  not  yet 
reached  the  goal  of  adequate  prenatal  care 
for  all  patients.  The  way  in  which  a com- 
munity cares  for  its  pregnant  women  is  di- 
rectly related  to  its  level  of  culture.  Knowl- 
edge of  the  values  to  be  gained  by  prenatal 


for  February,  1960 


45 


care  must  be  disseminated.  We  must  close 
the  gap  between  knowledge  of  the  impor- 
tance of  prenatal  care,  and  acceptance  of 
this  service  by  the  patient.  Tenon,  in  1788, 
stated:  “No  one  is  more  worthy  of  care  than 
the  pregnant  woman  who  carries  within  her 
the  support  of  empires  and  the  germ  of 
future  generations.” 

This  study  was  undertaken  to  try  to  dis- 
cover why  20  per  cent  of  the  patients  de- 
livered at  the  Denver  General  Hospital  have 
no  prenatal  care.  A second  reason  for  the 
study  was  to  determine  if  there  is  a direct 
relationship  between  prenatal  care  and  fetal 
survival  rates. 

Materials  and  methods 

All  patients  delivered  at  Denver  General 
Hospital  between  January  1,  1958,  and  July 
1,  1958,  who  had  no  prenatal  care,  one,  or 
two  prenatal  clinic  visits,  were  interviewed 
by  Richard  Shaver,  a junior  medical  student. 
These  patients  were  asked  why  they  did  not 
seek  prenatal  care,  or  those  with  only  one 
or  two  visits,  why  they  did  not  seek  pre- 
natal care  earlier.  Their  education  and  occu- 
pation were  recorded.  Charts  were  reviewed 
with  respect  to  ethnic  origin,  welfare,  and 
marital  status. 

Results 

Reasons  for  not  seeking  prenatal  care 
were  varied,  and  more  than  one  answer  was 
given  by  many.  The  predominant  reasons 
given  by  those  with  no  prenatal  care  were 
“lethargy,”  “finances,”  and  “other.”  For  those 
with  one  prenatal  visit:  “Baby-sitting  prob- 


TABLE  1 

Perinatal  mortality  Denver  General 
Hospital,  January  1 to  July  1, 1958 


Mortality  fs- 


lem,”  “finance,”  and  “did  not  know  facility 
existed.”  For  those  with  two  prenatal  visits: 
“Finances,”  “baby-sitting  problem,”  and 
“lethargy.” 

Discussion 

Reviewing  Table  1,  it  appears  that  peri- 
natal mortality  has  a direct  relationship  to 
the  amount  of  prenatal  care  received.  The 
total  perinatal  mortality  is  five  times  higher 
in  those  patients  who  had  no  prenatal  care 
than  in  those  who  had  over  two  clinic  visits. 

Of  the  400-1,000  gram  infants,  91.6  per 
cent  were  born  from  non-clinic  patients.  This 
group  composed  only  1.8  per  cent  of  the  total 
deliveries,  yet  accounted  for  42.3  per  cent 
of  the  total  perinatal  deaths. 


TABLE  2 

Comparison  of  prematurity  rates 


Per  cent  premature  births 

All  wt.  Ellm.  those  Perinatal  mortality 

groups  under  1,000  gm.  (over  1,000  gm.) 


Non-clinic  patients,  1-1  to  7-1-58 


Private  hospital  A — 1958  Denver 
Private  hospital  B — 1958  Denver. 


17.2% 

15.8% 

2.7% 

•58 

16.0% 

14.8% 

2.36% 

i 

30.9% 

24.1% 

5.33% 

20.8% 

20.8% 

10.7% 

9.1% 

6.1% 

2.8% 

4.1% 

2.8% 
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The  prematurity  rate  is  related  to  the 
number  of  clinic  visits.  Non-clinic  patients 
had  a prematurity  rate  and  premature  peri- 
natal death  rate  tv/o  and  one-half  times 
greater  than  patients  with  more  than  two 
prenatal  visits. 

Only  6 per  cent  of  the  patients  inter- 
viewed had  just  moved  to  Denver.  The  prob- 
lem of  a moving  population  is  not  a major 
factor.  The  distribution  by  ethnic  origin  of 
those  patients  who  did  not  attend  prenatal 
clinics  compared  to  those  with  one  and  two 
prenatal  visits  reveals  that  white  patients 
fail  to  avail  themselves  of  prenatal  care  more 
often  than  other  ethnic  groups. 

Twenty-five  per  cent  of  these  patients  are 
on  some  sort  of  public  welfare;  over  a third 
are  not  married;  and  of  those  married,  75 
per  cent  of  their  husbands  are  unskilled  la- 
borers. 

Conclusions  and  recommendations 

This  study  correlates  with  previous  stud- 
ies in  the  United  States  to  show  higher 
perinatal  mortality  is  associated  with  lower 
socio-economic  conditions,  pregnancies  out 
of  wedlock,  unskilled  versus  professional 
classes,  and  increased  incidence  of  prema- 
turity. 

What  steps  must  be  taken  to  lower  peri- 
natal mortality? 

1.  Many  perinatal  deaths  are  preventable. 
A perinatal  mortality  committee  has  been 
established  at  the  Denver  General  Hospital. 
The  committee  consists  of  a pediatrician,  ob- 
stetrician, and  pathologist.  The  group  reviews 
each  death,  determines  preventability,  and 


continually  searches  for  knowledge  to  in- 
crease fetal  salvage. 

2.  A complete  analysis  of  the  existing  pre- 
natal clinic  structure  must  be  made.  Do 
patients  not  come  because  the  physical  serv- 
ices are  so  unattractive?  Do  the  underprivi- 
ledged  women  not  realize  the  protection  they 
may  have  by  coming  early  and  receiving 
continued  medical  supervision  throughout 
pregnancy?  What  is  the  cause  of  their  lack 
of  motivation? 

3.  Research  into  this  problem  must  be 
continued  with  the  aim  of  complete  inte- 
gration between  obstetricians,  pediatricians, 
pathologists,  sociologists,  geneticists,  nutri- 
tionists, health,  education,  and  welfare  agen- 
cies, and  religious  organizations. 

4.  A program  to  develop  better  methods 
of  case-finding  and  better  follow-up  of  preg- 
nant patients  is  needed.  Ways  must  be  found 
to  appeal  to  the  woman  who  does  not  seek 
prenatal  care,  and  by  a concentrated  educa- 
tional program  through  the  public  health 
nurses  and  other  means,  the  patients  must 
be  encouraged  to  have  early  prenatal  care. 

5.  Our  community  must  rise  to  the  occa- 
sion, solve  the  problem  by  raising  the  stand- 
ard of  living  of  the  indigent,  give  them  in- 
centive to  provide  for  themselves,  and  value 
the  responsibility  of  raising  a family.  Facili- 
ties must  be  offered  for  counselling  those 
who  desire  spacing  their  children,  by  meth- 
ods approved  by  those  of  Catholic,  Protestant, 
or  Jewish  faith. 

6.  Consideration  must  be  given  to  pos- 
sibly establishing  decentralized  obstetrical 
clinics.  Well-baby  clinics  in  various  parts  of 


TABLE  3 

Comparison  of  ethnic  groups,  welfare,  and  marital  status 


ADC  No  Not 

White  SA  Negro  I J GA  Aid  Married  Married 


Non-clinic  patients  or  ? 


care  elsewhere  (122) 

Number  of  above 28  60  31  3 0 27  95  46  76 

% of  above (23%)  (49%)  (25%)  (2.5%)  (22%)  (78%)  (37.7%)  (62.3%) 

Patients  with  one  and 

two  prenatal  clinic  18  59  25  1 1 29  75  31  73 

visits  (104)  (17.3%)  (56.7%)  (24%)  (1%)  (1%)  (27.8%)  (72.2%)  (29.8%)  (70%) 
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the  city  could  be  used  as  prenatal  clinics  for 
patients  who  are  unable  to  come  to  the 
Denver  General  Hospital  because  of  trans- 
portation difficulties  or  baby-sitting  prob- 
lems. 

7.  Organization  of  a community  - spon- 
sored preconceptional  educational  program 
is  most  necessary  if  we  are  to  lower  the  inci- 
dence of  maternal  as  well  as  fetal  complica- 
tions during  pregnancy. 

Summary 

A brief  history  of  prenatal  care  is  given. 
The  relationship  between  lack  of  prenatal 


care  and  high  incidence  of  prematurity  and 
perinatal  mortality  is  shown.  Suggestions  are 
given  for  improving  the  situation.  • 
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ABSTRACT 


The  evaluation  and  treatment 
of  lesions  of  the  cervix* 


J.  Robert  Willson,  M.D.,  Philadelphia,  Pa. 


Abnormalities  of  the  uterine  cervix  occur 
frequently  but  often  go  undiagnosed  because 
they  produce  few  symptoms  and  are  not  ob- 
vious unless  the  cervix  is  exposed  and  in- 
spected. Although  the  relationship  between 
benign  cervical  lesions  and  carcinoma  has 
not  been  clearly  established,  it  seems  reason- 
able to  assume  that  cancer  is  less  likely  to 
develop  in  a clean  healthy  cervix  than  in  one 
that  is  chronically  infected.  The  fact  that 
carcinoma  occurs  more  often  in  a damaged 
multiparous  cervix  than  in  that  of  nullipa- 
rous  women  also  suggests  that  trauma  and 
infection  play  a part  in  the  development  of 
malignant  lesions. 

Pelvic  examination,  bimanual  palpation 
of  the  genital  structures  and  inspection  of 

♦Abstract  of  paper  presented  at  the  annual  meeting  of  the 
Utah  State  Medical  Association  on  September  16-18,  1959.  Dr. 
Willson  is  the  Professor  and  Chairman,  Department  of  Ob- 
stetrics and  Gynecology,  Temple  University  School  of  Medi- 
cine. 


the  external  genitalia,  the  vagina  and  the 
cervix,  should  be  performed  at  intervals  of 
six  to  12  months  as  a part  of  general  periodic 
physical  examination.  Cytology  smear  studies 
of  cervical  secretions  should  be  made  yearly 
even  though  the  cervix  looks  normal;  the 
earliest  malignant  changes  can  usually  be 
detected  by  this  test.  Cytologic  examination 
should  be  made  before  a cervical  lesion  is 
treated.  If  the  cell  test  is  suspicious  or  if  the 
lesion  has  a gross  appearance  like  that  of 
carcinoma,  tissue  should  be  obtained  for  bi- 
opsy before  treatment  is  instituted.  Curative 
treatment  for  benign  lesions  varies  from  of- 
fice cautery  to  extensive  conization  for  which 
hospitalization  usually  is  necessary. 

Deaths  from  carcinoma  of  the  cervix  could 
be  almost  completely  eliminated  if  every 
female  in  the  country  were  properly  exam- 
ined at  regular  intervals  and  if  all  benign 
cervical  lesions  were  eradicated.  • 
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Diagnosis  and  management 
of  regional  enteritis 

Edward  J.  Donovan,  M.D.,*  Denver 


The  varying  syndromes  and  their 
diagnoses  are  reviewed.  Limitations  of 
certain  therapies — such  as  steroids, 
antibiotics  and  surgery — are  stressed 
in  addition  to  listing  their 
indications. 


In  1932,  Crohn,  Ginzburg  and  Oppenheimer 
first  described  the  clinical  and  pathological 
entity  known  as  regional  enteritis.  The  orig- 
inal description  of  their  14  cases  emphasized 
the  presence  of  diarrhea,  lower  abdominal 
pain,  fever,  weight  loss,  anemia,  a mass  in 
the  right  lower  quadrant  and  emaciation.  In 
addition,  the  presence  of  external  and  in- 
ternal fistulas  from  the  ileum,  scar  of  a pre- 
vious appendectomy,  and  symptoms  due  to 
partial  bowel  obstruction  were  mentioned. 
Their  original  description  of  the  clinical  fea- 
tures as  well  as  the  pathologic  characteristics 
of  regional  ileitis  have  withstood  the  test  of 
time  remarkably  well. 

However,  in  1934,  Brown,  Bargen  and 
Weber  extended  the  concept  of  regional  ilei- 
tis to  include  some  or  all  of  the  ileum  and 
jejunum  under  the  term  “regional  enteritis.” 
In  recent  years,  our  concept  of  the  disease 
has  additionally  been  broadened  by  reports 
of  a granulomatous  inflammatory  disease  in- 
volving the  esophagus,  stomach,  duodenum, 
jejunum,  and  colon.  Various  names  have  been 


•Presented  at  the  24th  Annual  Midwinter  Clinical  Session  of 
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applied,  depending  upon  the  segments  in- 
volved such  as  regional  ileitis,  jejunitis,  ileo- 
jejunitis,  and  ileocolitis  when  the  granulo- 
matous disease  involves  both  the  small  and 
large  bowel.  The  term  regional  enteritis, 
however,  is  the  most  satisfactory  one  for  in- 
dicating the  general  nature  of  the  granulo- 
matous inflammatory  disease  of  the  small 
bowel  with  which  this  paper  is  concerned. 

Etiology 

The  cause  of  this  disease  still  remains 
unknown  in  spite  of  the  fact  it  has  been  a 
known  entity  for  over  20  years.  Among  the 
various  etiologic  factors  mentioned  have  been 
infection,  vascular  disease,  sarcoidosis,  psy- 
chosomatic disease,  heredity  and  allergy.  The 
constant  finding  of  enlarged  lymph  nodes  in 
the  mesentery  of  the  affected  loops  of  intes- 
tine has  given  rise  to  the  hypothesis  that  the 
primary  lesion  may  be  in  the  lymphatic  tis- 
sues with  the  organic  changes  in  the  wall  of 
the  intestine  secondary  to  this.  Some  confir- 
mation for  the  importance  of  lymphatic  ob- 
struction in  the  pathogenesis  of  regional  en- 
teritis is  supplied  by  experimental  work  in 
which  attempts  to  reproduce  the  disease  have 
indicated  that  lesions  resembling  regional 
enteritis  can  be  produced  by  lymphatic  block- 
age. These  experiments  have  shown  that  ma- 
terials present  in  the  intestinal  stream  may 
enter  the  ileal  lymphatics  and  cause  produc- 
tive inflammatory  reactions.  Possible  causes 
for  this  lymphatic  blockage  have  been  acute 
mesenteric  lymphadenitis,  appendiceal  in- 
flammation, and  a local  disturbance  in  fat  me- 
tabolism or  lipoid  absorption  with  a tissue 
reaction  developing  to  some  abnormal  break- 
down products  of  the  lipoid  complexes.  Reich- 


49 


ert  and  Mathes  believed  that  the  combination 
of  a low  grade  chronic  infection  and  lym- 
phatic obstruction  constituted  the  two  dom- 
inant features  of  the  disease. 

Thus,  some  substance  in  the  fecal  stream 
appears  to  be  the  most  likely  source  of  an 
etiologic  agent  when  one  considers  that  the 
vast  majority  of  patients  have  the  initial  le- 
sion in  the  terminal  ileum;  diversion  of  the 
fecal  stream  by  short  circuiting  procedures 
leads  in  the  majority  of  instances  to  regres- 
sion of  the  process  in  the  excluded  areas  of 
the  intestine;  recurrent  lesions  in  the  majority 
of  cases  are  again  localized  in  the  new  “ter- 
minal” ileum;  and  the  lymphatics  of  the 
ileum  are  the  richest  and  the  bacterial  count 
the  highest  of  the  intestinal  canal. 

Clinical  picture 

The  clinical  picture  of  regional  enteritis 
has  become  well  known  in  recent  years,  but 
certain  aspects  should  be  emphasized.  The 
disease  occurs  in  persons  of  all  ages  and  both 
sexes,  but  the  large  majority  of  patients  are 
seen  between  20  and  40  years  of  age.  The  be- 
havior of  this  disease  in  relation  to  menstrua- 
tion and  to  pregnancy  is  in  contrast  to  that 
of  ulcerative  colitis  in  that  regional  enteritis 
rarely  disturbs  menstruation  and  pregnancy 
is  tolerated  fairly  well  with  postpartum  flare- 
ups  infrequent.  The  clinical  picture  as  pre- 
sented is  a varied  one  but  there  are  five  main 
clinical  patterns  which  may  serve  as  a guide 
to  the  physician’s  recognition  of  the  disease: 
(1)  ulcerative  colitis  syndrome;  (2)  intes- 
tinal obstruction  syndrome;  (3)  acute  appen- 
dicitis syndrome;  (4)  abdominal  pain-  fever- 
weight  loss;  (5)  fistula  or  abscess  formation. 

Mimicry  of  ulcerative  colitis  by  regional 
enteritis  and  ileocolitis  is  common.  The  major 
symptom  in  this  group  is  diarrhea,  and  at  the 
onset  it  may  be  intermittent,  but  later  it  may 
be  a continuous  affair.  Ordinarily  this  diar- 
rhea is  not  severe  and  pus  and  blood  in  the 
stool  is  infrequent.  Crampy  abdominal  pain 
is  a common  complaint,  located  often  in  the 
mid-abdomen  or  right  lower  quadrant.  Ileo- 
colitis is  more  apt  to  produce  this  picture 
than  is  regional  enteritis  without  colonic  in- 
volvement. The  recognition  of  colonic  involve- 
ment is  important  from  the  therapeutic  sur- 
gical standpoint,  and  no  patient  with  proven 
ileitis  should  be  operated  on  unless  a barium 


enema  has  been  done  to  exclude  colitis,  lest 
the  catastrophe  be  perpetrated  of  an  ileo- 
transverse  colostomy  on  an  individual  with 
colonic  involvement. 

Acute  abdomen  syndromes 

The  intestinal  obstruction  syndrome  is 
second  in  frequency  as  a presenting  clinical 
pattern  and  the  obstructive  symptoms  appear 
after  the  ulcerative  colitis  syndrome  has  been 
present  for  months  or  years,  but  may  appear 
in  the  absence  of  significant  antecedent  com- 
plaints. The  diagnosis  of  obstruction  is  usual- 
ly obvious  because  of  pain,  vomiting  and  dis- 
tention, which  is  confirmed  by  x-ray.  It  may 
be  impossible  in  this  group  to  determine  pre- 
operatively  the  cause  of  the  obstruction. 

In  the  earlier  stages  of  terminal  regional 
ileitis,  the  signs  and  symptoms  of  acute  ap- 
pendicitis may  be  present,  and  the  differen- 
tial diagnosis  may  be  made  only  by  direct 
inspection  of  the  lesion.  Abdominal  pain  of 
some  type  is  present  in  nearly  all  cases  that 
have  been  operated  on  for  regional  enteritis. 
It  is  often  crampy  with  partial  obstruction, 
or  unusually  severe  with  mesenteric  or  sero- 
sal involvement.  Pain  may  be  the  only  com- 
plaint and  the  typical  sequence  is  that  of 
abdominal  pain  or  colic,  a desire  to  defecate, 
the  feeling  of  sudden  rumbling  of  gas  fol- 
lowed by  defecation,  with  relief  of  the  ab- 
dominal symptoms.  This  sequence  may  re- 
peat itself  every  few  hours  and  is  often  initi- 
ated by  the  taking  of  a meal.  The  origin  of 
the  pain  is  in  the  mildly  obstructive,  nar- 
rowed loop  of  ileum,  that  segment  which 
radiographically  corresponds  to  the  “string 
sign.”^he  attempt  of  the  intestinal  fluid 
column  to  pass  through  this  congested,  edem- 
atous and  narrowed  stretch  of  intestinal 
lumen  gives  rise  to  the  colicky  sensation  of 
pain.  The  absence  of  pain  occurs  in  those 
cases  in  which  the  inflammatory  lesion  is 
diffuse  with  the  cicatrization  process  just 
beginning.  The  higher  the  lesion  in  the  ileum, 
the  less  likely  the  stenosis,  and  hence  the 
less  likely  predefactory  pain. 

Fever,  pain  and  weight  loss 

Regional  enteritis  may  at  times  present  as 
a case  of  fever  of  undetermined  origin  with- 
out any  symptoms  referable  to  the  gastro- 
intestinal tract.  In  an  occasional  patient  nu- 
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tritional  deficiency  will  constitute  the  out- 
standing clinical  feature  even  though  only 
a small  amount  of  the  ileum  appears  to  be 
involved.  The  presence  of  fistula  or  abscess 
formation  obviously  implies  some  degree  of 
perforation.  Free  perforation  with  general- 
ized peritonitis  is  a rare  event,  but  perfora- 
tion may  occur,  resulting  in  localized  abscess 
in  either  mesentery  or  peritoneal  cavity  with 
the  subsequent  development  of  either  inter- 
nal or  external  fistulas.  Internal  fistulas  may 
occur  between  loops  of  ileum  and  ileum, 
ileum  and  colon,  or  they  may  extend  into  the 
bladder,  vagina,  adnexal  tissues  or  uterus. 
Less  commonly,  perirenal  abscesses  or  recto- 
vaginal fistulas  occur,  and  perirectal  ab- 
scesses and  fistulas  may  present  as  apparent- 
ly independent  affairs,  preceding  by  some 
years  the  characteristic  symptoms  of  en- 
teritis. 

Additional  diagnostic  aids  may  include 
right  lower  quadrant  mass,  scar  of  a previous 
appendectomy,  hypochromic  anemia,  evi- 
dence of  malnutrition  or  sepsis,  steatorrhea, 
and  occult  blood.  The  latter  occurs  in  only 
50  to  60  per  cent  of  cases  and  may  be  absent 
for  long  periods  of  time. 

Diagnosis 

Once  the  diagnosis  of  regional  enteritis 
or  ileocolitis  is  suspected  from  the  clinical 
picture,  the  physician  is  almost  completely 
dependent  upon  the  radiologist  for  confirma- 
tion of  the  diagnosis.  If  the  terminal  ileum 
has  been  found  to  be  involved  in  a stenosing, 
ulcerative  inflammatory  process,  the  possible 
involvement  of  other  segments  of  small 
bowel,  or  of  any  portion  of  the  large  bowel, 
must  always  be  borne  in  mind  and  cannot  be 
too  strongly  stressed.  In  every  patient  in 
whom  regional  enteritis  is  suspected,  there- 
fore, the  radiologic  examination  should  in- 
clude the  whole  intestinal  tract  from  the  duo- 
denum to  the  rectum. 

The  changes  observed  in  the  bowel  both 
fluoroscopically  and  radiographically  will  de- 
pend on  the  stage  of  the  pathologic  process. 
In  the  early  acute  stage,  the  inflammatory 
reaction  in  the  bowel  wall  is  associated  with 
marked  edema  and  congestion,  with  resultant 
extreme  narrowing  of  the  lumen.  An  im- 
portant aspect  of  this  stage  is  the  preserva- 
tion of  peristalsis,  a feature  so  prominently 


lacking  in  later  stages.  Thus,  although  the 
lumen  is  markedly  narrowed  by  the  thick- 
ened bowel  wall,  peristalsis  will  force  barium 
through  so  that  obstructive  manifestations 
will  not  be  present,  and  there  will  be  little 
or  no  proximal  small  bowel  dilatation.  As 
the  disease  progresses  through  its  later  stages 
there  will  be  seen  evidence  of  mucosal  ulcer- 
ations, marked  irregularity  and  rigidity  of 
the  barium  filled  loops  of  bowel,  and  evi- 
dence of  fistula  formation.  In  the  chronic 
stage  peristalsis  is  completely  absent,  and  it 
is  this  loss  which  leads  to  the  development 
of  small  bowel  obstruction.  Small  bowel  dila- 
tation and  ileal  stasis  will  then  be  prominent 
features  of  the  radiologic  picture  in  the 
chronic  stages.  In  ileojejunitis  skip  areas  are 
frequent  and  in  disease  isolated  in  the  jeju- 
num marked  stenotic  lesions  and  obstruction 
characteristically  are  seen. 

When  the  disease  involves  the  terminal 
ileum  the  differential  diagnosis  must  include 
tuberculosis,  carcinoma,  carcinoid,  endome- 
triosis, actinomycosis,  and  lymphoblastoma. 
If  the  disease  is  diffusely  involving  the  small 
bowel,  sprue,  Hodgkins,  and  lymphosarcoma 
must  be  differentiated.  It  is  important  to 
point  out  that  agglutination,  clumping,  and 
formation  of  masses  of  barium  are  not  found 
in  regional  enteritis,  and  segmentation  such 
as  is  characteristic  of  sprue  has  not  been  ob- 
served, and  when  unequivocal  segmentation 
occurs,  the  diagnosis  of  regional  enteritis 
should  be  suspected  as  being  erroneous. 

Medical  management 

Restriction  of  physical  activity  during 
exacerbations  of  the  disease  is  important  and 
the  avoidance  of  all  excessive  types  of  physi- 
cal exertion  mandatory.  Besides  being  of 
potential  benefit  to  the  disease  itself,  such 
reduction  in  caloric  requirement  may  enable 
the  patient  to  maintain  his  weight  level, 
rather  than  lose  important  poundage.  Periodic 
rest  periods  daily  and  the  avoidance  of  all 
nervous  tension  and  fatigue  should  become 
part  of  the  long  range  program. 

The  diet  in  the  management  of  regional 
enteritis  should  be  planned  with  considera- 
tion of  the  irritable  stage  of  the  small  in- 
testine, the  hypermotility,  the  narrowing  of 
the  lumen  of  the  small  bowel,  and  the  effect 
of  possible  food  idiosyncrasies.  The  diet. 
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therefore,  should  be  bland,  low-fat,  high  in 
protein  and  carbohydrate  and  low  in  residue. 
The  liberal  use  of  proteins  and  carbohydrates 
is  necessary  to  maintain  the  patient’s  nutri- 
tion against  the  wasting  of  the  disease  and 
they  should  be  supplemented  with  predigest- 
ed nutritional  supplements  in  any  manner 
that  makes  them  more  palatable.  The  diet 
should  omit  any  article  of  food  which  might 
be  implicated  by  a careful  dietary  history  as 
having  produced  any  symptomatic  aggrava- 
tion of  the  disease.  Milk  and  milk  products 
must  be  considered  with  particular  care  in 
this  regard  and  a milk-free  diet  has  proven 
of  value  in  many  cases. 

Vitamin  supplements,  particularly  of  the 
B-complex  group,  iron  and  vitamin  K should 
be  given  by  the  parenteral  route  because  of 
the  diarrhea  and  poor  absorption  from  dis- 
eased bowel.  Some  of  the  more  seriously  ill 
patients  with  this  disease,  and  in  particular 
those  with  previous  operative  intervention, 
may  present  profound  problems  in  electrolyte 
and  mineral  depletion  and  these  must  be 
adequately  replaced. 

Blood  replacement  and  antibiotics 

The  blood  of  many  patients  with  regional 
enteritis  is  greatly  depleted  because  of  dis- 
ease of  long  standing,  severe  hemorrhage, 
malnutrition,  and  because  of  so  much  ab- 
dominal distress  on  the  ingestion  of  food 
resulting  in  voluntary  limitation  of  food  in- 
take. Some  of  these  patients  have  bled  mas- 
sively and  the  majority  will  show  a hypo- 
chromic microcytic  anemia,  probably  as  a 
result  of  the  loss  of  blood  as  well  as  the  poor 
food  intake  and  interference  with  its  absorp- 
tion. In  all  such  patients  blood  transfusions 
will  have  an  inestimable  value. 

Although  in  general  antibiotic  therapy  has 
been  disappointing  as  a cure  of  regional  en- 
teritis, the  use  of  antibiotics  with  the  limited 
objective  of  controlling  secondary  bacterial 
infection  or  as  preparation  for  a course  of 
steroid  therapy  may  be  a useful  adjunct  in 
therapy.  Since  the  broad  spectrum  antibiotics 
are  bacteriostatic,  gastrointestinal  irritants, 
and  may  produce  resistance  strains,  their  use 
should  be  limited.  Chloromycetin  is  probably 
the  best  tolerated  by  mouth  and  if  necessary 
can  also  be  given  parenterally  with  depres- 
sion of  the  white  count  a calculated  hazard 


in  its  use.  Although  a direct  attack  on  the 
organisms  which  have  invaded  the  intestinal 
wall  seems  most  desirable,  some  apparent 
benefit  is  derived  from  the  suppression  of 
the  bacterial  flora  within  the  lumen  of  the 
bowel.  Neomycin  is  probably  the  most  effec- 
tive nonabsorbable  sterilizer  of  the  intestine 
and  should  be  given  in  doses  of  2-3  gms.  for 
three  or  four  days.  Azulfidine,  which  is  usu- 
ally well  tolerated,  can  also  be  given  in  doses 
of  4-6  gms.  daily  for  seven  to  14  days  at  a 
time. 

Radiation  and  steroids 

Radiation  therapy  to  the  abdomen  in  re- 
peated small  courses  has  been  recommended 
by  Bargen  but  others  do  not  share  his  en- 
thusiasm. In  some  patients  given  this  therapy 
there  has  been  a rather  sharp  flareup  of 
the  diarrhea  and  hemorrhage.  In  others,  heal- 
ing has  progressed  to  such  a degree  that 
stricture  resulted,  necessitating  surgical  ther- 
apy for  the  stricture.  This  form  of  therapy 
is  unsuited  for  the  young  female  patient  but 
is  worthy  of  trial  in  serious  and  extensive 
involvement  of  the  bowel. 

Prescription  of  adrenal  steroids  is  useful 
in  regional  enteritis  but  the  results  obtained 
with  them  have  been  disappointing  in  com- 
parison to  the  benefits  obtained  in  ulcerative 
colitis.  Clinical  observations  indicate  that  the 
anti-inflammatory  effect  of  the  steroids  is 
limited  to  the  initial  phase  before  secondary 
infection  has  fully  developed.  When  fever, 
leucocytosis,  and  toxic  systemic  effects  are 
prominent,  the  steroids  may  not  only  be  in- 
effective but  may  actually  be  detrimental 
by  limiting  the  reaction  to  bacterial  invasion, 
thereby  promoting  the  spread  of  infection. 
It  has  seemed,  therefore,  more  logical  to  defer 
the  use  of  steroids  in  cases  with  infection 
until  after  an  attempt  has  been  made  to  con- 
trol the  sepsis  with  other  measures.  When 
fistulas  or  abscesses  are  present,  or  if  the 
disease  has  progressed  to  the  stage  of  granu- 
lomas and  strictures,  little  can  be  expected 
from  this  form  of  therapy.  To  summarize, 
the  steroids  are  most  successful  in  the  re- 
current postoperative  disease  or  in  those 
with  the  malabsorption  syndrome  secondary 
to  extensive  ulcerative  mucosal  forms  of  the 
disease,  but  they  are  contraindicated  in  the 
treatment  of  cicatrizing  enteritis,  and  are  not 


52 


Rocky  Mountain  Medical  Journal 


likely  to  prove  helpful  in  a patient  who  has 
had  his  disease  over  three  years. 

Surgical  management 

Surgical  intervention  is  indicated  when 
conservative  medical  therapy  fails  or  when 
an  abdominal  mass,  persistent  fever  and 
weight  loss,  progressive  anemia  and  malnu- 
trition, or  complications  develop.  In  recent 
years  because  of  the  high  recurrence  rate  in 
the  surgically  managed  patient,  the  great 
amount  of  help  that  can  be  derived  from  a 
properly  timed  and  chosen  palliative  surgical 
procedure  has  tended  to  become  obscured  in 
a wave  of  conservatism.  The  contraindications 
to  surgical  intervention  are  those  cases  with 
extensive  ileojejunitis,  acute  ileitis,  the  mu- 
cosal type  of  enteritis,  and  those  cases  with 
extensive  combined  ileocolitis.  When  obstruc- 
tive symptoms  develop  in  a high  ileojejunitis 
a localized  short  circuiting  procedure  is  man- 
datory and  highly  successful. 

If  the  abdomen  has  been  opened  because 
of  the  suspicion  of  acute  appendicitis,  what 
should  the  surgeon  do?  He  should  certainly 
not  attempt  any  operative  procedure,  either 
resection  or  short-circuiting,  in  the  presence 
of  acute  fulminating  ileitis,  but  close  the 
abdomen  and  withdraw  as  soon  as  he  can. 
It  is  well  known  that  abdominal  wall  fistulas 
may  develop  after  an  appendectomy  per- 
formed during  the  acute  stages  of  regional 
ileitis,  but  some  experienced  surgeons  feel 
this  may  be  done  if  there  is  no  obvious  in- 
volvement of  the  base  of  the  cecum. 

Surgical  intervention  in  the  chronic  forms 
of  the  disease  is  usually  done  for  the  develop- 
ment of  complications.  The  positive  surgical 
indications  in  this  stage  are  localized  terminal 
ileitis,  development  of  fistulas,  hemorrhage, 
obstruction,  perforation  or  abscess  formation, 
recurrent  ileitis,  and  persistent  activity  in 
the  primary  lesion  after  an  attempted  short- 
circuiting  procedure.  Most  cases  of  localized 
or  terminal  ileitis  are  admirably  suited  to 
surgical  intervention,  but  the  timing  of  such 
a procedure  is  of  great  importance.  It  is  good 
judgment,  until  the  lesion  in  the  small  bowel 
is  localized,  until  it  is  well  defined,  until  it 
shows  healing  and  scarring,  to  delay  opera- 
tion until  the  acute  stage  has  been  trans- 


formed into  the  healing  stage.  This  interval 
seems  to  fall  most  commonly  during  the  sec- 
ond or  third  years  of  the  disease.  The  opera- 
tion, when  performed,  consists  of  either  a 
resection  of  the  involved  ileum  and  ascending 
colon  or  a short  circuiting  procedure  with  an 
ileotransverse  colostomy,  and  must  include  a 
transection  of  the  ileum  proximal  to  the  dis- 
eased area.  With  the  short  circuiting  proced- 
ure the  operative  mortality  is  lower,  good 
results  higher,  and  the  late  recurrence  rate 
lower,  but  the  actual  percentages  are  not 
great  and  opinion  is  almost  equally  divided 
throughout  the  country.  The  author’s  choice 
is  that  of  resection  because  of  experience 
with  several  patients  who  subse(^uently  had 
to  have  resection  following  a previous  short 
circuiting  procedure. 

In  ileitis  recurring  after  a previous  sur- 
gical procedure,  operation  should  be  done 
for  the  complications  of  obstruction  or  per- 
foration. In  the  absence  of  such  manifesta- 
tions, only  those  cases  with  severe  intractable 
symptoms  and  with  evidence  of  continued 
infection  or  profound  anemia  should  be  re- 
operated. One  should  remember  that  a diag- 
nosis of  recurrent  disease  by  x-ray  is  not  an 
indication  for  more  surgery  and  a persistent 
postoperative  diarrhea  may  represent  loss  of 
the  water  reabsorbing  function  of  the  right 
colon  rather  than  recurrent  disease.  Those 
patients  who  have  had  massive  reactions  of 
the  small  intestine  present  difficult  postoper- 
ative problems  in  the  management  of  their 
nutritional,  electrolytic,  and  absorption  sta- 
tus, which  tax  the  therapeutic  skill  and 
knowledge  of  all  concerned. 

Summary 

A discussion  has  been  given  of  the  eti- 
ology, clinical  picture,  and  management  of  re- 
gional enteritis.  Medical  management  should 
be  given  in  the  majority  of  cases  with  a 
properly  timed  surgical  procedure  performed 
in  the  chronic  stages  for  palliation  or  the 
development  of  complications.  In  the  acute 
stage  of  the  disease  surgery  should  not  be 
attempted  and  removal  of  the  appendix  lim- 
ited to  those  instances  where  there  is  no 
obvious  involvement  of  the  base  of  the  ce- 
cum. • 
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Pulmonary  edema 


David  E.  Dines,  M.D.,  Denver 


Review  of  a common  medical 
emergency.  An  understanding  of 
the  etiology  helps  in  determining 
proper  treatment. 


Pulmonary  edema  is  one  cardiac  emergency 
with  which  every  physician  should  complete- 
ly familiarize  himself.  Pulmonary  edema  oc- 
curs when  the  left  ventricle  fails  to  empty 
its  contents  adequately  and  the  pressure  rises 
in  the  left  atrium  and  pulmonary  veins,  caus- 
ing an  accumulation  of  blood  in  the  pulmo- 
nary circuit.  The  general  practitioner  and 
internist  see  the  most  pulmonary  edema,  be- 
cause the  heart  is  most  commonly  at  fault. 
The  general  surgeon,  however,  sees  pulmo- 
nary edema  postoperatively,  in  burn  cases, 
and  in  thyroid  crisis,  to  mention  a few  in- 
stances. The  neurosurgeon  sees  pulmonary 
edema  due  to  acute  brain  injury.  The  thoracic 
surgeon  sees  pulmonary  edema  in  traumatic 
chest  injuries  and  following  repair  of  intra- 
cardiac anomalies.  The  obstetrician  sees  acute 
pulmonary  edema  from  toxemia  of  pregnancy 
and  the  pediatrician  sees  it  in  children  with 
acute  nephritis  and  congenital  heart  disease. 
Physicians  in  all  fields  of  medicine  may  en- 
counter pulmonary  edema  following  intra- 
venous infusions,  shock,  broncho-pneumonia, 
asphyxia  from  drowning  or  strangulation, 
from  inhalation  of  irritating  gases,  and  from 
acute  allergic  reactions. 

Etiology 

Cardiac  conditions  are  the  most  common 
causes  of  acute  pulmonary  edema  from  left 
ventricular  failure,  and  left  ventricular  fail- 


ure may  result  from  any  disease  which  im- 
poses an  undue  burden  on  the  left  ventricle 
or  interferes  with  its  normal  action. 

Hypertension  accounts  for  most  of  the 
left-sided  congestive  failure  and  passive  con- 
gestion of  the  lungs.  All  forms  of  hyperten- 
sion, including  coarctation  of  the  aorta,  can 
give  rise  to  the  condition.  Coronary  artery 
disease,  aortic  valvular  lesions,  active  rheu- 
matic carditis,  and  congenital  heart  lesions 
with  intracardiac  shunts  may  cause  pulmo- 
nary edema.  Obstruction  to  the  emptying  of 
the  left  atrium  in  mitral  stenosis  frequently 
causes  passive  congestion  of  the  lungs,  and 
mitral  stenosis  is  of  great  practical  impor- 
tance because  of  its  frequency  and  oper- 
ability. 

In  aortic  valvular  disease,  heart  failure 
results  from  gross  enlargement  of  the  left 
ventricle,  depleting  sufficient  nourishment 
and  interfering  with  nutrition  as  a result  of 
poor  coronary  filling.  Occasionally,  the  first 
sign  of  myocardial  infarction  in  “silent  in- 
farctions” is  acute  pulmonary  edema.  The 
cause  of  heart  failure  in  coronary  artery 
disease  or  after  myocardial  infarctions  is  an 
interference  with  adequate  myocardial  nu- 
trition resulting  from  coronary  atheroscle- 
rosis or  coronary  occlusion. 

Acute  pulmonary  edema  may  occur  in 
patients  with  inspiratory  obstruction,  pre- 
sumably due  to  a lowered  intrathoracic  pres- 
sure favoring  a transudation  of  fluid  from 
the  capillaries  into  the  alveoli.  Occasionally, 
a pulmonary  embolism  can  occlude  a major 
pulmonary  artery,  thereby  increasing  the 
blood  flow  in  other  branches,  producing  a 
high  capillary  pressure,  hypoxia,  and  pulmo- 
nary edema. 
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Physiology 

When  the  left  ventricle  fails,  there  is 
incomplete  emptying,  output  falls,  residual 
stroke  volume  increases,  diastolic  pressure 
rises  and  the  left  atrial  and  pulmonary  venous 
pressure  rises.  The  raised  pulmonary  artery 
pressure  is  largely  the  result  of  a high  pul- 
monary venous  pressure  behind  the  failing 
left  hearth  The  right  ventricle  continues  to 
pump  its  normal  amount  to  the  lungs,  and 
in  a few  minutes  the  blood  volume  becomes 
redistributed  with  more  in  the  lungs  and 
less  in  the  systemic  circulation.  If  the  pul- 
monary venous  pressure  rises  beyond  35  mm. 
of  Hg.,  the  patient  may  die  from  acute  pul- 
monary edema.  Because  of  the  high  capillary 
pressure,  the  blood  leaving  the  lung  has  lost 
water.  As  more  blood  circulates  through  the 
systemic  capillaries,  it  picks  up  extra-cellular 
fluid  which  it  loses  as  it  circulates  through 
the  lungs.  Accumulation  of  water  in  the  lungs 
occurs  because  of  increased  pulmonary  capil- 
lary pressure. 

As  pulmonary  congestion  becomes  more 
severe,  resting  ventilation  increases.  Patients 
with  congestive  heart  failure  become  short 
of  breath^  Failure  of  the  heart  has  dampened 
the  lung  physiology  and  study  of  the  respira- 
tion^ shows  a decreased  volume  of  residual 
air.  Dyspnea  occurs  because  of  the  effort  re- 
quired to  ventilate  the  stiffened  lungs,  and 
the  muscles  of  respiration  are  fatigued  be- 
cause of  an  impaired  blood  supply. 

Cardiac  catheterization  studies^  have  dem- 
onstrated an  elevated  pulmonary  capillary 
pressure  as  recorded  by  the  wedge  pressure, 
increased  permeability  of  pulmonary  capil- 
laries, and  decreased  osmotic  pressure  of 
the  blood,  as  the  factors  of  greatest  impor- 
tance in  the  production  of  pulmonary  edema. 
In  left  ventricular  failure,  pulmonary  capil- 
lary pressure  exceeds  the  effective  osmotic 
pressure  and  interstitial  edema  results. 

The  amount  of  blood  in  the  pulmonary 
capillaries  normally  is  50  ml.  Changes  in  pul- 
monary capillary  pressure  may  be  brought 
about  by  only  a slight  increase  in  pulmonary 
blood  volume  because  of  the  inelasticity  of 
the  left  atrium.  The  pulmonary  blood  volume® 
in  mitral  stenosis  is  normal  or  reduced  when 
there  is  cardiac  enlargement.  In  left  ventricu- 
lar failure,  with  the  rise  in  pulmonary  artery 
pressure,  there  is  an  increased  intrathoracic 


blood  volume.  Burch  and  Romney®  have  pos- 
tulated that  the  pulmonary  veins  possess  an 
inherent  structure  which  makes  possible  a 
variation  in  size,  and  that  there  may  be  a 
functional  “throttle  valve”  mechanism  that 
controls  the  inflow  to  the  left  atrium. 

In  pulmonary  edema,  the  vital  capacity 
is  reduced,  but  it  is  greater  in  the  upright 
than  in  the  horizontal  position.  The  dyspnea 
in  patients  with  congestive  failure  in  the 
supine  position  is  due  to  interference  with 
the  patency  of  the  respiratory  passages  at  a 
low  level  of  lung  inflationh  The  amount  of 
blood  in  the  lungs  is  greater  by  500  cc.  in 
the  horizontal  than  in  the  erect  position®. 

Transudation  of  fluid  from  the  capillaries 
into  the  alveoli  occurs  when  the  left  atrial 
pressure  exceeds  the  osmotic  pressure  of 
the  plasma  (30  mm.  Hg.)  but  this  is  variable. 
Capillary  permeability  is  increased  by  anox- 
ia. The  high  protein  content  of  the  pulmo- 
nary edema  fluid  substantiates  that  the  capil- 
laries are  allowing  considerable  protein  to 
escape  and  greatly  reduces  the  differential 
osmotic  pressure  across  the  capillary  mem- 
brane. 

Clinical  features 

Cardiac  asthma  is  acute  fulminating  pul- 
monary edema,  and  usually  occurs  at  night, 
awakening  the  patient  from  sleep  with  a 
feeling  of  suffocation.  He  has  to  sit  upright, 
and  gasps  for  breath.  An  attack  begins  with 
restlessness  and  coughing.  The  breathing  be- 
comes more  and  more  labored,  and  the  pa- 
tient may  climb  out  of  bed  and  rush  to  an 
opened  window.  Nightmares  may  act  as  a 
trigger  mechanism.  The  patient  may  start 
the  cycle  off  by  slipping  down  in  bed,  increas- 
ing the  pulmonary  congestion;  breathing 
then  increases  in  rate  which  augments  the 
inflow  of  blood  into  the  right  side  of  the 
heart,  further  aggravating  pulmonary  venous 
congestion  and  increasing  further  the  respira- 
tory stimulation.  As  pulmonary  edema  in- 
creases, frothy  pink  sputum  is  produced,  and 
there  are  moist  sounds  at  the  lung  bases. 
Patients  become  cold,  clammy,  and  cyanotic. 
Neck  veins  are  engorged  and  the  blood  pres- 
sure and  venous  pressure  are  raised.  Cough- 
ing and  wheezing  continues  while  the  strug- 
gle for  breath  lasts,  and  until  the  upright 
position  is  attained.  It  is  not  clear  why  the 
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attacks  terminate  spontaneously. 

Subacute  pulmonary  edema  may  occur 
without  auscultatory  evidence  of  pulmonary 
rales  and  crepitations.  The  patient  may  com- 
plain of  dyspnea  from  exertion  and  have  no 
auscultatory  evidence,  but  rather  marked 
radiologic  signs  of  pulmonary  congestion. 
Rheumatic  pneumonia  falls  into  this  type. 

The  radiologic  picture®  consists  of  the 
butterfly  or  bat-wing  appearance  of  pulmo- 
nary congestion.  There  is  a fleecy  mottling 
that  spreads  out  from  the  hilum  bilaterally. 
There  may  be  collections  of  fluid  in  the 
costophrenic  angle.  Interlobar  fissures  are 
thickened,  and  often  there  are  interlobar 
effusions  (the  so-called  vanishing  tumor  of 
the  lungs).  Short  horizontal  lines  may  be 
seen  in  the  costophrenic  angles  in  mitral 
stenosis  and  in  left  ventricular  failure  due  to 
lymphatic  distention  and  interstitial  edema. 

Treatment 

Treatment  of  pulmonary  edema  must  be 
of  an  emergency  nature  and  aimed  at  lower- 
ing venous  filling  pressure,  thus  reducing  the 
output  of  the  right  ventricle.  The  patient 
must  be  placed  sitting  upright.  Morphine  % 
grain  (15  mg.)  subcutaneously  depresses  the 
pulmonary  vasomotor  reflexes  and  allays 
anxiety. 

Venous  tourniquets  may  be  applied  around 
the  thighs  with  sufficient  pressure  to  obstruct 
the  venous  return,  and  should  be  released 
every  20  minutes  to  avoid  venous  thrombosis. 
Venesection  of  500  cc.  of  blood  with  a vacuum 
bottle  may  be  preferable.  Atropine  1/100 
grain  may  be  useful  for  its  drying  action, 
but  may  also  induce  tachycardia,  so  must  be 
used  with  caution.  Aminophylline  .25  gm. 
to  .50  gm.,  slowly,  intravenously,  diluted  in 
50  cc.  of  distilled  water  lowers  the  venous 
pressure,  relieves  bronchospasm,  stimulates 
ventricular  contraction,  and  causes  coronary 
and  peripheral  vasodilatation. 

Hexamethonium  bromide  20  to  30  mg.,  or 
Ansolysen  5 mg.  subcutaneously,  should  be 
given  for  the  ganglionic  blocking  action  to 
lower  the  peripheral  resistance  and  relieve 
the  strain  on  the  left  ventricle.  Ganglionic 
blocking  agents^®  lower  the  pressure  in  the 
pulmonary  artery  and  may  relieve  attacks 
quickly.  Paroxysmal  cardiac  dyspnea  with  a 
rise  in  blood  pressure  and  left  ventricular 


failure  can  be  initiated  by  intravenous  di- 
goxin.  Digoxin  and  Cedilanid  have  pressor 
actions,  and  must  be  administered  cautiously 
if  digitalization  is  necessary.  Intravenous 
digitalis  can  produce  ventricular  tachycardia 
and  fibrillation  in  an  already  irritable,  hy- 
poxic myocardium. 

In  mitral  stenosis  with  pulmonary  edema, 
digitalization  may  increase  the  right  ven- 
tricular output  still  further  while  the  output 
from  the  lungs  is  impeded  by  the  tight  mitral 
ring.  The  high  right  ventricular  output  is 
then  responsible  for  the  elevated  pulmonary 
capillary  pressure. 

Oxygen  is  of  value  in  acute  pulmonary 
edema  because  the  arterial  oxygen  saturation 
is  not  normal.  Ethyl  alcohol  95  per  cent  in  a 
humidifier  bottle  may  be  beneficial  as  a 
defoaming  agent.  Positive  pressure  breath- 
ing, combined  with  oxygen,  will  increase  the 
pressure  in  the  alveoli  to  counteract  the  high 
pulmonary  capillary  pressure  and  decrease 
the  transudation  of  fluid  into  the  alveoli. 


Summary 

This  paper  reviews  the  salient  features 
of  pulmonary  edema  from  congestive  heart 
failure.  The  etiology,  physiology,  clinical  fea- 
tures, and  treatment  have  been  discussed.  It 
is  imperative  that  the  physician,  when  con- 
fronted with  a patient  in  pulmonary  edema, 
be  familiar  with  the  diagnosis,  etiology,  and 
pathophysiology,  so  that  treatment  can  be 
initiated  promptly.  Pulmonary  edema  is  a 
cardiac  emergency;  it  responds  well  to  emer- 
gency treatment.  • 
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The  knight  of  Norwich 

Watson  A.  Bowes,  Jr.,  M.D.,  Denver 


The  Waring  Society  consists  of  a group 
of  junior  and  senior  medical  students 
at  the  University  of  Colorado 
School  of  Medicine  who  meet 
twice  a month  on  a very  informal 
basis.  Each  meeting  consists  of  a 
presentation  of  an  original  paper 
as  well  as  informal  discussions. 

This  paper  won  the  distinction  of 
taking  the  last  annual  prize. 


Within  the  last  year  there  was  published 
a small  volume  entitled  The  Student  Life, 
a collection  of  excerpts  from  the  writings  of 
Sir  William  Osier.  The  editor,  Dr.  Richard 
E.  Verney,  attempts  with  these  selections  to 
set  forth  Osier’s  philosophy.  Osier,  who  spent 
most  of  his  career  teaching  medicine,  often 
reiterated  his  warning  to  students  that  they 
must  make  the  best  possible  use  of  their  ten 
talents  and  “try  to  get  the  education  if  not 
of  a scholar,  at  least  of  a gentleman.”  To 
this  end  he  suggested  a list  of  books  which 
should  be  at  the  bedside  of  every  medical 
student.  There  were  the  Old  and  New  Testa- 
ments, Shakespeare,  Montaigne,  Plutarch’s 
Lives,  Marcus  Aurelius,  Epictetus,  Religio 
Medici,  Don  Quixote,  Emerson,  Oliver  Wen- 
dell Holmes’  Breakfast  Table  Series.  Dr.  Ver- 
ney appends  the  following  note  to  Osier’s 
list  of  books: 

The  above  literature,  while  appealing  to  medi- 
cal students  of  the  last  century,  would  not — with 
the  exception  of  the  Bible  and  Shakespeare — 
appeal  to  the  student  of  the  present  day. 


He  then  follows  with  a more  “appealing” 
list  of  volumes  almost  entirely  made  up  of 
medical  biographies.  It  is  not  the  purpose  of 
this  paper,  nor  am  I qualified  to  dispute  the 
merits  of  these  two  collections  of  literature, 
though  I regard  Dr.  Verney ’s  comment  whol- 
ly inept.  But  there  is  one  striking  omission 
from  his  list  of  books.  Sir  Thomas  Browne’s 
Religio  Medici.  For  a man  who  is  attempting 
to  present  some  insight  into  William  Osier’s 
philosophy  this  seems  an  inexcusable  dele- 
tion, for  Osier  himself  often  admitted  that 
Browne  was  his  lifelong  mentor.  The  in- 
fluence of  Sir  Thomas  Browne  upon  Sir 
William  Osier  or  even  a comparison  of  the 
two  great  physicians  could  be  the  theme  of 
an  entire  evening’s  discourse.  In  1868  at  age 
17  William  Osier  purchased  his  second  book, 
the  1862  edition  of  Religio  Medici;  and  when 
in  1919  Osier’s  body  lay  in  the  chapel  of 
Christ  Church  College,  Oxford,  this  same 
copy  was  placed  upon  the  casket.  In  the 
numerous  addresses  Osier  made  he  seldom 
neglected  to  quote  from  Browne;  his  biblio- 
mania led  him  to  gather  perhaps  the  most 
complete  collection  of  the  various  editions 
of  Browne’s  writings;  and  his  early  copy  of 
Religio  Medici  was  Osier’s  constant  com- 
panion. This  alone  might  prove  sufficient  to 
send  one  searching  in  Browne’s  writings  for 
whatever  might  have  captivated  his  nine- 
teenth century  counterpart. 

Loadstones,  badgers,  mermaids 

Before  examining  this  legacy  it  is  im- 
portant that  we  understand  why  Browne’s 
work  might  seem  to  be  of  no  interest  to  us 
today.  Upon  reading  his  books,  which  on  thin 
pages  and  small  print  fit  snugly  into  three 
volumes,  at  least  four  reasons  for  his  present 
unpopularity  are  immediately  apparent. 
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To  begin  with  the  content  of  these  writ- 
ings is  somewhat  bizarre.  Imagine  a busy 
practitioner  writing  meticulously  of  un- 
earthed burial  containers  or  discoursing  with 
enthusiasm  on  the  horticulture  of  the  an- 
cients or  writing  of  loadstones,  badgers,  mer- 
maids, and  unicorns.  In  our  day  of  Heming- 
way and  Hitchcock  such  topics  can  hardly 
be  expected  to  sustain  interest.  Of  course  the 
subject  of  Browne’s  most  well  known  tract, 
Religio  Medici,  is  implied  in  the  title  and  is 
of  enduring  interest.  Perhaps  for  this  reason 
it  is  the  author’s  only  writing  that  enjoys  any 
measure  of  popularity. 

Wonderful  style 

One  of  the  most  annoying  characteristics 
of  Browne’s  works  is  the  constant  allusion  to 
Greek  and  Roman  classics,  the  Bible,  mythol- 
ogy, medieval  authorities  and  Renaissance 
figures.  These  are  all  unfamiliar  topics  to 
most  modern  readers,  and  analogies  and 
examples  drawn  from  them  are  essentially 
meaningless.  In  addition  there  are  frequent 
untranslated  quotations  from  the  Latin, 
which  are  intelligible  to  only  an  occasional 
well  educated  reader.  Turn  only  a few  pages 
and  it  seems  you  are  thumbing  through  an 
anthology  of  classical  literature.  There  you 
will  find  Cicero,  Epicurus,  Plutarch,  Homer, 
Pythagorus,  Seneca,  Caesar,  Epictetus,  and 
Zeno — to  mention  only  a few.  A few  more 
pages  and  you  will  have  at  least  nodding 
acquaintance  with  Adam,  Solomon,  Moses, 
Job,  Joseph,  Lot,  Abraham,  Lazarus,  Paul 
and  Peter.  Read  on  and  your  curiosity  is  in- 
trigued by  Janus,  Hermes,  Vulcan,  Apollo, 
and  Diana.  One’s  first  impression  is  that 
Browne  is  a pedant  trying  to  impress  the 
reader  with  his  uncanny  memory  and  knowl- 
edge of  the  classics.  On  the  contrary,  Browne 
could  have  written  no  other  way.  The  classics 
were  second  nature  to  him,  and  his  knowl- 
edge of  Greek  and  Latin  as  well  as  several 
contemporary  languages  was  not  uncommon 
among  educated  men  of  the  seventeenth  cen- 
tury. 

There  is  a third  factor  in  Browne’s  writ- 
ings which  makes  difficult  reading  and  which 
in  large  measure  is  peculiar  to  only  a handful 
of  seventeenth  century  writers.  It  is  the  use 
of  invented  words,  unfamiliar  words,  and 
pondorous  Latinisms.  Though  all  of  these 


words  are  in  English,  one  frequently  has  the 
impression  that  he  is  wandering  in  a foreign 
language.  At  times  even  a 25-pound  un- 
abridged dictionary  is  of  only  minimal  assist- 
ance. How  many  of  the  following  are  familiar 
at  first  glance:  f unambulatory,  pinax,  di- 
gladiation,  embasement,  discruciating,  pere- 
grinations, opprobrious,  callosity,  diuturnal? 
Some  of  the  words  coined  by  Browne,  for 
example  electricity  and  hallucination,  are  in 
common  use  today,  though  so  many  others 
have  long  since  become  obsolete. 

At  last  we  come  to  the  most  fascinating 
hurdle  in  Browne’s  work,  his  wonderful 
style.  Perhaps  it  is  irony  that  the  very  reason 
for  Browne’s  immortality  among  English  au- 
thors looms  as  a major  stumbling  block  on 
first  reading  his  work.  But  on  this  count  a 
little  understanding  does  much  to  clear  our 
field  of  vision.  One’s  first  irritated  impres- 
sion is  that  this  pompous,  flowery  style  was 
constructed  for  the  very  purpose  of  confus- 
ing the  issue;  and  very  often  Browne  does 
just  that.  However,  it  helps  if  we  regard  him 
not  as  an  author  but  as  a composer,  using 
words  rather  than  notes,  or  as  an  architect 
building  with  syntax  instead  of  bricks.  That 
he  could  write  succinctly  and  very  much  to 
the  point  is  amply  clear  from  his  correspond- 
ence with  his  sons  Edward  and  Thomas.  In 
enough  words  to  make  himself  clear  he  ad- 
monished them  as  any  father  would  do, 
reminding  them  to  study  their  Latin  and 
French,  passing  on  news  of  the  family,  thank- 
ing them  for  recent  gifts,  and  warning  them 
not  to  spend  too  freely  and  to  beware  of 
the  bewitching  qualities  of  tobacco.  But  in 
his  formal  writings  to  get  the  point  across 
was  not  always  paramount  in  Browne’s  de- 
sign. More  often  it  was  to  create  an  effect 
with  words,  and  for  this  reason  Browne  is 
regarded  as  the  great  prose  poet  of  the  Eng- 
lish language. 

Montpellier,  Padua,  Leyden 

Unfortunately,  Sir  Thomas  Browne  had 
neither  a Boswell  nor  a Harvey  Cushing  to 
immortalize  him  in  biography.  Much  of  his 
life,  especially  his  youth,  remains  obscure; 
but  the  few  facts  can  be  quickly  recorded. 
They  reflect  the  simplicity  of  his  entire  na- 
ture. In  the  Religio  Medici  Browne  recalls 
his  youth  as  a “miracle  of  30  years.”  The 
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facts  would  not  agree.  He  was  born  in  1605, 
the  son  of  a London  merchant,  who  died 
several  years  thereafter.  Browne’s  mother 
remarried  and  despite  an  occasional  refer- 
ence to  the  contrary,  Thomas  seems  to  have 
been  treated  handsomely  by  his  stepfather. 
His  education  followed  the  pattern  of  most 
well-to-do  gentlemen;  and  after  his  years  at 
Winchester,  Browne  enrolled  in  Broadgate 
Hall,  Oxford,  where  he  made  a distinguished 
record.  During  the  early  seventeenth  century 
opportunities  for  medical  education  in  the 
English  institutions  were  notoriously  lacking. 
In  fact,  Sydenham  was  to  have  said  of  Ox- 
ford, “that  he  would  as  soon  send  a man  to 
her  to  learn  shoemaking  as  practical  physic.” 
Consequently,  Browne  went  abroad  and  for 
two  years  studied  at  the  leading  universities 
on  the  continent.  Montpellier  in  France, 
Browne’s  first  stop,  was  famous  though  fail- 
ing. Padua,  where  William  Harvey  had  some 
years  earlier  received  his  education,  was  still 
in  its  prime.  Leyden,  where  in  1633  Browne 
took  his  medical  degree,  was  rapidly  ascend- 
ing to  foremost  importance  among  universi- 
ties. 

Upon  returning  to  England,  Browne  set- 
tled for  a short  time  at  Shibden  Dale  near 
Halifax,  and  here  without  benefit  of  a library 
and  as  a young  man  of  28  he  wrote  the 
Religio  Medici,  which  seven  years  later  was 
to  be  surreptitiously  published  and  bring 
him  world-wide  literary  fame.  Soon  there- 
after friends  persuaded  Browne  to  move  to 
Norwich,  where  he  established  his  practice, 
married  his  quiet,  devoted  wife,  who  bore 
him  ten  children,  wrote  the  remainder  of  his 
famous  tracts  and  in  1682  following  his  77th 
birthday  died  of  a sharp  attack  of  colic. 

Knighted  in  1671 

The  tranquility  of  Browne’s  life  in  Nor- 
wich scarcely  reflects  the  tumultuous  events 
of  the  great  civil  war  that  raged  during  his 
adult  life.  Though  a devoted  Royalist  and 
among  those  who  were  horrified  by  the  exe- 
cution of  Charles  I,  the  circumstances  are 
seldom  mentioned  in  his  writings.  In  1664 
he  was  made  an  honorary  fellow  of  the  Royal 
College  of  Physicians;  and  in  1671  he  was 
knighted  by  Charles  II,  apparently  more  for 
his  devotion  to  the  crown  than  his  merits  as 
author  and  physician. 


It  would  be  unfair  and  even  misleading 
to  deal  with  Thomas  Browne  out  of  his  en- 
vironment. Moreover,  Browne  in  one  sense 
is  an  extremely  accurate  microcosm  of  the 
century  in  which  he  lived.  It  is  surely  an 
oversimplification  to  draw  arbitrary  bounda- 
ries in  history  and  label  these  periods  as  if 
we  were  going  to  file  them  away  in  a library. 
On  the  other  hand,  it  does  much  to  clarify 
any  period  in  history  if  it  can  be  regarded  as 
representing  certain  specific  changes  or 
fluxes  in  human  civilization.  The  seventeenth 
century  was  a time  of  revolution,  a revolu- 
tion which  did  more  to  shake  the  spirit  of 
Western  Man  than  to  disturb  his  political 
and  economic  foundation. 

Range  of  interest 

A list  of  seventeenth  century  personalities 
is  in  itself  breathtaking,  for  it  was  as  much 
a century  of  personalities  as  events.  There 
were  Galileo,  Harvey,  Leewenhoek,  Kepler, 
Pascal,  Newton,  Leibnitz,  Descarte,  Milton, 
Bunyan,  Donne,  Locke,  Cromwell  and  Robert 
Boyle  among  many  others.  I mention  largely 
men  of  science  for  it  was  the  new  science 
that  was  the  mainspring  of  the  seventeenth 
century  revolution.  Copernicus  suggested  and 
Galileo  proved  that  man’s  earth  was  not  the 
center  of  the  universe.  With  the  telescope 
man  reached  into  the  heavens  beyond  any 
limits  imagined  in  previous  centuries.  At  the 
same  time  the  brilliant  pioneers  in  micros- 
copy were  acquiring  a realm  of  research 
in  the  minute.  The  infinite  and  the  infinitesi- 
mal characterized  the  century.  Literature 
reflected  this  vast  expansion  of  man’s  field 
of  vision.  John  Donne  chose  for  the  subject 
of  a poem  the  tiny  flea,  while  Bacon  claimed 
all  knowledge  for  his  province. 

It  was  inevitable  that  medieval  supersti- 
tion was  to  feel  the  greatest  impact  from  the 
new  scientific  spirit.  Men  were  refusing  to 
believe  without  evidence,  and  rational  in- 
vestigation replaced  ancient  authority  as  the 
court  of  last  appeal.  There  was  no  field  of 
knowledge  immune  from  scrutiny  by  the 
new  school  of  thought.  Characteristically  this 
was  the  century  that  biblical  criticism  re- 
ceived its  first  impetus.  This  was  Sir  Thomas 
Browne’s  century,  and  though  he  was  largely 
unaware,  as  were  most  of  his  contemporaries, 
of  the  great  drama  going  on  about  him,  he 
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reflects  perhaps  better  than  any  other  indi- 
vidual the  great  opposing  forces  at  war. 

In  our  age  of  specialization  the  great  lati- 
tude and  versatility  of  seventeenth  century 
personalities  is  almost  unbelievable.  I have 
mentioned  that  Bacon  took  all  of  human 
knowledge  for  his  province.  Almost  without 
exception  the  great  philosophers  did  not  hold 
chairs  of  philosophy,  and  most  of  them  were 
first  rate  mathematicians.  Authors  wrote 
when  their  duties  in  government,  business, 
or  the  professions  would  allow.  Browne  was 
no  exception  to  this  rule.  While  tending  to  a 
practice  so  large  that  Mrs.  Browne  often 
spoke  of  his  long  absences  from  home,  he 
found  time  to  write  some  of  the  most  beauti- 
ful prose  in  our  language.  His  range  of  inter- 
est was  immense.  His  vast  garden  was  a 
virtual  naturalist’s  laboratory,  where  he  con- 
stantly experimented.  His  home  must  have 
resembled  a museum  packed  with  his  books 
and  collections  of  everything  from  ancient 
coins  to  anatomical  specimens.  And  charac- 
teristically one  of  his  most  popular  works 
during  his  own  lifetime.  An  Inquiry  into 
Vulgar  Errors,  is  an  encyclopedic  analysis 
of  almost  every  conceivable  notion  that  ex- 
isted in  his  lifetime.  It  is  startling  to  imagine 
one  man  writing  with  authority  on  vegeta- 
bles, insects,  Jews,  swimming  and  floating, 
mermaids,  the  Red  Sea,  hieroglyphical  pic- 
tures of  Egyptians,  the  death  of  Aristotle, 
Methuselah,  elephants  and  the  tower  of 
Babel — to  mention  only  a few  items.  And  all 
this  amid  a huge  practice  and  duties  as  a 
devoted  and  attentive  father  and  husband. 

Perfect  amphibian 

In  more  ways  than  simply  his  great 
breadth  of  knowledge  does  Sir  Thomas 
Browne  reflect  the  spirit  of  his  age.  He 
speaks  in  his  own  writings  of  man  as  the 
great  amphibian;  and,  in  fact,  Browne  him- 
self was  the  perfect  amphibian  living  in  two 
worlds  and  as  much  at  home  in  the  one  as 
the  other.  His  education  provided  him  with 
the  best  scientific  training  available  in  his 
day.  The  books  of  many  of  the  leading  scien- 
tific minds  were  to  be  found  in  his  library; 
and  he  knew  well  and  admired  the  work  of 
such  great  contemporaries  as  Harvey  and 
Descarte.  It  is  not  a criticism  to  say  that  in 
his  practice  Browne  followed  largely  the 


teaching  of  ancient  and  medieval  authorities 
and  recommended  to  young  physicians  the 
works  of  Hippocrates  and  Galen  as  well  as 
more  contemporary  texts.  This  was  the  ac- 
cepted standard  of  physic  in  his  day,  and 
not  for  many  decades  was  the  new  research 
to  be  refined  and  applied  to  the  everyday 
practice  of  medicine.  Browne  always  insisted 
upon  intense  investigation  of  a new  scientific 
postulate.  In  a letter  to  his  son  Edward  he 
suggests  that  one  of  the  causes  of  deafness 
may  be  trauma  damaging  the  middle  ear, 
but  warns  that  it  would  dangerous  to  accept 
such  a proposition  until  more  experimental 
evidence  was  available. 

of  folly’’ 

Edward  Browne,  who  became  one  of  the 
leading  physicians  in  England  and  was  one 
time  physician  to  the  king,  often  sought  ad- 
vice from  his  father  in  preparing  lectures 
that  he  was  to  give  in  London.  Finally 
Browne’s  scientific  spirit  might  be  character- 
ized by  his  attempt  to  correct  many  of  the 
commonly  accepted  superstitions  and  falla- 
cies by  his  publication  of  Inquiry  into  Vulgar 
Errors.  To  the  modern  reader  the  book  would 
seem  to  embrace  as  many  follies  as  it  suc- 
cessfully purges,  but  in  the  seventeenth  cen- 
tury it  was  truly  a noble  effort  in  the  search 
for  truth. 

While  much  of  Browne’s  life  illustrates  a 
devoted  interest  in  science,  he  seems  to  be 
equally  at  home  with  the  most  brazen  super- 
stitions. He  was  familiar  with  the  theories 
of  Copernicus  and  presumably  with  the  work 
of  Galileo  but  refused  to  believe  that  the 
earth  was  not  the  center  of  the  universe. 
Early  in  Religio  Medici  Browne  admits  that 
he  is  “naturally  inclined  to  that,  which  mis- 
guided zeale  terms  superstition”;  and  in  his 
later  years  he  was  much  taken  with  the  wan- 
ing practices  of  alchemy  and  astrology.  Per- 
haps the  greatest  shadow  that  history  casts 
upon  the  life  of  Sir  Thomas  Browne  is  his 
participation  in  the  prosecution  of  two  women 
who  were  executed  as  witches.  Now  it  must  be 
admitted  that  though  numerous  eminent  per- 
sonalities of  the  seventeenth  century,  e.g., 
Sir  Isaac  Newton,  Sir  Edward  Coke,  Francis 
Bacon,  Robert  Boyle,  even  William  Harvey 
believed  in  witches,  the  facts  seem  to  indicate 
that  witch  trials  and  the  belief  in  witches 
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were  dying  out  by  the  middle  of  the  century.* 
Nevertheless,  with  complete  sincerity  and 
conviction  Browne  in  1664,  the  year  of  his 
election  to  the  Royal  College  of  Physicians, 
testified  that  he  believed  Amy  Duny  and 
Rose  Cullender,  both  accused  of  bewitching 
several  children,  were  guilty  as  charged.  He 
had  defended  his  belief  in  witches  and  all 
supernatural  spirits  some  years  earlier  in 
Religio  Medici  where  he  maintained  that  to 
not  believe  in  spirits  would  be  entirely  in- 
consistent with  a belief  in  God  and  the  devil. 
There  are  those  who  defend  and  those  who 
condemn  Browne  for  this  bit  of  folly  that 
contributed  to  the  death  of  two  women 
against  whom  the  evidence  was  shabby,  in- 
consistent, and  entirely  foolish.  Yet  it  seems 
an  unfortunate  paradox  that  this  kind  physi- 
cian who  so  often  expressed  his  concern  for 
suffering  humanity  could  have  been  party 
to  such  dangerous  ignorance.  There  remains 
yet  one  striking  feature  of  Browne’s  life  that 
manifests  this  paradox:  the  absence  of  his 
name  from  the  roster  of  the  Royal  Society. 
This  was  a group,  formally  chartered  in  1662, 
composed  of  many  of  the  leading  scientific 
minds  in  England  (some  of  them  close  asso- 
ciates of  Browne)  and  representing  the  nu- 
cleus of  the  scientific  spirit.  Many  reasons 
are  suggested  for  Browne’s  not  being  a mem- 
ber of  this  elite  group,  to  which  his  son 
Edward  later  belonged;  but  the  fact  remains 
that  the  opportunity  of  membership  seems 
never  to  have  been  extended  to  him. 

Old  against  new 

To  all  of  the  world  apart  from  Nor- 
wich and  to  succeeding  generations  Thomas 
Browne’s  fame  lies  almost  wholly  in  his  work 
as  a seventeenth  century  author.  The  literary 
framework  in  which  he  wrote  was  a changing 
one  and  prose  style  was  in  a state  of  flux. 
Even  Browne  complained  of  a lack  of  style 
by  which  to  be  guided.  Literature  was  not 
immune  to  the  influence  of  the  new  science, 
and  the  emphasis  was  shifting  toward  ab- 
breviated, matter-of-fact  methods  of  writing. 
Typically  the  Royal  Society  exacted  from  its 
members  a close  way  of  speaking,  positive 
expressions,  and  mathematical  plainness. 
Browne’s  writing  reveals  the  characteristics 

*See  the  excellent  discussion  on  witch-hunting  and  witch 
trials  in  chapter  15  of  G.  N.  Clark’s  The  Seventeenth  Cen- 
tury. 
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against  which  the  Royal  Society  was  revolt- 
ing. They  considered  words  as  a means  to  an 
end,  a lifeless  tool  of  communication;  while 
Browne,  with  baroque  style,  proved  that 
prose  can  well  be  an  art  form.  At  times  his 
work  has  the  poetic  quality  of  forcing  imag- 
inative thoughts  and  descriptions  into  a few 
well-turned  words,  yet  on  the  next  page  he 
expands  the  barest  notion  into  a marvelous 
series  of  musical  cadences.  This  was  the  old 
revolting  against  the  new,  which  loomed  as 
one  of  the  major  components  of  Browne’s 
entire  personality. 

Religio  Medici  introduced 

To  illustrate  Browne’s  genius  it  will  suf- 
fice to  consider  two  of  his  works,  Religio 
Medici,  which  won  him  early  recognition  as 
an  author  and  which  is  undoubtedly  his  most 
popular  writing,  actually  his  epitaph,  and 
Urn  Burial,  which  is  perhaps  his  most  beau- 
tiful accomplishment.  The  Religio  Medici  was 
written  shortly  after  Browne  returned  from 
Europe  and  while  he  was  still  in  his  late 
twenties.  It  is  a rather  desultory  collection 
of  thoughts  presumably  written  for  his  own 
edification,  not  entirely  unlike  the  medita- 
tions of  the  kindly  Roman  emperor  Marcus 
Aurelius.  But  as  was  the  custom,  the  manu- 
script was  circulated  among  several  friends, 
and  after  seven  years  and  several  inaccurate 
copyings  it  fell  into  the  hands  of  an  enter- 
prising printer  named  Andrew  Crooke.  De- 
spite the  innumerable  sermons  and  theologi- 
cal treatises  that  flooded  the  book  stands, 
the  imaginative  Crooke  noted  something  un- 
usual in  this  anonymous  and  curious  state- 
ment of  a doctor’s  faith;  and  in  an  unhand- 
some edition  he  printed  and  circulated  an 
inaccurate  first  edition  of  Religio  Medici. 
The  book  was  not  an  immediate  success  until 
it  fell  into  the  hands  of  one  Sir  Kenelm  Dig- 
by,  an  author,  scientist  and  critic  whose  name 
would  have  long  since  been  stricken  from 
the  record  of  man  had  not  succeeding  genera- 
tions associated  him  with  Browne’s  small 
classic.  Digby,  an  ardent  Royalist,  was  en- 
joying the  luxury  of  imprisonment  in  a fine 
house  with  all  his  servants  when  a friend 
recommended  the  Religio  Medici  to  him.  He 
was  a recent  convert  to  Catholicism,  had 
written  several  long  treatises  on  theological 
problems  and  seemed  fascinated  by  the  catch- 
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ing  title  of  Browne’s  book.  Sending  a servant 
to  the  nearest  bookstand,  he  climbed  into  bed 
following  dinner  and  awaited  the  new  vol- 
ume. The  story  is  told  that  Digby  began  read- 
ing the  Religio  and  with  enthusiasm  con- 
sumed the  entire  volume  that  night  and 
before  the  following  evening  had  written  a 
critique  which  ran  to  120  pages,  three-fourths 
the  length  of  the  Religio  itself.  Digby’s  fame 
was  sufficient  to  thoroughly  introduce  the 
volume  to  the  public,  whereupon  Browne 
quickly  acknowledge  his  authorship  and 
hastily  sent  a corrected  manuscript  to  the 
printer.  His  fame  was  now  insured,  the  book 
was  sent  to  the  continent  in  Latin  transla- 
tion, and  Browne  was  established  as  one  of 
the  most  popular  and  influential  writers  of 
his  day.  It  is  curious  that  almost  immediately 
Browne  was  hailed  as  champion  of  numerous 
religious  orders.  Catholics,  Anglicans,  and 
even  the  Quakers  submitted  his  volume  as 
testimony  of  his  adherence  to  their  faiths. 
But  eventually  Rome  interpreted  his  chari- 
table thoughts  as  heresy,  and  the  Religio 
Medici  found  its  place  among  good  company 
on  the  Index. 

Urn  Burial 

What  exactly  is  the  Religio  Medici?  It  is 
no  more  than  the  statement  of  a doctor’s 
faith  recorded  in  beautiful  prose.  It  can  easily 
be  read  from  first  word  to  last  in  an  evening, 
but  should  more  properly  be  read  and  reread 
aloud.  Like  poetry,  it  is  robbed  of  its  flavor 
if  skimmed  rapidly  for  information.  Bacon 
would  say  it  should  be  chewed  and  swal- 
lowed. Browne  opens  with  the  confession 
that  most  people  of  his  day  regarded  doctors 
as  having  no  religion,  and  it  is  true  that  men 
of  physic  were  even  regarded  as  being  in 
league  with  the  devil.  He  then  follows  with 
several  passages  that  can  hardly  leave  the 
reader  in  doubt  about  his  religious  convic- 
tions. He  makes  it  clear  that  there  are  certain 
things  to  be  accepted  by  faith  which  are  not 
amenable  to  reason’s  inquiry.  They  are  simp- 
ly out  of  bounds.  Yet  one  is  impressed  with 
the  numerous  paradoxes  and  contradictions 
of  the  Religio.  Strangely  enough,  though 
Browne  regards  the  biblical  story  of  creation 
as  an  allegory  and  not  subject  to  strict  inter- 
pretation, he  does  not  hesitate  to  swallow 
the  transformation  of  Lot’s  wife  or  Noah’s 


seemingly  impossible  stunt  of  finding  room 
in  a 300-foot  ark  for  all  of  the  animals  two 
by  two. 

In  days  when  Anglican  and  Puritan  were 
at  each  other’s  throats  Browne  assumed  a 
courageous  position  of  tolerance  of  all  reli- 
gions, Christian  and  pagan  alike.  With  a wit 
that  is  too  often  shadowed  by  Browne’s  mel- 
ancholy he  appraises  the  contemporary  re- 
ligious scene  with  its  petty  bickering  and 
dogma  and  comments  amusingly: 

. . particular  Churches  and  Sects  usurpe  the 
gates  of  heaven,  and  turn  the  key  against  each 
other,  and  thus  we  go  to  heaven  against  each 
other’s  wills  . . 

Yet  amid  the  grandeur  of  his  great  propo- 
sitions of  faith  and  charity  there  escapes 
some  very  foolish  thoughts.  Browne  speaks 
of  experiments  which  show  that  plants  may 
be  reconstituted  after  being  burned  to  ashes; 
he  thinks  it  foolish  for  a man  to  love  his  wife 
and  children  more  than  a friend;  and  he 
would  “be  content  that  we  might  procreate 
like  trees,  without  conjunction,  or  that  there 
were  any  way  to  perpetuate  the  world  with- 
out this  trivial  and  vulgar  way  of  coition.” 
But  allowing  him  these  infrequent  lapses  into 
the  brashness  of  youth  and  the  ignorance  of 
bachelorhood,  the  remainder  is  a sublime 
testimony  of  Browne’s  devout  character. 

In  1641,  some  four  years  after  the  publi- 
cation of  Religio  Medici,  Thomas  Browne 
sent  to  the  printer  his  voluminous  and  la- 
borious Inquiry  into  Vulgar  Errors.  This  long 
discussion  and  analysis  of  what  Browne  con- 
sidered the  most  popularly  held  misconcep- 
tions was  widely  read  and  added  much  to 
his  popularity  and  renown  as  an  author.  Yet 
this  noble  effort  is  today  regarded  as  a liter- 
ary museum  piece,  and  notwithstanding  the 
staggering  amount  of  information  it  contains 
is  for  the  most  part  very  dull  reading.  There- 
after Sir  Thomas  assumed  a 12~year  literary 
silence,  which  was  ended  in  1658  by  the  pub- 
lication of  his  most  beautiful  contribution 
to  English  prose.  Some  will  even  say  it  rep- 
resents the  zenith  of  our  prose  heritage. 

Some  two  years  before  the  publication 
of  Urn  Burial  there  were  discovered  not 
far  from  Norwich  a number  of  small  burial 
urns  containing  ashes  of  human  remains  to- 
gether wnth  ornaments  and  jewelry  of  the 
deceased.  Browne,  renowned  as  an  antiquar- 
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ian,  was  fascinated  by  the  discovery  and 
soon  possessed,  by  the  kindness  of  a friend, 
a number  of  the  urns  and  their  contents.  It 
is  fascinating  to  imagine  Browne  at  the  end 
of  a long  day  of  caring  for  his  many  patients 
sitting  down  in  his  wonderful  library  and  by 
candlelight  musing  over  the  urns  and  their 
mysterious  contents.  His  reflections  are  re- 
corded in  50  short  pages  that  hardly  make 
more  than  a long  essay  divided  into  five  parts. 
The  first  three  sections  are  a rather  straight- 
forward, even  scientific,  discussion  of  the 
burial  urns  as  well  as  a delightful  discourse 
on  the  burial  rights  and  customs  of  the 
ancients.  Amusingly,  Browne’s  extensive 
comments  about  the  urns’  origin,  which  he 
believed  were  Roman,  are  entirely  worthless 
as  antiquarian  information,  for  subsequent 
authorities  have  established  the  vessels  as 
being  unquestionably  Saxon.  Such  a blow 
would  be  sufficient  to  assign  a modern  scien- 
tific treatise,  framed  in  its  dull,  uninteresting 
prose,  to  eternal  oblivion.  But  that  Browne’s 
essay  has  lived  in  spite  of  his  erroneous  as- 
sumptions is  mute  testimony  of  the  enduring 
quality  of  its  style. 

By  the  end  of  the  fourth  section  the  reader 
is  aware  that  Sir  Thomas  seems  to  have  for- 
gotten the  urns  and  is  literally  flying  on  the 
wings  of  his  wonderful  imagination  creating 
one  beautiful  paragraph  after  another.  The 
fifth  and  last  section,  the  most  famous  por- 
tion of  Urn  Burial,  is  actually  a comment 
upon  the  vanity  of  human  wishes  and  reveals 
man’s  eternal  struggle  for  immortality  in 
monuments  and  epitaphs. 

Oblivion 

Listen  to  Browne  as  he  reminds  us  of  our 
fate  upon  earth: 

“There  is  no  antidote  against  the  Opium  of 
time,  which  temporally  considereth  all  things; 
Our  fathers  find  their  graves  in  our  short  memo- 
ries, and  sadly  tell  us  how  we  may  be  buried  in 
our  Survivors.  Gravestones  tell  truth  scarce  forty 
years.  Generations  last  while  some  trees  stand, 
and  all  families  last  not  three  oaks.” 

“.  . . the  iniquity  of  oblivion  blindely  scattereth 
her  poppy  and  deals  with  the  memory  of  men 
without  distinction  to  merit  or  perpetuity.” 

“Oblivion  is  not  to  be  hired:  The  greater  part 
must  be  content  to  be  as  though  they  had  not 
been,  to  be  found  in  the  Register  of  God,  not  in 
the  record  of  man.” 

To  conclude  these  remarks  let  us  see  now 


if  Thomas  Browne  is  truly  of  little  interest 
to  us  as  medical  students.  I have  set  forth 
several  reasons  for  the  neglect  of  his  writ- 
ings, summed  up  briefly  the  facts  of  his  life, 
shown  something  of  the  century  in  which  he 
lived,  and  discussed  in  a cursory  fashion  his 
two  most  important  writings.  Where  then 
does  the  significance  of  this  man  lie? 

The  man 

First,  from  a purely  historic  point  of  view 
Sir  Thomas  Browne  is  perhaps  the  ideal  rep- 
resentative of  the  era  in  which  he  lived  and 
reflects  in  one  individual  as  does  scarcely 
any  other  figure  the  great  revolution  which 
occurred.  But  few  if  any  of  us  are  historians. 
As  an  example  of  an  ideal  physician  there 
is  actually  too  little  information  available  to 
judge  Sir  Thomas.  More  than  likely  he  did 
not  rise  above  many  of  his  contemporaries 
in  medicine;  and,  in  fact,  his  oldest  son  won 
more  immediate  renown  as  a physician  than 
did  Browne  himself.  Despite  Browne’s  huge 
practice  and  great  learning  we  would  likely 
do  better  spending  our  time  perusing  the 
lives  of  Sir  William  Osier  or  Sir  James  Mac- 
kensie  to  gain  examples  by  which  to  conduct 
our  professional  lives. 

Browne  will  always  have  a place  in  the 
great  gallery  of  English  literary  genius.  His 
place  there  is  too  secure  for  even  our  stub- 
born neglect  to  injure.  But  the  fact  remains 
that  much  of  his  writing  is  dull  and  uninter- 
esting. The  beauty  of  his  prose  can  be  dis- 
covered in  two  evenings  with  Urn  Burial  and 
Religio  Medici.  William  Osier  admits  that 
as  a physician-author  Browne  does  not  rank 
among  the  giants  of  literature.  Perhaps  only 
Rabelais  has  earned  a niche  beside  Shake- 
speare, Dante,  and  Cervantes. 

Is  there  any  real  value  in  studying  Browne 
as  a theologian  or  philosopher?  Sir  Thomas 
wrote  that  the  amateur  must  beware  of  argu- 
ing about  theological  problems  lest  he  inad- 
vertently play  the  devil’s  advocate.  He  loved 
to  philosophize  simply  as  a mental  exercise 
but  would  have  been  the  first  to  admit  his 
limitations  as  a philosopher.  There  is  no  ques- 
tion, however,  Religio  Medici  will  forever 
remain  a heartwarming  testimony  of  a doc- 
tor’s faith  in  the  unseen  world  that  transcends 
our  physical  lives. 

In  the  final  analysis,  however.  Sir  Thomas 
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Browne’s  life  surmounts  all  of  these  specific 
limitations  simply  because  he  combined  in 
one  full  and  humble  soul  a significant  contri- 
bution to  many  fields.  He  lived  his  life  to 
the  fullest,  developing  each  of  his  talents; 
and  in  an  age  conspicuous  for  its  men  of 
great  latitude  he  was  surpassed  by  none. 
Despite  his  mistakes  and  inconsistencies,  we 
see  him  as  a capable  and  eminently  success- 
ful physician  tending  an  enormous  practice. 
He  represents  a breadth  of  learning  and  in- 
tellectual energy  that  is  truly  breathtaking. 
With  his  pen  and  his  spare  moments  he 
escaped  the  oblivion  which  he  forecasts  for 
the  greater  part  of  mankind.  Yet  professional 


and  intellectual  interests  never  superseded 
his  dedicated  life  as  a father  and  husband. 
Those  who  knew  him  and  left  reminiscences 
of  these  friendships  picture  him  as  a kind, 
sensitive  person.  So  it  is  not  the  achievements 
but  the  man.  Sir  Thomas  Browne  represents 
a triumph  over  the  routine  work,  which  is 
so  much  a part  of  life,  and  his  legacy  may 
afford  us  one  example  that  “a  man’s  reach 
must  exceed  his  grasp.”  • 
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WICHE  wins  grant  from 
National  Institute  of  Mental  Health 

The  Western  Interstate  Commission  for  Higher 
Education  has  been  awarded  a three-year  grant  of 
$68,364  by  the  National  Institute  of  Mental  Health 
for  a regional  program  of  postgraduate  education 
for  Western  physicians. 

The  purpose  of  the  new  regional  program  is  to 
augment  the  psychiatric  knowledge  of  local  physi- 
cians in  the  early  detection  and  control  of  mental 
illness  and  improve  their  skills  in  the  rehabilita- 
tion of  patients  recovering  from  psychiatric  dis- 
orders. 

Under  this  program,  groups  of  pediatricians, 
surgeons,  internists,  and  general  practitioners  will 
meet  weekly  in  seminars  for  a period  of  10  weeks 
or  more  to  discuss  typical  psychiatric  problems 
encountered  in  medical  practice.  Program  planning 
and  supervision  is  being  handled  by  the  faculty 
of  the  Langley  Porter  Neuropsychiatric  Institute, 
San  Francisco,  in  cooperation  with  WICHE’s  Men- 
tal Health  Council. 

A dozen  or  so  Western  communities  will  take 
part  in  the  program,  with  teaching  units  or  study 
groups  being  set  up  in  four  cities  each  year. 

A Colorado  city  will  be  the  site  for  a teaching 
unit  at  some  point  during  the  three-year  program. 
Selection  of  the  site  and  other  arrangements  are 
handled  through  the  state  medical  society  and  the 
WICHE  staff. 

Each  physician  study  group  will  have  two 
qualified  psychiatrist-teachers,  who  also  will  be 
available  for  direct  consultation  to  participating 
physicians  between  seminar  meetings. 

In  announcing  the  grant  award,  Warren  T. 
Vaughan,  Jr.,  M.D.,  WICHE’s  Mental  Health  Proj- 
ect Director,  said:  “In  the  face  of  the  critical 
shortages  of  psychiatrists,  it  is  obvious  that  most 
psychiatric  conditions  will  have  to  be  handled  by 
the  practicing  physician  in  the  patient’s  own  com- 
munity. Many  parts  of  the  West  are  without  psy- 


chiatric services.  As  a result,  the  level  of  psychi- 
atric service  available  to  the  people  in  these  areas 
will  be  determined  by  the  psychiatric  knowledge 
and  understanding  of  local  physicians.  We  see  this 
new  WICHE  program  as  a demonstration  that 
greater  use  can  be  made  of  existing  resources  to 
ease,  in  part,  the  shortage  of  psychiatric  man- 
power.” 


My  get  up  and  go* 

How  do  I know  my  youth  is  all  spent? 

Well,  my  get  up  and  go  has  got  up  and  went; 
But  in  spite  of  it  all  I am  able  to  grin 
When  I think  where  my  get  up  and  go  has  been. 
Old  age  is  golden,  so  I’ve  heard  it  said. 

But  sometimes  I wonder  when  I get  into  bed, 
My  ears  in  a drawer,  my  teeth  in  a cup, 

My  eyes  on  the  table  until  I wake  up. 

Ere  sleep  dims  my  eyes,  I say  to  myself 
Is  there  anything  else  I should  lay  on  the  shelf? 
And  I’m  happy  to  say,  as  I close  the  door. 

My  friends  are  the  same,  perhaps  even  more! 

When  I was  young  my  slippers  were  red; 

I could  kick  up  my  heels  right  over  my  head. 
When  I grew  older  my  slippers  were  blue. 

But  I could  dance  the  whole  night  through. 
Now  I am  old  and  my  slippers  are  black. 

The  reason  I know  my  youth  is  all  spent. 

My  get  up  and  go  has  got  up  and  went. 

But  I really  don’t  mind,  when  I think  with  a grin 
Of  all  the  places  my  get  up  has  been. 

If  I ever  retire  from  life’s  competition 
I’ll  busy  myself  with  complete  repetition. 

I’ll  get  up  each  morning,  dust  off  my  wits. 

Pick  up  the  paper  and  read  the  “obits.” 

If  my  name  is  missing  I’ll  know  I’m  not  dead, 

So  I’ll  eat  a good  breakfast  and  go  back  to  bed! 


*The  contributor  says  this  should  be  listed  as  “Unknown  to 
F.F.F.,  meaning  unknown  to  Fame,  Fortune  or  the  F.B.I.” 
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when  you  see 
signs  of 

anxiety-tension 

specify 


Dartal 


dihydrochloride 


brand  of  thiopropazate  dihydrochloride 


for  rapid  relief  of  anxiety  manifestations 


You  will  find  Dartal  outstandingly  beneficial 
in  management  of  the  anxiety-tension  states 
so  frequent  in  hypertensive  or  menopausal 
patients.  And  Dartal  is  particularly  useful 
in  the  treatment  of  anxiety  associated  with 
cardiovascular  or  gastrointestinal  disease,  or 
the  tension  experienced  by  the  obese  patient 
on  restricted  diet.  You  can  expect  consistent 
results  with  Dartal  in  general  office  practice. 


with  low  dosage:  Only  one  2,  5 or  10  mg.  tablet 
t.i.d.  with  relative  safety:  Evidence  indicates  Dartal 
is  not  icterogenic. 

Clinical  reports  on  Dartal:  1.  Edisen,  C.  B.,  and  Samuels, 
A.  S.:  A.M.A.  Arch.  Neurol.  &Psychiat.  80:481  (Oct.)  1958. 

2.  Ferrand,  P.  T.:  Minnesota  Med.  41:853  (Dec.)  1958. 

3.  Mathews,  F.  P.:  Am.  J.  Psychiat.  114:1034  (May)  1958. 


SEARLE 


KEMIXDKRS  IN 
THERAPEUTICS 


Management  of  auricular  fibrillation 
with  digitalis  and  quinidine* 

Samuel  A.  Weisnian,  M.D.,  Los  Angeles 


Before  undertaking  the  treatment  of  auricular 
fibrillation  with  digitalis  and  quinidine  it  is  well 
to  refresh  our  memory  with  the  following  well- 
known  facts: 

1.  A fibrillating  heart  is  not  a fully  compen- 
sated heart. 

2.  Digitalis  is  a cardiac  myotonic. 

3.  Quinidine  is  a myocardial  depressant. 

4.  Quinidine  is  a respiratory  depressant. 

^ 5.  Quinidine  and  digitalis,  particularly  the  lat- 
ter, should  be  given  according  to  the  patient’s  in- 
dividual needs  and  clinical  reactions. 

With  this  information  constantly  in  mind,  one 
would  certainly  not  begin  the  treatment  of  auricu- 
lar fibrillation  with  quinidine.  It  would  be  ad- 
ministering a cardiac  depressant  to  an  already  em- 
barrassed heart — a hazardous  procedure. 

What  should  we  do?  We  should  initiate  treat- 
ment of  digitalis.  This  is  done  for  two  reasons: 
First,  to  restore  the  decompensated  heart  to  its 
optimal  physiologic  status  and,  second,  the  more 
compensated  the  heart  the  less  quinidine  will  be 
needed  to  correct  the  arrhythmia.  Once  the  heart 
is  fully  digitalized  and  a maintenance  dose  is 
established  and  continued,  quinidine  therapy  is 
started. 

It  is  well  to  remember  that  quinidine  is  a 
potent  drug.  It  should  be  given  in  small  gradually 
increasing  doses.  Most  importantly,  it  should  be 
administered  according  to  the  patient’s  individual 
needs  and  reactions,  and  not  according  to  any  pre- 
determined fixed  schedule. 

It  is  also  well  to  keep  in  mind  that  many  of 
the  serious  toxic  effects  of  quinidine  such  as  con- 
vulsions, shock-like  syndromes  and  sudden  deaths 
not  infrequently  reported  in  the  literature  are  due 
to  respiratory  paralysis. 

The  following  schedule  for  quinidine  dosage  is 
very  similar  to  the  one  I first  presented  in  1932 
and  which  has  appeared  in  the  literature  several 
times  in  the  past  27  years.  It  is  to  be  used  as  a 
guide  only  and  not  as  an  unalterable  plan. 

The  patient,  according  to  this  outline,  receives 
3 grains  of  quinidine  the  first  day,  3 grains,  two 
hours  apart,  for  two  doses  the  second  day,  3 grains, 
two  hours  apart,  for  three  doses  the  third  day. 


‘From  the  Department  of  Medicine,  School  of  Medicine,  Uni- 
versity of  Southern  California,  Los  Angeles,  California. 


COTRECtl^M 


Tentative  quinidine  dosage  schedule 

Day  8:00  a.m.  10:00  a.m. 

12:00  noon 

2:00  p.m. 

1 

0.2  gm.  (3gr) 

2 

0.2 

0.2 

3 

0.2 

0.2 

0.2 

4 

0.2 

0.2 

0.2 

0.2 

5 

0.33  gm.  (6gr) 

0.33 

0.33 

6 

0.33 

0.33 

0.33 

0.33 

7 

0.33 

0.67 

0.67 

8 

0.67  gm.  (lOgr) 

0.67 

0.67 

etc.,  providing  the  patient  suffers  no  toxic  effects, 
such  as  nausea,  vomiting,  diarrhea,  tiryiitus,  etc. 
If,  however,  these  symptoms  do  appear,  revert 
back  to  the  preceding  day’s  dosage  or  to  the  pre- 
vious two  days’  dosage  and  proceed  at  a slower 
rate.  Increase  the  dose  every  two  or  three  days 
instead  of  daily.  It  may  be  necessary  to  discontinue 
the  drug  entirely. 

It  also  is  well  to  recollect  a pharmacologic  fact. 
A patient  may  well  tolerate  an  initial  dose  of  a 
drug  without  any  untoward  effects.  However,  a 
second  or  third  dose  given  at  too  frequent  intervals 
may  prove  very  toxic  for  the  individual.  Each 
individual  has  his  own  threshhold  for  any  drug. 
Once  the  arrhythmia  is  restored  to  normal  sinus 
rhythm  it  is  well  to  maintain  that  day’s  dosage  for 
a few  days,  then  gradually,  every  two  or  three 
days,  reduce  the  amount  of  quinidine,  until  a 
maintenance  dose,  9,  6,  or  3 grains,  is  established 
and  continue  indefinitely,  with  both  the  digitalis 
and  quinidine  maintenance  doses. 

Not  more  than  30  grains  of  quinidine  are  given 
in  any  one  day.  In  our  experience,  it  was  found 
difficult  to  maintain  normal  rhythm  in  those  cases 
requiring  more  than  30  grains  to  correct  the  ar- 
rhythmia and  sooner  or  later  the  fibrillation  re- 
curred. 

Summary 

The  purpose  of  this  presentation  is  to  serve  as 
a reminder  for  the  judicious  use  of  digitalis  and 
quinidine  for  the  treatment  of  auricular  fibrilla- 
tion. 
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Shouldn’t 

KANTREX*  Injection* 
be  kept  in  reserve  for 
treating  staph  or  gram- 
negative infections 
until  other  antibiotics 
have  been  tried  first? 


No.  Naturally,  Kantrex  Injection  ^ 

should  not  be  used  in  mild  or  self -limited 

infections,  but  as  Yow  states,  “it 

should  not  be  withheld  in  moderately 

severe  or  severe  infections.”'  J 


•Kanamyciu  siilfate  injection  (Bristol) 


Q What  properties  of  Kantrex  led  Yow 
to  draw  this  conclusion'? 

Next  page,  please . . . 


Q What  properties  of  Kantrex  led  Yow  to  draw  this 
conclusion? 

S The  following':  (1)  Kantrex  Injection  is  bactericidal, 
not  merely  bacteriostatic;  (2)  it  is  ab.sorbed  rapidly 
after  intramuscular  injection;  (3)  it  has  proved  suc- 
cessful in  many  types  of  staph  and  gram-negative  in- 
fections resistant  to  other  antibiotics;  and  (4)  it  is 
well  tolerated  when  used  judiciously. 

Q But  if  I use  Kantrex  Injection,  won’t  that  help  make 
bacteria  resistant  to  it? 

3-  Numerous  investigators  have  reported  that  micro-or- 
ganisms do  not  leadily  develop  resistance  to  Kantrex 
in  a clinical  setting;  and  emergence  of  resistance  to 
Kantrex  has  not  been  a practical  problem.'  * ' 

Q How  does  the  in  vitro  activity  of  Kantrex  against 
staph  compare  with  that  of  other  antibiotics? 

3 Griffith  and  Ostrander’  tested  794  strains  of  staphylo- 
cocci and  found  that  95.2%  were  sensitive  to  Kantrex. 
By  contrast,  only  15.5%  of  the  same  organisms  were 
.sensitive  to  penicillin,  33.5%  to  tetracycline,  52.4%  to 
erythromycin,  and  71.7%  to  chloramphenicol. 

Q What  about  the  sensitivity  of  other  pathogens  to 
Kantrex? 

3 Leming”  recently  summarized  the  in  vitro  activity  of 
Kantrex  against  4493  strains  of  various  organisms 
isolated  from  hospital  patients  over  a 7-month  period. 
He  reported  that  the  following  percentages  of  these 
clinical  isolates  were  sensitive  to  Kantrex:  Proteus 
mirabilis,  98%;  Proteus  morganii,  94%;  Proteus  rettgeri, 
89%;  Proteus  vulgaris,  87%;  Paracolobactrum  inter- 
medium, 96%;  Coli-aerogenes  group,  93%;  Streptococ- 
cus viridans,  78%;  Salmonella  and  Shigella,  92%. 

Q What  do  these  figures  mean  clinically? 

3 A great  deal.  As  Yow  stated  in  recent  reviews  of 
Kantrex  Injection,  it  “appears  to  be  one  of  the 


most  effective  anti-staphylococcal  antibiotics  available 
today.”'  ' Kantrex  Injection  is  also  effective  in  the 
treatment  of  infections  cau.sed  by  “most  strains  of 
E.  coli,  Proteus  sp.,  the  Klebsiella  pneumoniae-Aero- 
bacter  aerogenes  group,  and  many  strains  of  Pseudo- 
monas aeruginosa  resistant  to  other  antibiotics.”'  In 
another  report,  Kantrex  Injection  was  placed  at  the 
head  of  the  list  of  drugs  “with  the  most  chance  of  suc- 
cess” against  A.  aerogenes  urinary  tract  infections.'' 

Q Have  these  findings  about  Kantrex  therapy  been  sub- 
stantiated by  other  investigators? 

3 Yes,  indeed.  Finegold,”  who  reviewed  the  chnical  find- 
ings of  64  investigators,  reported  that  infections  which 
“usually  responded”  to  Kantrex  included:  staph  in- 
fections (including  staph  enteritis),  E.  coli  infections 
(including  E.  coli  gastroenteritis),  atypical  acid-fast 
bacillus  infections,  Aerobactei'-Klebsiella  infections, 
paracolon  infections,  Alcaligenes  infections.  Shigella 
dysentery.  Salmonella  enteritis,  anthrax,  amebiasis, 
and  E.  histolytica  carrier  state.  Among  the  infections 
that  “sometimes  responded”  were  listed:  pneumococ- 
cal infections,  group  A 6eta-hemolytic  streptococcic 
infections,  Proteus  infections,  gononhea,  and  para- 
typhoid fever. 

That’s  an  impressive  list.  What  didn’t  respond? 

According  to  Finegold’s  tabulation,  treatment  failm’es 
were  “usually”  encountered  in  braceUosis,  Pseudo- 
monas infections,  typhoid  fever,  mycotic  infections 
and  anaerobic  infections." 

How  long  do  I have  to  give  Kantrex  Injection  before 
I know  whether  it  works  or  not? 

3 Generally  2 or  3 days  or  less.  Usually  the  effectiveness 
of  Kantrex  Injection  can  be  determined  in  24  to  36 
hours.  Rutenburg  et  al.  reported  that  “the  rapidity 
with  which  bacteria  are  killed  by  this  agent  is  reflected 
by  the  promptness  of  the  clinical  response.”" 


MORE  QUESTIONS  on  tho  clinical  usa  of  KANTREX 


Q How  long  should  I continue  to  administer  Kantrex? 


a If  definite  clinical  response  does  not  occur  within  5 
days,  Kantrex  therapy  should  be  stopped  and  the  anti- 
biotic sensitivity  of  the  invading  organism  rechecked. 

Q What  is  the  hazard  of  a patient  developing  hearing  loss 
during  Kantrex  therapy? 

3l  In  well  hydrated  patients  with  normal  kidney  function 
receiving  Kantrex  at  the  recommended  dosage  sched- 
ule, the  hazard  of  ototoxic  reactions  is  negligible.  In 
patients  with  impaired  kidney  function,  the  risk  of 
ototoxic  reactions  is  sharply  increased,  and  in  such 
cases  the  dosage  should  be  reduced.  Finegold  has 
stated:  “Toxicity  inherent  in  the  drug  can  be  avoided 
or  minimized  with  careful  management.”” 


KANTREX  CAPSULES 

for  local  gastrointestinal  therapy. . . 
not  for  systemic  infections 

Q If  Kantrex  is  not  absorbed  from  the  G.I.  tract,  what 
are  the  capsules  used  for? 

9-  Preoperative  bowel  sterilization,  and  local  treatment 
of  intestinal  infections  due  to  kanamycin-sensitive 
organisms. 

Q What  types  of  intestinal  infections,  for  instance? 


Q Why  should  renal  impairment  influence  the  dosage? 

9 Because  renal  impairment  delays  the  excretion  of 
Kantrex  Injection  and  causes  an  excessive  accumu- 
lation in  blood  and  tissues.  Such  excessive  concentra- 
tions increase  the  risk  of  ototoxicity.  Do.sage  recom- 
mendations emphasize  that  adequate  .serum  levels  can 
be  achieved  in  such  patients  with  a fraction  of  the  dose 
suggested  for  patients  with  normal  kidney  function. 

Q Have  you  had  any  reports  of  blood  dyscrasias? 

9 None  whatever. 

Q You  mean,  then,  that  a physician  who  uses  Kantrex 
Injection  judiciously  should  find  it  not  only  effective 
but  also  well  tolerated? 

9 Effective?  Certainly,  against  almost  all  staph  or 
“gram-negatives,”  even  though  they  may  be  resistant 
to  other  antibiotics.  Well  tolerated?  Yes,  when  given 
in  recommended  dosage.  The  physician  can  well  agree 
with  Yow,  that  while  Kantrex  Injection  should  not 
be  used  in  mild  or  self-limited  infections,  “it  should 
not  be  withheld  in  moderately  severe  or  severe  infec- 
tions.” ‘ That,  indeed,  is  the  time  to  give  it  — first! 


9 Acute  and  chronic  shigellosis,'*  acute  and  chronic  sal- 
monellosis,*'*”''  amebiasis,”  bacillary  dysentery 
infantile  diarrhea,'*  '®  gastroenteritis,'"  and  staphylo- 
coccal enterocolitis." 


Q For  preoperative  bowel  sterilization,  why  should  I 
switch  from  neomycin  to  Kantrex  Capsules? 


9 Because  Kantrex  has  been  rated  superior  to  neomy- 
cin for  this  purpose.""  "' ""  Out  of  30  intestinal  antisep- 
tics studied,  Kantrex  was  designated  “the  only  single 
agent  classified  as  a preferred  drug.”"'  Kantrex  “con- 
sistently eliminated  all  aerobic  bacteria  within  72 
hours  (and  often  within  24  to  36  hours)  if  a purga- 
tive was  given  with  the  first  dose  to  expedite  passage 
through  the  gastrointestinal  tract.” '" 

Q Is  that  all  the  advantage  Kantrex  has  over  neomycin 
for  preoperative  bowel  sterilization? 

9 Not  at  all,  there  are  several  others.  Diarrhea,  nausea 
and  vomiting  have  not  been  observed  with  Kantrex, 
though  they  occur  frequently  with  neomycin;  yeasts 
do  not  proliferate,  in  contrast  to  rapid  growth  with 
neomycin;  and  clostridia  are  well  controlled  with 
Kantrex,  and  not  controlled  with  neomycin.""  "'  "" 


KANTREX 


INJECTION 


KANAMYCIN  SULFATE  INJECTION 


INDICATIONS* 


Infections  due  to  kanamycin-scnsitivc  organisms,  particularly  staph  or  "gram-ncgaliyea  gen- 
ito-urinary  infections;  skin,  soft  tissue  and  post*surgica!  infections;  respiratory  tract  infectioTis; 
septicemia  and  bacteremia;  osteomyelitis  and  |)eriostitis;  staph  cnleritiH  and  gastroenteritis. 


DOSAGE:  INTRAMUSCULAR  ROUTE 

Usual  daily  dose  is  15  mg.  per  kg.  of  body  weight,  in  2 to  4 divided  dows.  (See  detailed  recom- 
mendations in  insert  accompanying  each  package.) 


TOXICITY 

When  dosage  recommendations  are  followed,  the  incidence  of  toxic  reactions  to  Kantrex  is 
low.  In  well  hydrated  patients  under  45  years  of  ago  with  normal  kidney  function,  receiving 
a total  dose  of  20  Gm.  or  less  of  Kantrex.  the  risk  of  severe  ototoxic  reactions  is  negligible. 
In  patients  with  impaired  renal  function  or  pre-renal  azotemia,  the  daily  dose  of  Kantrex 
should  be  reduced  to  avoid  accumulation  of  the  drug  in  seru-n  and  tissues,  thus  minimizing 
the  possibility  of  ototoxicity.  In  such  patients,  if  therapy  is  expected  to  last  5 days  or  more, 
audiograms  should  be  obtained  prior  to  and  during  treatment.  Kantrex  therapy  should  be 
stopped  if  tinnitus  or  subjective  hearing  loss  develops,  or  if  audiograms  show  significant  loss 
of  high  frequency  response. 

OTHER  ROUTES  OF  ADMINISTRATION 

Kantrex  should  be  used  by  intravenous  infusion  only  when  the  intramuscular  route  is  im- 
practicable. Kantrex  can  also  be  employed  for  intraperitoneal  use.  aerosol  treatment,  and  as 
an  irrigating  solution.  See  package  insert  for  directions. 

PRECAUTIONS 

Use  of  antibiotics  may  occasionally  result  in  overgrowth  of  non-sensitive  organisms.  If  super- 
infection appears  during  therapy,  appropriate  measures  should  be  taken. 


SUPPLY 

Available  in  rubber-capped  vials  as  a ready-to-use  sterile  aqueous  solution  in  two  concentra- 
tions (stable  at  room  temperature  indefinitely) : 

KANTREX  Injection,  0.5  Gm.  kanamycin  (as  sulfate)  in  2 ml.  volume. 

KANTREX  Injection,  1.0  Gm.  kanamycin  (as  sulfate)  in  3 ml.  volume. 

(for  local  gastrointestinal  therapy:  not  for  systemic  medication) 
INDICATIONS  AND  DOSAGE 

For  preoperative  bowel  aterilization:  1.0  Gm.  (2  capsules)  every  hour  for  4 hours,  followed  by 
I.O  Gm.  (2  capsules)  every  6 hours  for  3S  to  72  hours. 

For  intestinal  infections:  Adults:  3.0  to  4.0  Gm.  (6  to  8 capsules)  per  day  in  divided  doses  for 
5 to  7 days.  Infants  and  children:  50  mg.  per  kg.  per  day  in  4 to  6 divided  doses  for  5 to  7 days. 

PRECAUTION 

Preoperative  use  of  Kantre.x  Capsules  is  contraindicated  in  the  presence  of  intestinal  obstruc- 
tion. Although  only  negligible  amounts  of  Kantrex  are  absorbed  through  intact  intestinal 

mucosa,  the  possibility  of  increased  absorption  from  ulcerated  or  denuded  areas  should  be 

considered. 

SUPPLY 

Kantrex  Capsules.  0.5  Gm.  kanamycin  (as  sulfate),  bottles  of  20  and  100. 
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Case  presentation 

This  is  a 38-year-old  white  male  who  entered 
the  hospital  on  November  21,  1959,  with  the  chief 
complaints  of  severe  low  back  pain  and  shortness 
of  breath.  Three  weeks  prior  to  admission  the 
patient  complained  of  a chest  cold  and  cough  pro- 
ductive of  a small  amount  of  blood  tinged  sputum. 
Also  at  this  time  lumbosacral  back  pain  suddenly 
developed  which  was  particularly  painful  on  move- 
ment. At  times  the  pain  radiated  to  the  scrotum 
and  upper  legs.  Both  the  respiratory  symptoms 
and  the  back  pain  improved  with  bed  rest  and 
aspirin  therapy.  However,  on  the  day  prior  to  ad- 
mission shortness  of  breath  and  lumbar  back  pain 
became  particularly  severe. 

The  patient  had  spent  27  months  in  a German 
prisoner  of  war  camp  during  the  second  World 
War.  He  was  hospitalized  for  three  years  between 
1945  and  1948  for  treatment  of  active  pulmonary 
tuberculosis.  Treatment  included  bilateral  pneumo- 
thorax and  phrenic  nerve  crush.  Since  discharge  in 
1948  there  has  been  no  weight  loss,  night  sweats, 
fever,  or  productive  sputum,  and  follow  up  chest 
x-ray  examinations  have  shown  no  evidence  of  re- 
activation of  the  tuberculosis. 

In  October,  1957,  the  patient  recovered  with 
difficulty  from  a severe  bout  of  “Asiatic  flu.”  In 
January,  1958,  a subtotal  gastrectomy  and  Billroth 
I re-anastomosis  was  done  for  treatment  of  a 
gastric  ulcer  which  had  not  healed  under  medical 
management.  Three  years  prior  to  that  admission 
he  had  received  medical  treatment  for  a duodenal 
ulcer  with  success.  Histologic  examination  of  the 
gastric  ulcer  revealed  undifferentiated  mucin  se- 
creting adenocarcinoma  within  the  ulcer  bed.  Since 
his  gastrectomy  until  the  onset  of  the  present  com- 
plaints, however,  the  patient  had  enjoyed  good 
health  with  no  evidence  of  abdominal  pain,  ano- 
rexia, weight  loss  or  undue  weakness. 

Physical  examination  on  admission  revealed  a 
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well  developed,  well  nourished  white  male  who 
appeared  chronically  ill,  lethargic,  and  in  obvious 
respiratory  distress  with  hyperventilation.  The 
blood  pressure  was  120/85,  the  pulse  86  and  regu- 
lar, and  the  body  temperature  98.8°  F.  The  skin 
generally  was  cool  and  sweaty.  Percussion  of  the 
chest  revealed  dullness  bilaterally  over  the  lung 
bases.  Auscultation  revealed  a friction  rub  and 
inspiratory  wheezes  over  the  left  base  and  moist 
rales  over  the  right  base.  Examination  of  the  heart 
revealed  no  evidence  of  cardiomegaly  to  percus- 
sion and  murmurs  were  not  detected  upon  auscul- 
tation. The  abdomen  was  slightly  distended  and 
diffusely  tender  and  the  bowel  sounds  were  hypo- 
active.  Masses  or  enlarged  organs  were  not  pal- 
pable. There  was  no  evidence  of  peripheral  ade- 
nopathy or  edema.  The  neurologic  examination 
was  physiological. 

The  hemoglobin  on  admission  was  11.45  grams 
and  the  hematocrit  was  37  volume  per  cent.  The 
white  blood  count  was  14,500,  and  73  per  cent 
polys,  11  per  cent  stabs,  11  per  cent  lymphocytes 
were  counted  in  the  differential.  The  urine  specific 
gravity  was  1.021.  Chemical  examination  of  the 
urine  revealed  2 plus  albumin  and  spun  sediment 
contained  many  finely  granular  casts,  3 to  5 red 
blood  cells,  and  10  to  15  white  blood  cells  per  high 
power  field.  X-ray  examination  of  the  lungs  re- 
vealed fibrocalcific  tuberculosis  in  both  upper 
lungs  with  moderate  contraction  of  the  upper 
lobes.  There  was  apical  pleural  thickening  on  the 
right  and  pleural  thickening  at  both  bases  with 
calcification  noted  at  the  right  base.  Compensatory 
emphysematous  changes  were  noted  in  the  lower 
portion  of  the  lungs  and  there  was  moderate  dif- 
fuse peribronchial  fibrosis.  X-ray  examination  of 
the  lumbosacral  spine  revealed  osteoarthritic  lip- 
ping of  the  lumbar  spine  most  prominent  about 
the  third  interspace.  There  was  no  evidence  of  disc 
narrowing  or  any  suggestion  of  metastatic  disease. 
An  electrocardiograph  was  within  normal  limits 
except  for  sinus  tachycardia. 

Severe  back  pain  continued  after  admission  and 

continued  on  page  76 
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could  only  be  controlled  with  morphine.  The  tem- 
perature rose  to  100  degrees  F.  Because  of  the  back 
pain,  fever,  and  urinary  findings,  the  patient  was 
treated  with  Gantricin.  On  the  day  after  admis- 
sion substernal  chest  pain,  dyspnea,  and  cyanosis 
developed.  The  blood  pressure  at  that  time  was 
138/78  and  the  pulse  was  126  and  regular.  On 
November  23,  1959,  the  patient  was  extremely 
anxious  and  hyperventilating.  The  serum  carbon 
dioxide  content  was  17.4  meq./liter  and  the  serum 
chloride  was  103  rrieq./liter.  Dyspnea  and  cyanosis 
progressed  and  the  patient’s  condition  rapidly  de- 
teriorated during  a 10-hour  period  before  death. 
Terminally  he  was  extremely  lethargic,  disorient- 
ed, and  reflexes  could  not  be  elicited.  He  expired 
on  November  24,  1959,  the  third  hospital  day. 

Differential  diagnosis 

Dr.  D.  E.  Dines:  I feel  that  the  most  likely 
diagnosis  is  that  the  patient  had  experienced  an 
acute  vascular  accident,  most  likely  a dissecting 
aneurysm  of  the  aorta.  The  patient  had  had  tuber- 
culosis and  was  treated  in  the  sanitarium  between 
1945  and  1948  and  a possible  etiology  for  the  dis- 
secting aneurysm  in  a 38-year-old  male  would  be  a 
mycotic  aneurysm  involving  the  media.  This  would 
then  give  an  etiology  for  the  dissection. 

Past  history  revealed  that  he  had  had  a sub- 
total gastrectomy  and  a Bilroth  I anastomosis  for 
a gastric  ulcer.  The  pathologic  report  revealed  that 
he  had  an  undifferentiated  mucin  secreting  adeno- 
carcinoma but  since  his  gastrectomy  he  had  done 
well  without  any  complaints,  he  had  lost  no  weight 
and  he  had  had  no  pain  or  anorexia. 

On  physical  examination  he  was  acutely  ill.  His 
blood  pressure  was  up  and  was  recorded  as  120/85. 
This  is  one  of  the  differentiating  points  between 
an  acute  coronary  thrombosis  and  a dissecting 
aneurysm  as  in  the  latter  case  these  patients  will 
maintain  their  blood  pressure  with  the  dissection. 
There  was  dullness  bilaterally  on  examination  of 
the  lungs  with  a friction  rub  on  the  left  and  in- 
spiratory wheezes  and  moist  rales.  Again,  this  can 
commonly  be  seen  in  a patient  with  a dissecting 
aneurysm  with  blood  leaking  into  the  pleural 
space.  The  first  examination  of  the  heart  revealed 
no  murmurs  but  on  the  second  night  a diastolic 
murmur  was  heard  by  one  listener  and  recorded. 
I felt  this  could  best  be  explained  by  dissection 
up  into  the  arch  of  the  aorta  involving  the  aortic 
ring  causing  a functional  aortic  diastolic  murmur. 
These  murmurs  are  often  transient  in  nature.  The 
neurologic  examination  on  admission  was  normal; 
however,  towards  the  end  shortly  before  his  de- 
mise it  was  reported  that  he  was  completely  are- 
flexic.  Again,  a dissecting  aneurysm  can  dissect 
downward,  involving  the  intercostal  and  spinal 
arteries  and  these  patients  will  become  arefiexic. 
The  pain  was  very  typical  of  a dissecting  aneurysm 
that  the  patient  complained  of,  being  a diffuse 
type  of  pain  into  the  back,  down  into  the  scrotum 
and  legs. 

76 


The  hemoglobin  on  admission  was  11.45  grams, 
again  explained  by  dissecting  aneurysm  in  which 
there  is  considerable  blood  in  the  media.  The  white 
blood  count  was  elevated  to  14,500  with  a shift  to 
the  left  and  this  is  commonly  seen  in  dissecting 
aneurysms.  The  urinalysis  revealed  albumin  and 
red  blood  cells  in  the  urine  and  again  dissection 
involving  the  renal  artery  can  produce  these  find- 
ings. 

My  second  choice  in  this  case  was  that  the 
patient  had  a retroperitoneal  tumor,  and  because 
his  brother  had  Hodgkin’s  disease,  a lymphoma 
could  be  a possibility  in  this  case.  I felt  that-  the 
tumor  in  the  retroperitoneal  space  would  account 
for  his  pain,  the  anemia,  and  that  the  tumor  had 
involved  the  left  renal  vein  invading  into  it,  in- 
volving the  left  spermatic  vein  accounting  for  the 
pain  into  his  left  scrotum,  and  that  a renal  vein 
thrombosis  had  occurred.  I further  felt  that  the 
renal  vein  thrombosis  had  allowed  multiple  pul- 
monary emboli  to  occur,  giving  the  picture  thit 
we  saw  with  shortness  of  breath  and  finally  hyper- 
ventilation, tachycardia,  dyspnea,  cyanosis  and 
death. 

Dr.  J.  L.  Kovarik:  We  note  from  the  history 
that  this  patient  was  admitted  with  chief  com- 
plaints of  low  back  pain  and  shortness  of  breath. 
It  is  assumed  that  low  back  pain  refers  to  the 
lumbar  area  as  distinguished  from  the  thoracic 
area  and  buttocks.  This,  plus  the  radiation  of  pain 
to  the  scrotum  and  legs  is  indicative  of  a lumbar 
retroperitoneal  pathologic  process. 

We  also  note  that  the  patient  was  treated  for 
pulmonary  tuberculosis  from  1945  to  1948,  so  it 
is  doubtful  that  he  received  any  of  the  antitubercu- 
lous chemotherapeutic  agents.  The  fact  that  he  had 
a right  phrenic  nerve  crush  and  bilateral  pneumo- 
thorax would  indicate  that  he  had  bilateral  cavi- 
tary disease  at  one  time.  In  view  of  the  stable 
appearance  of  the  lesions  seen  in  his  chest  x-ray, 
I doubt  that  tuberculosis  is  pertinent  to  the  pres- 
ent illness.  For  the  same  reason  I have  discounted 
the  history  of  a recent  cold  and  do  not  feel  that 
the  single  episode  of  streaking  hemoptysis  asso- 
ciated with  the  cold  is  significant.  Likewise,  I am 
ignoring  the  reference  to  the  “Asiatic  flu.” 

The  revelation  of  a histological  diagnosis  in  a 
CPC  immediately  arouses  suspicion.  The  report  of 
undifferentiated  mucin-secreting  adenocarcinoma 
in  the  gastric  ulcer,  without  mention  of  involve- 
ment of  regional  lymph  nodes,  makes  one  think 
that  the  primary  carcinoma  may  have  been  in  the 
pancreas  with  invasion  of  the  stomach  in  the  ulcer- 
ated area.  While  such  a diagnosis  is  possible,  it  is 
not  probable. 

In  considering  the  dyspnea,  back  pain  and 
cyanosis,  several  diagnostic  possibilities  come  to 
mind.  Pneumothorax  is  unlikely  because  of  the 
probable  obliteration  of  the  pleural  space  from 
dense  adhesions.  Addison’s  disease  with  adrenal 
failure  as  the  result  of  tuberculous  involvement 
is  not  compatible  with  the  lack  of  hypotension 
and  normal  serum  sodium.  A renal  neoplasm  is  a 
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possibility,  but  not  likely.  Retroperitoneal  lym- 
phoma and  a vascular  crisis,  such  as  a dissecting 
aneurysm  or  mesenteric  thrombosis,  have  been 
discussed  by  Dr.  Dines. 

We  know  that  pain  from  metastases  to  the 
lumbar  vertebrae  not  uncommonly  precedes  de- 
monstrable lesions  on  x-ray.  However,  in  attempt- 
ing to  correlate  the  clincal  picture  of  diffuse  ab- 
dominal pain,  lumbar  and  substernal  pain  with 
radiation  to  the  legs  and  scrotum,  dyspnea,  tachyp- 
nea, tachycardia,  fever,  cool  skin  and  cyanosis 
with  maintenance  of  blood  pressure  until  termi- 
nally, plus  the  rapid  deterioration  and  death  in 
three  days,  I believe  the  most  tenable  diagnosis 
is  acute  pancreatitis,  with  or  without  neoplastic 
involvement. 

X-ray  discussion  (Dr.  R.  W.  Hammer):  X-ray 
examination  of  the  stomach  in  September,  1957, 
revealed  a lesser  curvature  prepyloric  gastric 
ulcer.  After  one  month  of  medical  treatment  the 
ulcer  was  about  50  per  cent  of  its  previous  size. 
It  is  unusual  for  a malignant  ulcer  to  shrink  like 
that.  A chest  x-ray  on  the  present  admission 
showed  relatively  stable  tuberculosis,  although 
this  is  somewhat  difficult  to  evaluate  with  cer- 
tanity,  having  only  one  film.  We  were  unable  to 
demonstrate  any  evidence  of  metastatic  disease  or 
disseminated  tuberculosis  in  any  of  our  films. 

Dr.  J.  L.  Kovarik:  I would  like  to  know  what 
the  clinical  diagnosis  was. 

Dr.  R.  R.  Starr:  Clinically  we  didn’t  know  with 
what  we  were  dealing.  This  patient  was  actively 
working  up  until  about  one  month  before  death. 
We  were  suspicious  of  recurrent  carcinoma  of  the 
stomach,  but  there  was  no  evidence  of  metastatic 
spread  by  x-rays.  Because  of  the  fever,  back  pain, 
and  urinary  findings  we  treated  him  symptomati- 
cally for  urinary  tract  infection.  Although  he  had 
no  past  history  of  urinary  tract  disease,  we  were 
in  the  process  of  getting  pyelograms  when  he  died. 

Dr.  J.  R.  Spencer:  The  possibility  remains  that 
this  patient  died  from  miliary  tuberculosis.  As  I 
recall,  there  is  a statistically  significant  higher 
incidence  of  reactivation  of  tuberculosis  following 
gastrectomy. 

Dr.  D.  E.  Dines:  There  is  also  an  association  of 
amyloidosis  with  old  tuberculosis  which  would 
explain  many  of  the  clinical  symptoms.  Amyloido- 
sis, of  course,  is  more  common  with  multiple 
myeloma;  however,  we  would  have  needed  further 
studies  to  establish  this  diagnosis. 

Dr.  G.  H.  Curfman,  Jr.:  I don’t  think  we  should 
so  readily  dismiss  the  possibility  of  carcinoma. 
Metastatic  carcinoma  would  explain  the  low  back 
pain.  It  would,  however,  be  difficult  to  explain 
the  cardiac  symptoms  unless  there  were  also  me- 
tastasis to  the  pericardium  or  myocardium. 


Autopsy  findings 

Dr.  C.  W.  Anthony:  At  autopsy  the  lungs 
were  found  to  be  encased  in  dense  rubbery  ad- 
hesions containing  small  calcific  deposits.  The 
lungs  were  both  heavy,  the  right  weighing  1,100 
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grams  and  the  left  980  grams.  Sectioning  revealed 
an  emphysematous  honeycombing  in  the  apices 
and  numerous  focal  calcific  deposits  measuring  up 
to  one  centimeter  in  greatest  diameter.  Congestion 
and  edema  were  noted  throughout;  however,  there 
was  no  gross  evidence  of  metastatic  tumor.  Ex- 
cept for  mild  arteriosclerosis,  the  coronary  arteries 
and  aorta  were  normal.  The  liver  weighed  2,250 
grams  and  the  spleen  280  grams  and  each  pre- 
sented a homogeneous  congested  cut  surface.  The 
pancreas,  adrenal  glands  and  kidneys  were  not 
remarkable.  A two  centimeter  in  diameter  firm 
gray-white  nodule  was  noted  beneath  the  mucosa 
of  the  stomach  at  the  anastomotic  site.  The  regional 
para-aortic  lymph  nodes  were  enlarged  and  many 
small  tumor-like  nodules  were  noted  along  the 
mesentery  of  the  duodenum.  Sectioning  of  the 
vertebral  bodies  of  L3  and  lA  revealed  subtotal 
replacement  of  the  marrow  cavity  by  a firm  in- 
filtrative process  which  was  transluscent  when 
examined  by  transmitted  light.  Except  for  evi- 
dence of  mild  cerebral  edema,  the  brain  was 
normal. 

It  wasn’t  until  microscopic  examination  of  the 
lungs  that  the  cause  of  death  was  found.  The 
majority  of  the  perivascular  lymphatics  were 
plugged  with  clumps  of  tumor  cells,  many  having 
a characteristic  signet  ring  appearance  of  mucin 
secreting  carcinoma.  Many  of  the  arterioles  were 
thrombosed  with  evidence  of  recanalization  often 
by  three  or  four  lumina  (Fig.  1).  Clumps  of  tumor 
cells  were  also  noted  within  many  of  these  throm- 
bosed vessels.  The  pulmonary  nodules  grossly 
described  consisted  of  dense  fibrous  connective  tis- 
sue showing  hyaline  and  calcific  degeneration.  No 
evidence  of  active  tuberculosis  was  found  histo- 
logically or  by  cultures  of  lung  material.  The  hilar 
and  para-aortic  lymph  nodes  were  completely  re- 
placed by  undifferentiated  carcinoma  similar  to 
that  seen  within  the  pulmonary  lymphatics.  Simi- 
lar metastatic  carcinoma  was  noted  in  the  sections 
of  lumbar  vertebra  and  within  sternal  bone  mar- 
row squeezings.  Residual  carcinoma  was  noted 
within  the  submucosa  of  the  stomach  at  the 
anastomotic  site. 

Anatomical  diagnoses 

Adenocarcinoma,  undifferentiated,  mucin  se- 
creting, stomach  (gastric  resection  1-20-58). 


A.  Adenocarcinoma,  undifferentiated,  mucin  se- 
creting, residual,  anastomotic  site,  stomach,  with 
direct  extension  into  adjacent  mesentery  and  pan- 
creas. 

B.  Adenocarcinoma,  undiffirentiated,  mucin  se- 
creting, metastatic,  regional,  para-aortic,  and  hilar 
lymph  nodes;  lungs  (lymphangitic  carcinomatosis); 
sternum  and  lumbar  vertebra. 

Thrombosis,  pulmonary  arterioles,  bilateral, 
with  lumen  recanalization. 

Tuberculosis,  pulmonary,  bilateral,  inactive. 

Edema,  pulmonary,  bilateral,  severe. 

Hypertrophy,  cardiac,  right,  moderate. 

Hyperplasia,  bone  marrow,  with  early  periph- 
eral leukoerythroblastosis. 

Pathological  discussion 

This  autopsy  most  vividly  presents  the  mysteri- 
ous progression  of  cancer  and  its  protean  modes 
of  clinical  manifestation.  Almost  two  years  ago 
a gastric  cancer  was  discovered  in  this  patient  and 
removed.  Despite  this  history,  neither  the  subse- 
quent clinical  course  nor  diagnostic  laboratory 
studies  supported  metastatic  progression  of  this 
cancer.  Suddenly  severe  respiratory  symptoms  and 
lumbar  back  pain  developed  which  rapidly  pro- 
gressed to  death  within  one  month.  Physical  and 
laboratory  examinations  did  not  disclose  a diagno- 
sis, and  even  gross  autopsy  examination  failed  to 
reveal  a disease  process  of  sufficient  severity  to 
cause  death. 

In  1936,  Dr.  T.  T.  Wu\  at  the  University  of 
Leeds,  reported  five  cases  and  reviewed  49  other 
cases  in  the  literature  in  which  there  was  a gen- 
eralized cancerous  permeation  of  the  pulmonary 
lymphatics.  All  of  the  lymphatics — the  subpleural, 
peribronchial,  and  perivascular — were  filled  with 
cancer  cells,  resulting  in  severe  pulmonary  edema 
in  most  cases.  Metastatic  cancer  was  usually  found 
in  the  hilar  lymph  nodes,  and  the  theory  in  vogue 
is  that  the  pulmonary  lymphatics  become  filled 
with  cancer  cells  in  a retrograde  fashion  after  the 
nodes  are  blocked  by  tumor.  It  is  of  particular 
interest  that  three-fourths  of  the  cases  reviewed 
by  Dr.  Wu  presented  primary  carcinoma  of  the 
stomach.  In  a significant  number  of  cases  there 
were  striking  associated  obliterative  changes  in  the 
pulmonary  arteries  which  consisted  either  of 
thrombosis  or  of  fibrous  tissue  proliferation  of 
the  intima  without  antecedent  thrombosis.  Cardiac 
hypertrophy,  mainly  of  the  right  side,  with  or 
without  dilatation,  occurred  in  11  of  the  cases  re- 
viewed. The  most  common  symptoms  were  dysp- 
nea, cough  and  cyanosis,  and  general  physical 
deterioration. 

Both  the  clinical  and  pathological  findings  of 
this  patient  are  identical  to  those  listed  by  Dr.  Wu. 
The  hilar  lymph  nodes  were  extensively  involved 

Fig.  1.  Pulmonary  arteriole  showing  thrombosis 
and  multiple  endothelial  recanalization.  Adjacent 
lymphatics  are  plugged  with  undifferentiated  car- 
cinoma cells,  many  of  signet  ring  type. 


78 


Rocky  Mountain  Medical  Journal 


with  metastatic  cancer,  and  in  many  areas  typical 
signet  ring  cells  were  identified,  strongly  suggest- 
ing the  stomach  as  the  primary  site  of  the  tumor. 
The  peribronchial  and  perivascular  lymphatics  in 
every  section  of  the  lung  obtained  were  plugged 
with  nests  of  cancer  cells  resulting  in  pulmonary 
edema.  The  obliterative  vascular  changes  described 
by  Dr.  Wu  were  noted  throughout,  consisting  gen- 
erally of  thrombosis  with  evidence  of  lumen  re- 
canalization. Cardiac  dilatation  and  right  ventricu- 
lar hypertrophy  developed  and  the  congestive  find- 
ings in  the  lungs  and  other  visceral  organs  reflect 
significant  cardiac  failure. 

Residual  carcinoma  of  the  stomach  was  found 
upon  histologic  examination  of  the  anastomotic 
site.  In  addition  to  the  extensive  lymphatic  spread 
of  this  tumor,  there  is  also  evidence  of  tumor  cells 
within  veins  and  within  the  thrombosed  arterioles 
in  the  lungs.  Distant  spread  of  carcinoma  was 
noted  in  the  sternum  and  in  the  lumbar  vertebra, 
the  latter  accounting  for  the  severe  lumbar  back 
pain. 

Significant  in  this  patient’s  past  history  is 
three  years’  hospitalization  for  pulmonary  tuber- 
culosis. Many  focal  areas  of  fibrosis  with  hyaline 
degeneration,  focal  necrosis,  and  a thickened  cal- 
cific pleura  were  noted;  however,  in  no  section 
obtained  was  there  histologic  evidence  of  active 
tuberculosis.  Smears  and  cultures  of  sputum  and 
autop.sy  material  failed  to  reveal  acid  fast  organ- 
isms. From  our  examinations  it  is  evident  that  the 
tuberculosis  was  healed. 

Metastatic  carcinoma  to  bone  marrow  charac- 
teristically produces  a peripheral  blood  picture  of 
leukoerythroblastosis,  which  was  not  reported  in 
the  routine  blood  count  in  this  case.  Careful  exam- 
ination of  the  peripheral  smear,  however,  reveals 
a few  nucleated  red  blood  cells  and  occasional 
metamyelocytes,  indicating  early  leukoerythroblas- 
tosis which  probably  would  have  become  overtly 
manifest  if  the  patient  had  lived  longer. 

In  summary,  this  autopsy  reveals  that  this 
patient  died  from  metastatic  carcinoma  of  the 
stomach  involving  primarily  the  lymphatics  of  the 
lungs  (lymphangitic  carcinomatosis)  which  result- 
ed in  severe  bilateral  pulmonary  edema  and  right 
heart  failure. 

Dr.  Spencer:  In  your  review  of  the  subject, 
was  the  x-ray  diagnosis  often  made  before  death? 

Dr.  E.  W.  Koneman:  Although  the  diagnosis 
was  made  infrequently,  a characteristic  chest  x-ray 
picture  was  described  by  Dr.  Wu:  “A  stringed 
design  consisting  of  branching  lines  which  arise 
from  the  hilum  and  break  up  into  a fine  network 
as  they  extend  towards  the  periphery.  Here  and 
there  small  nodules  are  present  at  the  points  of 
intersection  indicating  dilated  lymphatics.” 

Dr.  Hammer:  We  certainly  have  no  such  picture 
in  this  case.  We  usually  encounter  lymphangitic 
metastasis  in  the  lungs  from  carcinoma  of  the 
breast,  but  of  course  we  see  more  carcinoma  of 
the  breast  than  stomach.  It  would  have  been  inter- 
esting to  review  the  previous  x-rays,  although 


I doubt  if  it  would  have  added  anything. 

Dr.  K.  C.  Sawyer:  I would  like  to  make  two 
points  of  interest  in  this  case.  Initially  the  gastric 
ulcer  was  considered  benign  by  the  x-ray  appear- 
ance. The  percentage  of  error  in  distinguishing 
benign  from  malignant  gastric  lesions  by  x-ray 
is  about  10.9  per  cent.  Gastric  ulcers  are  surgical 
lesions  and  should  be  resected  unless  there  are 
medical  contra-indications  for  surgery.  Second,  the 
association  of  duodenal  ulcer  and  gastric  cancer 
exhibited  by  this  patient  is  uncommon,  to  the 
point  that  gastric  ulcers  are  considered  safe  if  an 
active  duodenal  ulcer  can  be  demonstrated. 

REFERENCES 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 

Overshadowing  all  other  developments  from 
the  standpoint  of  the  medical  profession  was  the 
flat  prediction  from  a high  adminstration  official 
and  key  lawmakers  that  Congress  this  year  would 
vote  some  sort  of  liberalization  of  the  Social  Se- 
curity program. 

There  was  general  agreement  that  Congress 
would  broaden  the  Social  Security  plan  for  per- 
manently and  totally  disabled  persons  by  remov- 
ing the  requirement  that  a person  has  to  be  at 
least  50  years  of  age  before  receiving  such  benefits. 

However,  there  were  forecasts  of  even  further 
liberalization.  House  Speaker  Sam  Rayburn  (D., 
Texas)  said  monthly  cash  benefits  also  may  be 
boosted.  On  the  other  hand,  the  House  leader  said 
he  believed  a majority  of  the  House  Ways  and 
Means  Committee  was  opposed  to  the  disputed 
Forand  bill  that  would  finance  partial  health  care 
for  the  elderly  through  higher  Social  Security 


taxes  at  an  estimated  extra  cost  of  $2  billion  an- 
nually. As  a result,  he  said  he  did  not  think  “there 
was  a great  deal  of  chance  for  it.”  But  the  AFL- 
CIO  and  some  Congressional  backers  of  the  highly 
controversial  bill  were  urging  Congress  to  approve 
it  this  year. 

Arthur  S.  Flemming,  Secretary  of  Health,  Edu- 
cation and  Welfare,  asserted  that  the  administra- 
tion is  planning  to  offer  a program  aimed  at  assist- 
ing needy  aged  to  meet  health  bills,  but  gave  no 
details.  The  official  noted  that  the  administration 
has  firmly  opposed  the  Forand-type  approach  on 
grounds  it  would  destroy  the  rapid  progress  in 
meeting  the  problem  through  private  means.  But 
Flemming,  in  a speech  before  the  American  Asso- 
ciation of  University  Teachers  of  Insurance,  said 
the  administration  has  an  obligation  “to  stay  with 
it”  until  it  arrives  at  a plan. 

Congress  has  extended  the  Social  Security  pro- 
gram every  presidential  election  year  since  1948, 
and  1960  appeared  to  be  no  exception.  Whether  or 
not  the  issue  of  medical  care  for  the  aged  will  be 
included  was  one  of  the  big  question  marks  early 
in  the  session. 

Shortly  before  Congress  convened,  the  Boards 
of  Trustees  of  the  A.M.A.  and  the  American  Hos- 
pital Association,  in  a joint  resolution,  pledged  to 
“mobilize  their  full  resources  to  accelerate  the 
development  of  adequately  financed  health  care 
programs  for  needy  persons — especially  the  aged 
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needy” — at  state  and  local  levels. 

The  Boards  said  Forand-type  legislation  is  “not 
designed  to  assist  to  the  needy,  since  they  apply 
to  all  Social  Security  beneficiaries  and  exclude  the 
majority  of  needy  persons,  who  are  not  eligible 
for  Social  Security  benefits.” 

Following  the  action.  Dr.  Louis  M.  Orr,  A.M.A. 
President,  and  three  other  A.M.A.  officials — Dr. 
E.  Vincent  Askey,  A.M.A.  President-elect,  Dr.  F.  J. 
L.  Blasingame,  Executive  Vice  President,  and  Dr. 
Ernest  B.  Howard,  Assistant  Executive  Vice  Presi- 
dent— visited  Vice  President  Richard  M.  Nixon  at 
his  Washington  office.  They  told  the  Vice  Presi- 
dent that  by  the  end  of  this  year  an  estimated  60 
per  cent  of  the  nation’s  aged  persons  who  want 
and  need  voluntary  health  insurance  will  have  it. 

Mr.  Nixon,  according  to  the  officials,  was  de- 
lighted to  receive  the  information  and  “very  much 
interested”  in  the  program  of  voluntary  health 
insurance  for  the  aged. 

Physicians  who  are  officers  of  qualified  clinics 
would  be  entitled  to  deduct  as  business  expenses 
money  set  aside  for  their  retirement  under  a pro- 
posed regulation  of  the  Internal  Revenue  Service. 
The  decision  climaxed  a five-year  effort  of  a group 
of  Montana  physicians  to  secure  such  tax  treat- 
ment, and  marked  an  important  tax  development 
for  physicians  who  operate  clinics.  Self-employed 
physicians  continue  to  be  barred  from  similar  tax 


treatment,  though  there  is  legislation  before  the 
Senate  Finance  Committee  that  would  afford  them 
tax  deferrals  on  funds  set  aside  for  retirement. 
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Contraindications:  none,  except  in  complete  renal  shutdown. 

Precautions:  when  Naturetin  is  added  to  an  antihypertensive  regimen  including  hydralazine, 
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the  Priceless 
Ingredient 


'RAUOJXIN'®  AND  'NATURETIN*  ARE  SQUIBB  TRADEMARKS. 


WINE... 

Now  widely  prescribed  for  the  chronic 
invalid,  the  convalescent, 
the  debilitated  oldster 


Physicians  treating  the  aged  and  the  convalescent  have 
for  generations  been  awane  of  the  restorative  power  of 
wine.  However,  it  remained  for  recent  research*  to  more 
clearly  define  its  clinical  physiological  action. 

JVine  Increases  Appetite — Goetzl  and  co-workers ‘ observed 
a profound  stimulating  effect  on  olfactory  acuity  and 
appetite,  even  in  anorexia. 

Wine  Aids  Gastric  Digestion — Ogden  and  Southard^  re- 
ported a significant  increase  in  gastric  secretion  following 
ingestion  of  moderate  amounts  of  table  wine. 

Wine  Helps  in  Cardiology — Prudent  quantities  of  wine 
are  helpfuP  in  counteracting  depression,  anxiety  and  dis- 
comfort in  sufferers  from  heart  and  coronary  disorders. 

IVine — ’’safest  of  all  sedatives...”'^ — A little  Port  or  Sherry 
at  bedtime  offers  a valuable  relaxant  to  the  insomniac  and 
may  obviate  the  need  for  drug-sedative  medication. 

In  brief,  wine  taken  with  discretion  adds  greatly  to  the 
pleasures  of  the  table,  to  physical  comfort  and  to  mental 
serenity  in  the  aged,  as  well  as  in  the  chronic  sufferer  and 
the  convalescent. 

Research  information  on  wine  is  available  on  request. 
Write  for  your  copy  of  *"Uses  of  Wine  in  Medical 
Practice.”  Wine  Advisory  Board,  717  Market  Street, 
San  Francisco  3,  California. 


1.  Goetzl,  F.R.;  Permonenfe  Found.  M.Bull.  8:72  (April)  1950. 

2.  Ogden,  E.,  and  Southard,  F.D.,  Jr.;  Fed.  Proceedings  5:77  (1946) 

3.  Brooks,  H.:  Med.  J.  & Rec.  127:199  (1928) 

4.  Haggard,  H.W.,  and  Jellinek,  E.M.:  Alcohol  Explored,  New  York, 
Doubleday,  Doran,  1942. 
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Synonyms  for 
Pain  Relief... 


^TABLOID’ 

‘EMPIRIN’ 

COMPOUND* 


Acetophenetidin  gr.2V2 

Acetylsalicylic  Acid  . . . . gr.  3V2 
Caffeine  gr.  1/2 


^TABLOID’ 

‘EMPIRIN’ 

COMPOUND* 

WITH 

CODEINE 

PHOSPHATE’ 


N0.1 


No.  2 


No.  3 


No.  4 


Acetophenetidin  gr.  21/2 

Acetylsalicylic  Acid  . . . . gr.  31/2 

Caffeine  gr.  Vz 

Codeine  Phosphate  . . . . gr.  Va 

Acetophenetidin  gr.  21/2 

Acetylsalicylic  Acid  ....  gr.  31/2 

Caffeine  gr.  V2 

Codeine  Phosphate  . . . . gr.  Va 

Acetophenetidin  gr.  2V2 

Acetylsalicylic  Acid  . . . . gr.  31/2 

Caffeine  .gr.  V2 

Codeine  Phosphate  . . . . gr.  V2 

Acetophenetidin  gr.  21/2 

Acetylsalicylic  Acid  . . . . gr.  31/2 

Caffeine  gr.  V2 

Codeine  Phosphate  . . . . gr.  1 

*Subjectto  Federal  Narcotic  Regulations 


BURROUGHS  WELLCOME  & CO.  (U.S 


.providing  the  desired 
gradation  of  potencies 
for  relief  of  varying 
intensities  of  pain 


IN  ^ H 

simple  headache 

rheumatic  conditions  J 

arthralgias 

myalgias 

common  cold 

toothache 

earache 

dysmenorrhea 

neuralgia 

minor  trauma 

tension  headache 

premenstrual  tension 

minor  surgery 

post-partum  pain 

trauma 

organic  disease 
neoplasm 
muscle  spasm 
colic 
migraine 

musculo-skeletal  pains 
postdental  surgery 
post-partum  involution 
fractures 
synovitis/bursitis 

relief  of  pain 
of  all  degrees  of 
severity  up  to 
that  which 
requires  morphine 

AND  IN 

fevers 

dry, 

unproductive  coughs 
A.)  INC.,  Tuckahoe,  New  York 


CAilfiON.  !»•  r*****^^ 
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CoJcine 


Utu*t  < 
CAUTION. 


Ml  t«i«  pMhtkH* 


utf#  ro5r>M{»  fto  ..  f» 
1h  I'itVOVUNI  Wkiir.OMf  4 CO- 
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»m4 


TmUH**. 


Your  experience  and  trust  throughout  the 
years  have  established  the  wide  use  of  the^ 
'Empirin  family  in  medical  practice — 
dependable  analgesics  for  the  effective  relief^ 
of  pain,  fever,  and  cou^h — with  safety. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

Tuckahoe,  New  York 


SENSATIO 

ANI  > 

RKACTl';; 


01 

.YMPTOM 


0OOl>! 


No 


lumioutlli  WUUDMI  t CO- 


fOO  CAMUWII*  ■ 

CODKMPIKAL 


CODEMPIRAL” 
No.  2 


"rABtOID'-t 

•Umpirin'  - 
Compound 

'mmtttntk  uani  SfMiw> 

kMiiiAit  m iim  ^ I 

hit  WIlUMi  t (D- 
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f 
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rw^  THE  FIRST  TRUE  "TRANQUILAXANT"  -m 

Imneopal 

relieves  painful  muscle  spasm 
and  relaxes  the  patient 

Impressive  numbers  of  patients  with  low 
back  pain  and  other  musculospastic 
conditions  treated  with  Trancopal  have 
been  freed  of  symptoms  and  enabled 
to  return  to  their  usual  activities,  according 
to  newly  published  clinical  reports.  In  a 
recent  study  by  Lichtman,^  Trancopal  brought 
excellent  to  satisfactory  muscle  relaxation  to 
817  of  879  patients.  The  patients  in  this 
group  suffered  from  skeletal  muscle  spasm 
associated  with  low  back  pain  (361  cases), 
stiff  neck  (128  cases),  bursitis  (177  cases), 
and  other  skeletal  muscle  disorders 
(213  cases).  Side  effects  were  rare  (2  per 
cent  of  patients),  and  it  was  not 
necessary  to  discontinue  medication  in  any 
of  the  patients.  Lichtman  comments : 

<4  Chlormethazanone  [Trancopal]  not  only 
relieved  painful  muscle  spasm,  but 
allowed  the  patients  to  resume  their  normal 
activities  with  no  interference  in  performance 
of  either  manual  or  intellectual  tasks.??” 

When  you  prescribe  Trancopal  for  musculoskeletal  disorders,  you  can  confidently 
expect  that  your  patients  will  he  relieved  of  the  pain  and  stiffness.  You  can  be  sure  ! 
of  their  speedy  return  to  everyday  work  and  recreation.  : 


Mullin  and  Epifano  call  Trancopal  . a very  effective  skeletal  muscle  spasmolytic.?^^ 
They  found  that  Trancopal  brought  good  to  excellent  relief  to  all  of  39  patients  with 
skeletal  muscle  spasm  related  to  trauma,  bursitis,  rheumatoid  arthritis,  osteoarthritis,  and 
intervertebral  disc  syndrome.  (No  side  effects  were  noted  except  that  one  patient  had  slight 
idryness  of  the  mouth.) 

:The  pattern  is  similar  in  every  new  series  reported : Ganz,^  DeNyse,"’  Shanaphy®  and  Stough.'^ 

Trancopal  is  a true  **tranquilaxanf' 

Trancopal  “. . . combines  the  properties  of  tranquilization  and  skeletal  muscle  relaxation 
with  no  concomitant  change  in  normal  consciousness.”® 


Relieves  dysmenorrhea 


Trancopal  not  only  is  valuable  in  treating  patients  with  low  back 
pain  and  other  musculoskeletal  disorders,  but  is  also  very  effective 
in  bringing  relief  from  menstrual  cramps  and  discomfort. 
Shanaphy  suggests  that  Trancopal  may  help  the  patient  by  its 
combination  of  muscle  relaxant  and  tranquilizing  actions,  and  he 
finds  that  i<...the  continued  use  of  chlormezanone  [Trancopal]  as 
a therapeutic  agent  in  dysmenorrhea  is  advisable.??®  Trancopal  was 
effective  in  82  per  cent  of  his  series  of  50  patients.  In  another  study, 
which  dealt  with  52  adolescent  girls  and  23  women,  Stough'^  reported 
that  Trancopal  gave  complete  or  moderate  relief  in  86.4  per  cent. 


Alleviates  tension 

■And,  of  course,  Trancopal  is  also  very  useful  in  the  treatment  of  patients  in  anxiety 
land  tension  states.  As  Ganz  says,  <<. . . a most  valuable  drug  for  relieving  tension, 

! apprehension  and  various  psychogenic  states . . . allows  the  patient  to  use  his  energies  in 
I a more  productive  manner  in  overcoming  his  basic  problems.??^ 


professional  models  used  for  photographs. 


Jhmcopal 

a true  “tranquilaxant” 

that  relieves  skeletal  muscle  spasm 
and  relaxes  psychogenic  tension 
without  troublesome  side  effects, 
and  keeps  the  patient  on  the  job. 


Indicated  for . . . 

Musculoskeletal  disorders  Psychogenic  disorders 


Low  back  pain  (lumbago) 

Fibrositis 

Anxiety  and  tension  states 

Neck  pain  (torticollis) 

Ankle  sprain. 

Dysmenorrhea 

Bursitis 

tennis  elbow 

Premenstrual  tension 

Rheumatoid  arthritis 

Myositis 

Asthma 

Osteoarthritis 

Postoperative 

Angina  pectoris 

Disc  syndrome 

muscle  spasm 

Alcoholism 

Now  available  in  two  strengths: 

jUmi  Trancopal  Caplets®,  100  mg. 

(peach  colored,  scored) , bottles  of  100. 


Trancopal  Caplets,  200  mg. 

STRENGTH  f (green  colored,  scored) , bottles  of  100. 

Dosage : Adults,  100  or  200  mg.  orally  three  or  four  times  daily.  Relief  of  symptoms 
occurs  in  from  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 


References:  1.  Lichtman,  A.  L.;  Scientific  Exhibit 
meeting  of  the  International  College  of  Surgeons! 
Miami  Beach,  Fla.,  Jan.  4-7, 1959.2.  Lichtman,  A. 
Kentucky  Acad.  Gen,  Pract.  J.  4:28,  Oct.,  1950 
3.  Mullin,  W.  G.,  and  Epifano,  Leonard:  Am.  Pract 
& Digest  Treat.  10:1743,  Opt.,  1959.  4.  Ganz,  S.  Ef 
J.  Indiana  M.A.52 : 1134,  J uly , 1959. 5.  DeNyse,  D.  LJ 
M.  Times  87:1512,  Nov.,  1959.  6.  Shanaphy,  J.  F. 
Current  Therg.p.  Res.  1:59,  Oct.,  1959.  7.  Stough, 
A.  R.:  J.  Oklahoma  M.  A.  52:575,  Sept.,  1959. 
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LABORATORIES 
2W  York  18,  New  York 


Educational  association  announced 

An  “association”  between  the  135-year-old  Jef- 
ferson Medical  College  of  Philadelphia  and  the 
12-year-old  Lovelace  Foundation  for  Medical  Edu- 
cation and  Research  in  Albuquerque,  N.  M.,  has 
been  announced  by  William  W.  Bodine,  Jr.,  Presi- 
dent of  the  Jefferson  Medical  College  and  Medical 
Center. 

Arrangements  were  made  following  conferences 
between  Bodine  and  Dr.  William  R.  Lovelace, 
President  and  co-founder  of  Lovelace  Foundation, 
and  their  staffs.  Dr.  William  A.  Sodeman,  dean 
of  Jefferson  Medical  College,  and  Dr.  Burgess  L. 
Gordon,  director  of  medical  education  at  Lovelace 
Foundation,  charted  the  “areas  of  association.” 

“While  there  are  wide  possibilities  of  mutual 
benefit,”  Dr.  Sodeman  stated,  “Jefferson  is  happy 
to  make  available  the  multiple  advantages  of  our 
academic  program  faculty  of  over  700.  We  hope  to 
help  Lovelace  expand  its  fellowship  and  graduate 
student  program  and  we  can  exchange  information 
on  our  research  programs  on  which  Jefferson  ex- 
pends nearly  a million  dollars  a year. 

“Jefferson  welcomes  the  experience  the  Love- 
lace Foundation  offers  us  in  space  medicine  and 
blast  biology.  Lovelace  conducted  a vital  phase  of 
the  physical  examinations  of  the  seven  men  select- 
ed as  astronauts  by  the  National  Aeronautics  and 
Space  Administration.” 


New  program  in  neurology 

Last  July  the  College  of  Medicine  of  the  Uni- 
versity of  Utah  announced  the  establishment  of  a 
Division  of  Neurology  with  the  object  of  bringing 
together  scattered  facilities  for  teaching,  patient 
care  and  research.  Dr.  Leonard  W.  Jarcho  was  ap- 
pointed Chairman  of  the  new  division,  an  inde- 
pendent unit  under  the  Dean  of  the  College.  Dr. 
Jarcho,  formerly  Chief,  Medical  Service,  Veterans 
Administration  Hospital  and  Assistant  Professor  of 
Medicine,  has  recently  returned  from  18  months 


of  study  in  England  and  Boston  as  Assistant  Pro- 
fessor of  Neurology  and  Chief,  Neurology  Service, 
Veterans  Administration  Hospital,  as  well  as  Neu- 
rologist-in-Chief  at  the  Salt  Lake  County  General 
Hospital. 

The  new  division  currently  administers  an  ap- 
proved two-year  residency  in  neurology,  which 
provides  training  opportunities  for  residents  in 
medicine,  psychiatry,  surgery  and  pediatrics  as 
well  as  those  intending  to  make  their  careers  in 
neurology  itself.  Approval  for  a third  year  is  ex- 
pected shortly. 

The  activities  of  the  Division  of  Neurology  in- 
clude the  operation  of  a 45-bed  ward,  clinical 
electroencephalographic  and  electromyographic 
laboratories,  neuroradiologic  facilities  and  several 
research  units  at  the  Fort  Douglas  Veterans  Ad- 
ministration Hospital;  consulting  services  at  12th 
Avenue  Veterans  Administration  Hospital  and  the 
Salt  Lake  County  General  Hospital,  as  well  as  an 
EEG  laboratory  and  out-patient  clinics  at  the 
latter  hospital.  A revision  of  the  medical  college 
curriculum  in  neurology  is  in  progress. 

New  machine  at  Dee  Hospital 

A new  machine  that  can  increase  both  speed 
and  accuracy  in  the  diagnosis  of  certain  diseases 
has  been  installed  at  the  Dee  Hospital  in  Ogden. 
It  counts  red  and  white  blood  cells  electronically 
with  less  than  one  per  cent  error.  The  present 
manual  method  of  counting  cells  sometimes  re- 
sults in  errors  from  10  to  15  per  cent.  The  machine 
can  do  a blood  count  in  two  minutes  or  less  as 
compared  with  15  minutes  or  more  for  the  present 
method. 

Dr.  Wood  receives  grant 

A grant  of  $10,913  for  research  in  aging  has 
been  awarded  to  Don  C.  Wood,  M.D.,  of  the  re- 
search staff  of  the  Ft.  Douglas  Veterans  Admin- 
istration Hospital  by  the  U.  S.  Public  Health  Serv- 
ice. 

Dr.  Wood,  who  also  is  research  instructor  in 
pathology  at  the  University  of  Utah  College  of 
Medicine,  is  making  a study  of  certain  types  of 
proteins  involved  in  cataract  formation  and  aging. 

Obituary 

JOHN  M.  COLETTI 

John  M.  Coletti,  M.D.,  50,  prominent  physician, 
surgeon  and  dermatologist,  died  December  25  at 
his  home  after  a heart  attack. 

Dr.  Coletti  was  born  February  21,  1909,  in  Cum- 
berland, Wyoming.  He  married  Juelle  Lamb,  Feb- 
ruary 4,  1937,  in  Atlanta,  Georgia. 

Dr.  Coletti  had  practiced  medicine  in  Salt  Lake 
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City  since  1942  and  for  the  past  six  years  special- 
ized in  dermatology.  He  was  a member  of  the 
International  College  of  Surgeons  and  the  Ameri- 
can Board  of  Dermatology.  He  was  a clinical 
assistant  in  dermatology,  University  of  Utah  Col- 
lege of  Medicine,  and  a member  of  the  Pacific  and 
Rocky  Mountain  Dermatological  Association. 

Dr.  Coletti  was  a member  of  Our  Lady  of 
Lourdes  Catholic  Parish,  the  Fourth  Degree, 
Knights  of  Columbus,  the  Serra  Club  and  the 
Ambassador  Club,  and  was  a former  President 
of  Our  Lady  of  Lourdes  Men’s  Club. 

Survivors  include  his  widow,  son,  daughter, 
mother  and  brother. 


Larimer  county  physicians  meet 

The  Larimer  County  Medical  Society  met  in 
Loveland  on  January  6,  and  heard  two  papers  pre- 
sented by  William  A.  H.  Rettberg,  M.D.,  of  Denver. 

Dr.  Rettberg’s  papers  were  entitled,  “The  Use 
of  the  Blood  Bank,”  and  “Lymphomas.” 


ANNOUNCING 

SCHERING’S 

NEW 

MYOGESIG’’ 


CARISOPRODOL 


Russian  medical  economic 
problems  discussed 

Fifty  members  of  the  El  Paso  County  Medical 
Society  and  their  guests  met  at  the  El  Paso  Club 
in  Colorado  Springs  on  December  9,  for  their 
regular  monthly  meeting. 

Dr.  Harry  Bryan  delivered  a talk  on  medical 
economic  problems  in  the  Soviet  Union.  A short 
film  on  Civil  Defense  was  shown  by  Dr.  R.  R. 
Anderson. 


Patience  with  the  patient* 

Rush  me  not  and  lend  an  ear, 

For  a new  batch  o’  woes  does  bring  me  here. 
Back  again  with  my  lil  ole  list — 

Of  maladies  that  persist  to  exist. 

Now  I have  attempted  to  ignore  every  one. 
Or  drown  them  all  in  lots  of  bour-bon. 

Both  efforts  failed — here  I sit. 

Feeling  the  part  of  a nervous  nit  wit. 


Can  the  patient  be  an  neurotic  chronic? 

Or — is  the  cause  too  much  gin  n’  tonic? 
Whether  diagnosis  be  the  jitters  or  gout. 
Please  give  the  victim — benefit  o’  doubt. 

continued  on  page  102 


’Submitted  from  the  office  of  Drs.  G.  Paul  Smith  and  Lynn 
A.  James,  Grand  Junction.  It  was  written  by  one  of  their 
neurotic  patients. 


-EASES  M 
SPASM  & PAI 
SPRAINS,  STRAINS 
LOW  BACK  PAINS 


LWiRATORiES 
18.  N.  Y.. 


NEO-SYNEPHRINE^ 

COMPOUND 


for  ‘‘Syndromatic’^  Control  of  the  Common  Cold 


and  Allergic  Rhinitis 


provide 

PROTECTION- 

throxigh  the 
full  range  of 
cold  symptoms 


PROTECTION  from  Nasal  Stuffiness 

— Neo-Synephrina  HGI,  5 mg. — first  choice  in  deconfestants, 

PROTECTION  from  Aches,  Fever 

— Acetaminophen,  150  mg.  — modern  analgesic,  antipyretic. 

PROTECTION  from  Allergic  Symptoms 

— Thenfadil®  HO,  7,5  mg.  — effective  antihistaminic. 

PROTECTION  from  Lassitude,  Depression 

— Caffeine,  15  mg.  — dependable,  mild  stimulant. 


OoSagEj  Aduits— 2 tablets  three  times  daily,- 

Children  from  6 to  12  years- 
1 tablet  three  times  daily. 


— Bottles  of  20  and  100  tablets.  - , " : 

.^|fteo-Svnephrine't|M'<wd.flf  phenylephrine)  ond  Thenfodil  (farqncl-of  thenyldiatnihe),,tracl.emacks  reg,  U.S,  Pat.  Off. 


for  February,  1960 


97 


Modernize  without  capitai  outiay 
on  the  G-E  Maxiservice^  x-ray  rentai  pian 


Think  of  renting  x-ray  equipment  as 
conveniently  as  you  subscribe  for 
telephone  service!  Exclusive  Maxi- 
service rental  plan  offers  all  new-model 
G-E  x-ray  units  . . . takes  no  capital 
from  your  savings.  Makes  it  worry- 
free  to  ‘‘go  modern”  in  x-ray  and 
always  stay  that  way.  For  complete 
details,  contact  your  G-E  x-ray  rep- 
resentative, hsted  below. 


All  this  for  one  monthly  fee  — 

• Modern  x-ray  equipment,  free  of 
obsolescence  worries 

• Comprehensive  coverage:  periodic 
inspection,  maintenance,  tubes,  parts, 
emergency  repairs 

• Freedom  to  add  or  replace  equipment 

as  improvements  appear 

• Full  property  insurance  on  equipment  — 
in  case  of  accidental  damage  or  loss,  G.E. 
repairs  or  replaces  equipment 

• Local  property  taxes  paid  in  full 


T^ogress  is  Our  Mosf  impotimf  Protfud' 


GENERAL 

DIRECT  FACTORY  BRANCHES 
BUTTE 

103  N.  Wyoming  St.  • Phone  2-5871 


C,  C. 


ELECTRIC 

RESIDENT  REPRESENTATIVES 
ALBUQUERQUE 

CARTER,  708  California  St.,  S.E.  • Phone 


3-3535 


DALLAS 

1616  Oak  Lawn  Avenue 
Riverside  1-1568-1569-1560 

DENVER 

3031  E.  40th  Ave.  • DUdley  8-4088 
SALT  LAKE  CITY 
215  S.  4th,  E.  • EMpire  3-2701 


COLORADO  SPRINGS 

I.  S.  PRICE,  907  Skyway  Blvd.  • MElrose  2-0060 
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hydroxyzine  pamoate 


helps  bring  tranquility 


When  she  drinks  to  relieve  her  tensions, 
VISTARIL  can  help  restore  perspective. 
By  maintaining  tranquility,  vistaril  helps 
patients  to  accept  counsel  more  readily,  and 
encourages  abstinence  from  drinking. 


VISTARIL  has  shown  a wide  margin  of  safety, 
even  in  large  doses,  over  prolonged  periods. 
Clinical  studies  have  shown  that  VISTARIL  pro- 
duces no  significant  lowering  of  blood  pres- 
sure, pulse,  or  respiration  in  chronic  drinkers. 


Available  as:  Capsules  — 25,  50,  and  100  mg.  Parenteral  Solution  (as  the  HCl)~25  mg.  per  cc.,  10  cc. 
vials  and  2 cc.  Steraject®  Cartridges;  50  mg.  per  cc.,  2 cc.  ampules.  Professional  literature  available 
on  request  from  the  Medical  Department,  Pfizer  Laboratories.  Brooklyn  6,  New  York. 


Science  for  the  world’s  well- 


being'! 
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^ ANNOUNCING 
SCHERING’S 
NEW 


MYOGESiC 


CARISOPRODOL 


[i 
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X 


EASES  STRAIN 
SPRAINS  & LOW 
BACK  PAINS...! 


RELA-a  new  myogesic  for  better 


relaxant  and  analgesic  therapy- 
more  adept  management  of 
spasm  and  pain  in  strains, 
sprains  and  low  back  pains. 


RELA  —though  a single  drug— is  a true 
myogesic  and  works  rapidly 
to  achieve  three  desired  effects... 


1.  Kuge,  T.:To  be  published.  h-227 


XMYOGESIG 

nmscle -^analgesic 

relaxant 


Rela  relaxes  acute  muscle  spasm 

Relief  of  muscle  spasm  (96%  excellent 
to  good  effectiveness)^ 

Rela  provides  a unique  quality  of 
persistent  pain  relief  through 
its  relaxant  and  analgesic  actions 

‘Relief  from  pain  was  usually  rapid 
and  sometimes  dramatic"^ 

Rela,  through  relaxation  and  analgesia, 
assures  daytime  ease  and  nighttime  rest 

. A number  of  patients  reported 
freedom  from  insomnia  which  they 
attributed  to  freedom  from  pain.’’^ 


indications:  rela  is  most  beneficial  in  those 
conditions  of  the  musculoskeletal  system 
manifesting  pain,  stiffness  and  spasm, 
safety:  Studies  of  more  than  1400  patients 
indicate  that  the  toxicity  of  rela  is  exceptionally 
low.  In  human  subjects,  respiratory, 
blood  pressure  or  blood  chemistry  changes 
and/or  renal,  hepatic  or  endocrine  dysfunction 
have  not  been  reported, 
dosage:  The  usual  adult  dosage  of  rela  is 
one  tablet  3 times  daily  and  at  bedtime. 

RELA  has  a rapid  onset  of  action,  with  relief 
usually  apparent  within  30  minutes,  and 
persisting  for  at  least  6 hours, 
supply:  RELA  is  available  as  350  mg.,  pink, 
coated  tablets  in  bottles  of  30. 


Organization  cont.  from  page  96 


American  College  of  Surgeons 

Surgeons  and  related  medical  personnel  are  in- 
vited to  attend  a three-day  Sectional  Meeting  of 
the  American  College  of  Surgeons  in  Colorado 
Springs,  Colorado,  March  21  through  23,  1960. 
Headquarters  will  be  the  Broadmoor  Hotel. 

The  program  will  include  scientific  reports  on 
topics  of  current  concern  such  as  management  of 
the  injured  hand,  treatment  of  duodenal  ulcer,  ap- 
pendicitis, treatment  of  neck  fractures,  surgical 
convalescence,  and  cancer  and  pregnancy.  Sym- 
posiums on  injuries,  cancer  and  hospital  infections 
will  be  presented.  Also,  selected  medical  motion 
pictures  and  cine  clinic  films  from  the  1959  Clin- 
ical Congress  will  be  shown. 

Dr.  Paul  R.  Hawley,  Chicago,  Director,  Ameri- 
can College  of  Surgeons,  will  be  the  speaker  at 
the  college  dinner.  The  subject  of  his  talk  will  be, 
“The  Epidemiology  of  an  American  Legend.” 

Obituaries 

Fort  Morgan  loses  one  of  its  oldest  doctors 

Arthur  Frederick  Williams,  M.D.,  of  Fort  Mor- 
gan, died  on  November  21,  1959.  Dr.  Williams  was 
born  on  January  3,  1881,  in  Oscota,  Michigan.  He 
was  graduated  from  the  University  of  Colorado 


Medical  School  and  started  to  practice  in  Colorado, 
receiving  his  license  in  1903.  Life  emeritus  status 
in  the  Colorado  State  Medical  Society  was  be- 
stowed on  Dr.  Williams  in  1956. 

Arvada  “Man  of  Year”  dies 

Edwin  L.  Foster,  M.D.,  of  Arvada,  died  recently 
at  the  age  of  94.  Dr.  Foster  was  born  September  6, 
1865,  in  Kentucky,  and  was  graduated  from  the 
University  of  Kentucky  Medical  School  in  1890. 
He  moved  to  Monte  Vista,  Colorado,  in  1897,  and 
was  in  charge  of  the  State  Soldiers  and  Sailors 
Home  in  that  city.  He  was  licensed  to  practice  ip 
Colorado  in  1899.  In  1902,  he  and  his  wife  moved 
to  Denver  and  in  1907  they  finally  settled  in  Ar- 
vada, where  they  lived  for  53  years. 

Dr.  Foster  was  the  second  doctor  to  settle  in 
Arvada,  in  those  years  a small  farm  community. 
After  making  his  calls  on  horseback  and  buggy. 
Dr.  Foster  finally  got  a car  in  1909,  the  first  one 
in  Arvada. 

In  1954,  Dr.  Foster  was  named  “Man  of  the 
Year”  by  the  Arvada  Chamber  of  Commerce.  He 
was  active  in  community  affairs  and  belonged  to 
many  civic  and  fraternal  organizations.  He  was  a 
member  of  the  Arvada  Masonic  Lodge,  Past  Patron 
of  the  Temple  Chapter  of  the  Order  of  Eastern 
Star  and  an  elder  of  the  Arvada  Presbyterian 
Church.  He  was  President  of  the  Arvada  School 
Board  when  that  town’s  first  high  school  was  built. 


Rt.  4,  Box  4104  Albuquerque,  New  Mexico  Telephone  DI  4-3273 


For  the  care  and  treatment  of  patients  with  nervous  or  mental  disorders. 

Licensed  psychiatric  hospital  | John  W.  Myers,  m.d.,  Medical  Director 
20  acres  landscaped  grounds 
Favorable  year-round  climate 


Alan  Jacobson,  m.d.,  Psychiatrist 
Fred  W.  Langner,  m.d..  Psychiatrist 
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Later,  in  appreciation  of  his  services  to  Arvada 
schools,  the  Foster  Elementary  School  was  named 
after  him. 

Dr.  Foster  was  a charter  member  of  the  Clear 
Creek  Valley  Medical  Society  and  one  of  its  hon- 
orary members.  He  was  elected  to  Life  Emeritus 
membership  in  the  Colorado  State  Medical  Society 
in  1954.  Two  years  ago  he  retired  from  active 
practice. 

Survivors  include  his  wife  and  two  daughters. 
Many  good  things  may  be  said  of  this  wonderful 
man  but  he  was  the  doctor  who  in  his  own  words 
said,  “Rain  or  shine  you  had  to  go  when  called, 
and  many  a time  I knew  I wouldn’t  get  anything 
for  it.  Books  I never  keep  and  patients  either  paid 
or  forgot  the  bill.” 

Colorado  Springs  mourns  for 
Dr.  “Joe”  Lewis 

James  Wayne  Lewis,  M.D.,  of  Colorado  Springs, 
died  on  December  15,  1959.  Dr.  Joe  (everyone 
called  him  Joe)  was  born  in  Salida,  Colorado,  on 
August  27,  1912.  His  elementary  training  was 
completed  in  the  Salida  schools.  He  then  majored 
in  science  at  the  University  of  Colorado,  where  he 
was  honored  by  the  Phi  Beta  Kappa  key.  His 
liberal  arts  education  led  to  the  M.A.  degree. 

Dr.  Lewis  graduated  from  the  University  of 
Colorado  School  of  Medicine  and  was  accepted  in 
Alpha  Omega  Alpha.  He  served  an  18-month  in- 


ternship at  the  Evanston  Memorial  Hospital  and 
then  entered  private  practice  in  internal  medicine 
at  Little  Rock,  Arkansas,  being  licensed  also  in 
Illinois  and  Arkansas. 

Dr.  Lewis  returned  to  Northwestern  Medical 
School  for  further  training  but  World  War  H inter- 
rupted his  postgraduate  plans  and  he  joined  the 
staff  of  the  University  of  Illinois  Medical  Unit 
and  began  his  service  with  the  rank  of  captain,  for 
a period  of  three  and  one-half  years  as  chief  of 
radiology  in  North  Africa,  Italy  and  Germany. 
Later,  Army  reserve  duty  led  to  the  rank  of 
colonel. 

After  the  war,  Dr.  Lewis  returned  to  his  resi- 
dency in  radiology  at  Northwestern  and  at  length 
became  one  of  the  founders  of  the  Colorado  Springs 
Medical  Center  where  he  practiced  until  his  death. 
He  became  a member  of  the  Colorado  State  Medi- 
cal Society  in  1946. 

Dr.  Lewis  was  a diplomate  of  the  American 
Board  of  Radiology  and  a fellow  of  the  American 
College  of  Radiology.  He  belonged  to  the  Radio- 
logical Society  of  North  America,  the  Rocky 
Mountain  Radiological  Society,  the  El  Paso  County 
Medical  Society  and  the  Colorado  State  Medical 
Society.  He  was  an  officer  and  a pioneer  in  the 
founding  of  the  Society  of  Nuclear  Medicine  and 
did  research  work  at  Oak  Ridge,  Tennessee,  in 
nuclear  medicine. 

Dr.  Lewis  had  extensive  extra-medical  inter- 
ests. He  was  very  active  in  Colorado  Springs 


Protection  against  loss  of  income  from 
accident  and  sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 
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• meprobamate 
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(yet  without  overstimulation,  insomnia 
or  barbiturate  hangover ) 
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MEPROBAMATE  WITH  D-AMPHETAMINE  SULFATE  LEDERLE 
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LIFETIME 

DISABILITY  INCOME* 

For  Doctors  in  the  State  of  Colorado  IF  YOU  CAN  QUALIFY 

THE  PENNSYLVANIA  LIFE  INSURANCE  COMPANY 

WILL  PAY  YOU 

WHEN  YOU  ARE  SICK 

As  long  as  total  disability,  total  loss  of  time,  confinement  indoors, 
and  regular  medical  attention  continue  from  SICKNESS  — EVEN 
FOR  YOUR  ENTIRE  LIFETIME! 

WHEN  YOU  ARE  HURT 


As  long  as  total  disability,  total 
loss  of  time  and  regular  medi- 
cal attention  continue  from 
accident. 


Lump  sum  benefits  payable  in 
lieu  of  the  monthly  benefit  if 
dismemberment  or  loss  of 
sight  results  within  ninety  days 
from  date  of  accident. 


-PAID  FROM  THE  FIRST  DAY  OF  MEDICAL  ATTENTION 


As  long  as  total  disability,  total  loss  of  time  and  regular  medical 
attention  continue  because  of  accident  or  house-confining  sickness. 

EVEN  FOR  YOUR  ENTIRE  LIFETIME! 


THIS  POLICY  PAYS  DOUBLE  MONTHLY  BENEFITS  WHILE  YOU 
ARE  IN  THE  HOSPITAL  FOR  AS  LONG  AS  THREE  MONTHS.  IT 
ALSO  CONTAINS  A SPECIAL  RENEWAL  AGREEMENT  AND  A PRO- 
VISION THAT  ALL  ANNUAL  PREMIUMS  PAID  IN  ADVANCE  WILL 
BE  RETURNED  AS  AN  ADDITIONAL  ACCIDENTAL  DEATH  BENEFIT. 


EFFECTIVE  DATE  OF  COVERAGES  - EXCEPTIONS 


This  policy  covers  accidents  from  noon 
of  the  policy  date  and  sickness  origi- 
nating more  than  thirty  days  after  the 
policy  date,  unless  specifically  excluded, 
except— it  covers  tuberculosis,  heart 
disease  and  disease  in  the  female 
organs,  provided  such  conditions  origi- 
nate more  than  six  months  after  the 
policy  date. 

The  policy  does  not  cover,  and  the 
premium  includes  no  charge  for,  loss 


which  is  caused  by  war  or  any  act  of 
war  or  while  in  military  or  naval  serv- 
ice of  any  country  at  war;  suicide  or 
attempted  suicide;  mental  derangement 
or  disorders;  pregnancy,  miscarriage  or 
childbirth;  travel  outside  the  United 
States,  Hawaii,  Mexico  or  Canada 
(unless  otherwise  extended  by  rider) 
or  aeronautics  or  air  travel  other  than 
limited  commercial  air  line  passenger 
travel. 


MAIL  THIS  COUPON  WHILE  YOU  ARE  STILL  HEALTHY 


(NC  2-H) 


KEYSTONE 


OF  SECURITY 


Name 


Address— 


PENNSYLVANIA  LIFE  INSURANCE  COMPANY 

158  Filmore  Ave.,  Denver  6,  Colorado 

Lifetime  Disability  Income  Dept. 

I would  like  more  information  about  your  lifetime 
disability  income  protection. 

I understand  I will  not  be  obligated. 


Age. 
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community  affairs,  particularly  in  sports.  He  was 
past  President  of  the  Colorado  Springs  Quarter- 
back Club,  a member  of  the  board  of  the  old  Sky- 
sox  Baseball  team,  chief  timer  of  the  Hill  Climb 
Association,  an  enthusiastic  follower  of  the  Indi- 
anapolis automobile  races  and  an  executive  for  the 
Boy  Scouts.  In  addition,  he  was  a member  of  the 
Board  of  Education  of  School  District  No.  11,  a 
member  of  the  Y.M.C.A.,  the  El  Paso  Club,  the 
Garden  of  the  Gods  Club  and  the  Security  Saving 
Corporation.  His  fraternities  were  Phi  Delta,  Phi 
Epsilon  Phi,  and  Phi  Rho  Sigma. 

During  his  school  days,  Dr.  Lewis  married 
Carol  Dalton,  who  at  the  time  was  a teacher  in 
the  school  of  nursing  at  the  University  of  Colo- 
rado. His  two  children  are  Carol,  who  is  working 
on  her  master’s  degree,  and  James,  who  is  in  pre- 
medical work. 

Dr.  Lewis  was  well  liked  by  all  the  roent- 
genologists in  the  state  and  his  renown  was 
national  in  scope  through  his  medical  articles. 
No  formal  listing  of  his  accomplishments  is  ade- 
quate to  reflect  his  personality.  His  was  a warm 
heart  that  opened  in  friendly  greeting  to  all  men. 
He  displayed  incredible  energy  and  enthusiasm  in 
carrying  out  his  assignments,  which  makes  his  loss 
the  greater  for  those  who  depended  upon  him  in 
the  multiple  demands  of  medicine  and  of  life. 

Loveland  loses  one  of  its  oldest 

William  P.  Gasser,  M.D.,  died  in  Loveland, 
Colorado,  on  December  11,  1959.  Dr.  Gasser  was 
born  in  Illinois  in  1894  and  was  licensed  to  practice 
in  Colorado  in  1920  after  graduating  from  the 
University  of  Colorado. 

Dr.  Gasser  joined  the  Denver  Medical  Society 
in  1920,  and  moved  to  Loveland  in  1921.  He  be- 
came a member  of  Larimer  County  Medical  Society 
in  1921  and  practiced  there  ever  since.  He  was 
Vice  President  of  the  Colorado  State  Medical 
Society  in  1933  and  served  several  years  on  the 
Colorado  State  Board  of  Health  just  prior  to 
World  War  II. 

Dr.  Gasser  was  elected  to  Life  Emeritus  mem- 
bership in  the  Colorado  State  Medical  Society  in 
1954. 

Montrose  mourns  doctor 

Montrose  mourns  the  recent  death  of  Fredolph 
G.  Didrickson,  M.D.  Dr.  Didrickson  was  born  in 
1880  and  after  graduation  came  to  Colorado  in 
1902.  He  was  licensed  to  practice  medicine  in  1903 
and  had  been  a member  of  the  Montrose  County 
Medical  Society  ever  since  that  year.  In  1954  he 
was  elected  to  lifetime  emeritus  membership  in 
the  Colorado  State  Medical  Society. 

Death  takes  prominent  ophthalmologist 

Donald  H.  O’Rourke,  M.D.,  of  Denver,  died  on 
December  27,  1959.  Dr.  O’Rourke  was  born  in 
Fort  Wayne,  Indiana,  on  April  15,  1893,  and  at- 
tended high  school  there.  He  took  his  premed 
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training  at  the  University  of  Michigan  and  re- 
ceived his  medical  degree  from  Rush  Medical  Col- 
lege in  Chicago.  He  interned  at  St.  Francis  Hospital 
in  Wichita  and  was  licensed  to  practice  in  Colorado 
in  1923  after  serving  as  a lieutenant  commander 
in  the  U.  S.  Navy.  He  became  a member  of  the 
Colorado  State  Medical  Society  in  1925  and  earned 
an  ophthalmology  degree  from  Colorado  Univer- 
sity. For  his  residency  in  eye  work  he  chose 
Vienna,  where  he  studied  in  1926. 

Dr.  O’Rourke  was  a member  of  the  American 
Academy  of  Ophthalmology,  the  Rotary  Club  and 
the  Denver  Country  Club. 

He  is  survived  by  his  wife,  two  sons,  two 
daughters,  and  two  brothers. 


Thirteenth  Interim  Session 
Montana  Medical  Association 
Western  Life  Insurance  Bldg. 

Helena,  Montana 
February  26-27,  1960 

SCIENTIFIC  SESSIONS 

Friday,  February  26 
Morning 

Presiding  Officer — A.  L.  Vadheim,  Jr.,  M.D.,  Boze- 
man, Montana,  Chairman,  Program  Committee 
9:30 — “Maternal  Mortality  in  Montana,”  Robert  J. 
Casey,  M.D.,  Great  Falls,  Mont.;  David  Fi'idley, 
M.D.,  Helena,  Montana 

10:00 — “Pathologic  Aspects  of  Management  of 
Malignant  Melanomas,”  Volney  W.  Steele,  M.D., 
Bozeman,  Montana 
10:30 — Recess 

10:40 — “Investments  and  Their  Managements,”  Mr. 
Miller  Mathews,  Security  Analyst  and  Trust  In- 


vestment Officer,  Union  Bank  and  Trust  Co., 
Helena,  Montana 

11:10 — “Management  of  Recent  Injuries  and  Acute 
Infections  of  the  Hand,”  Frederick  N.  Reed,  M.D., 
Great  Falls,  Montana 

11:40 — -“Status  of  Surgery  in  Coronary  Heart  Dis- 
ease,” James  W.  Quinn,  M.D.,  Missoula,  Montana 
12:10 — Luncheon 

Afternoon 

Presiding  Officer — Ernest  J.  Eichwald,  M.D.,  Great 
Falls,  Montana,  Vice  Chairman,  Program  Commit- 
tee 

1:30 — Orthopedic  Roundtable  Discussion,  “Frac- 
tures” 

2:00 — “The  Forand  Bill,”  Thomas  Hawkins,  M.D., 
Helena,  Montana 

2:35 — “What  Should  You  Do  for  Your  Tubercular 
Patient?”  Guest  speaker  to  be  announced.  Spon- 
sored by  The  Montana  Trudeau  Society. 

3:30 — Recess 

3:40 — “Diagnosis  and  Management  of  Diaphrag- 
matic Esophageal  Hiatal  Hernia,”  M.  C.  Mabein, 
Jr.,  Billings,  Montana 

4:10 — “Staphylococcus  Phage  Types  With  Refer- 
ence to  Southwestern  Montana,”  John  A.  Newman, 
M.D.,  Butte,  Montana 

Obituaries 

JOHN  KENNEDY  COLMAN 
John  Kennedy  Colman,  M.D.,  Butte,  died  on 
December  19,  1959.  Dr.  Colman  was  born  in  Dun- 
kirk, New  York,  December  31,  1905.  He  received  a 
B.Sc.  degree  from  the  University  of  Michigan  in 
1928,  and  his  M.D.  degree  from  the  University  of 
Michigan  Medical  School  in  1931.  In  1936,  he 
moved  to  Butte  to  engage  in  the  practice  of  ortho- 
pedic surgery.  Dr.  Colman  was  very  interested  in 
all  civic  affairs  and  was  an  active  member  of 
several  important  committees  of  Montana  Medical 
Association. 

EDWIN  MYRON  ADAMS 
Edwin  Myron  Adams,  M.D.,  Red  Lodge,  died 
at  the  Carbon  County  Memorial  Hospital  on  De- 
cember 4 after  a brief  illness.  Dr.  Adams  was 
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IMIAMID 

the  mood  brightener 

makes  the 
cancer  patient 
more  comfortable 


• reduces  impact  of  pain 

• decreases  narcotic 
requirements 

• increases  appetite 

• improves  mental  outlook 


NIAMID  lessens  the  need  for  nar- 
cotics in  the  depressed  cancer 
patient  and  appears  to  potentiate 
pain-relieving  agents.  As  pain  is 
reduced  and  mental  outlook 
improves,  apprehension  and 
depression  are  replaced  by  a 
brighter  and  more  alert  attitude, 
and  appetite  returns.  The  family, 
too,  is  cheered  by  the  improve- 
ment in  the  patient’s  condition. 
With  NIAMID  therapy,  patient 
care  becomes  noticeably  less 
demanding. 


Supply:  NIAMID  (brand  of  nialamide) 
is  available  as  25  mg.  (pink)  and  100 
mg.  (orange)  scored  tablets. 


Complete  references  and  a Professional 
Information  Booklet  giving  detailed  in- 
formation on  NIAMID  are  available  on 
request  from  the  Medical  Department, 
Pfizer  Laboratories,  Division,  Chas. 
Pfizer  & Co.,  Inc.,  Brooklyn  6,  New  York 

NIAMID 

the  mood  brightener 
in  cancer 


Science  for  the  world’s  well-being'^'* 


born  on  August  7,  1882,  in  Hancock,  New  Hamp- 
shire. He  received  his  A.B.  degree  from  the 
University  of  Cincinnati  in  1905,  and  his  M.D. 
degree  from  the  Medical  College  of  Ohio  in  1909. 
Immediately  after  graduation  from  medical  school, 
he  located  in  Red  Lodge  for  the  general  practice 
of  medicine.  Dr.  Adams  served  as  county  physician 
for  many  years  and  was  very  active  in  all  civic 
affairs  in  his  community.  At  the  last  annual  meet- 
ing of  the  Montana  Medical  Association,  Dr.  Adams 
became  a member  of  the  Fifty  Year  Club. 

MAUDE  MARGUERITE  GERDES 

Maude  Marguerite  Gerdes,  M.D.,  Miles  City, 
died  suddenly  on  December  27,  1959,  while  visiting 
relatives  in  Minnesota.  Dr.  Gerdes  was  born  in 
Eureka,  South  Dakota,  on  February  27,  1902.  She 
graduated  from  the  University  of  Minnesota  Med- 
ical School  in  1930. 

Dr.  Gerdes  became  an  instructor  at  the  Uni- 
versity of  Minnesota  Medical  School  in  1937  and, 
in  1938,  joined  the  staff  of  the  U.  S.  Public  Health 
Service.  In  1942,  she  moved  to  Billings  to  engage 
in  the  practice  of  obstetrics  and  gynecology.  She 
discontinued  her  practice  in  1957  to  become  Dis- 
trict Health  Officer  of  the  Big  Horn  and  Treasure 
Counties  Health  Department.  In  1958,  she  became 
a member  of  the  staff  of  the  Gaberson  Clinic,  Miles 
City.  Dr.  Gerdes  was  very  active  in  the  affairs  of 
the  Montana  Medical  Association  and  in  civic  en- 
deavors. 


Newton  Optical 
Company 

GUILD  OPTICIANS 

Catering  to  Medical  Profession  Patronage 

Phone  KEystone  4-8714 
309  1 6th  Street,  Denver 


Don’t  miss 

important  telephone  calls  . . . 

Let  us  act  as  your  secretary  while  you  are  away,  day  or 
night;  our  kindly  voice  conscientiously  tends  your  tele- 
phone business,  accurately  reports  to  you  when  you  return 

TELEPHONE 

CblMOilhbuL 

SERVICE  ^ 

Call  Alpine  5-1414 


Postgraduate  course  on  diseases  of  the  chest 

The  Council  on  Postgraduate  Medical  Educa- 
tion of  the  American  College  of  Chest  Physicians 
will  present  the  13th  annual  postgraduate  course 
on  diseases  of  the  chest  at  the  Sheraton  Hotel, 
Philadelphia,  March  14-18,  1960. 

The  most  recent  advances  in  the  diagnosis  and 
treatment  of  heart  and  lung  diseases,  medical 
and  surgical  aspects,  will  be  presented.  Tuition  for 
this  five-day  course  will  be  $100,  including  round 
table  luncheon  discussions. 

Further  information  may  be  obtained  by  writ- 
ing to  the  Executive  Director,  American  College 
of  Chest  Physicians,  112  East  Chestnut  Street, 
Chicago  11,  Illinois. 

New  Orleans  Graduate  Medical  Assembly 

The  twenty-third  annual  meeting  of  the  New 
Orleans  Graduate  Medical  Assembly  will  be  held 
March  7 through  10  at  the  Roosevelt  Hotel  in  New 
Orleans. 

Guest  speakers  include  outstanding  physicians 
representing  19  specialties.  A clinical  cruise  to  the 
West  Indies  has  been  arranged  following  the  New 
Orleans  meeting. 

For  further  information,  write:  Mannie  D. 
Paine,  Jr.,  M.D.,  The  New  Orleans  Graduate  Medi- 
cal Assembly,  1430  Tulane  Ave.,  Rm.  103,  New 
Orleans  12. 

American  Board  of  Obstetrics 
and  Gynecology 

The  next  scheduled  examinations  (Part  II), 
oral  and  clinical,  for  all  candidates  will  be  con- 
ducted at  the  Edgewater  Beach  Hotel,  Chicago, 
Illinois,  by  the  entire  Board  from  April  11  through 
16,  1960TFormal  notice  of  the  exact  time  of  each 
candidate’s  examination  will  be  sent  him  in  ad- 
vance of  the  examination  dates,  continued  on  page  112 


FOR  MFOICAL  MEN 

now  available  in  Denver's  exclusively 
Medical-Dental  Building  . . . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager. 

KE  4-5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremont  Place  • Denver  2,  Colorado 
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Lysine-Vitamins  Lederle 

help  restore  the  norma!  blood  picture-iron  as  ferric 
pyrophosphate  to  restore  or  maintain  normal  hemogiobin 

boost  appetite  and  energy— vitamins . . . Bi,  Be  and  B: 

upgrade  low-grade  protein— cereals  and  other  low 
protein  favorites  of  children,  upgraded  by  I-Lysine, 
work  with  meat  and  other  top  protein  to  build 
stronger  bodies. 


© 


with  iron 


tdStOS  ^OOdl  Each  daily  cherry- 
flavored  teaspoonful  dose  (5  cc.)  contains: 

I-Lysine  HCi  300  mg. 

Vitamin  B12  Crystalline 25  mcgm. 

Thiamine  HCI  (BJ 10  mg. 

Pyridoxine  HCI  (Be) 5 mg. 

Ferric  Pyrophosphate  (Soluble).  250  mg. 
Iron  (as  Ferric  Pyrophosphate) . 30  mg. 

Sorbitol  3.5  Gm. 

Alcohol 0.75% 

Bottles  of  4 and  16  fl.  oz. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


for  February^  1960 
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immortals  of  Chinese  mythology: 


Ho  Hsien-Ku 


This  gentle  maiden  became  an  immortal  by  her 
unique  diet  of  moonbeams  and  mother-of-pearl 


TODAY... 

this  steroid  of  unsurpassed  safety  and  effectiveness 
holds  an  enduring  place  in  the  medical  armamen- 
tarium 

METIGORTEN 

Meticorten,®  brand  of  prednisone,  5 mg.  tablets. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 

You  will  soon  receive  in  your  mail  a handmade,  four-color 
three-dimensional  figure  of  this  Chinese  Immortal, 
mounted  and  suitable  for  framing. 


Candidates  who  participated  in  the  Part  I ex- 
aminations will  be  notified  of  their  eligibility  for 
the  Part  II  examinations  as  soon  as  possible. 

The  deadline  date  for  the  receipt  of  new  and 
reopened  applications  for  the  1961  examinations 
is  August  1,  1960.  Candidates  are  urged  to  submit 
their  applications  as  soon  as  possible  before  that 
time.  For  further  details,  write:  Robert  L.  Faulk- 
ner, M.D.,  2105  Adelbert  Road,  Cleveland  6,  Ohio. 


Third  Annual  Oklahoma 
Colloquy  on  Advances  in  Medicine 

A program  on  adrenal  steroids  has  been  de- 
veloped for  the  Third  Annual  Oklahoma  Colloquy 
on  Advances  in  Medicine  to  be  held  March  24-26 
at  the  University  of  Oklahoma  Medical  Center, 
Oklahoma  City. 

Fifteen  guest  lecturers  and  13  members  of  the 
Medical  Center  faculty  will  participate. 

Scientific  papers  will  cover  clinical  application 
of  the  steroids  in  endocrinology,  infectious  diseases, 
gastroenterology,  rheumatic  disease,  hematological 
diseases  (including  the  leukemias  and  immuno- 
hematological  disorders),  neoplastic,  collagen,  re- 
nal and  allergic  diseases. 

Others  will  deal  with  the  basic  physiological 
and  biochemical  aspects  of  adrenal  steroids.  The 
pharmacology  and  side  effects  also  will  be  dis- 
cussed. 

In  addition  to  the  general  sessions,  special  in- 
terest meetings  are  planned  in  the  fields  of  medi- 
cine, pediatrics,  surgery  and  basic  science. 

A dinner  meeting  October  25  will  give  regis- 
trants an  opportunity  to  meet  with  the  partici- 
pants informally. 

The  colloquy  was  planned  by  the  Oklahoma 
Medical  Center  Department  of  Medicine  and  Office 
of  Postgraduate  Education  in  collaboration  with 
the  Oklahoma  City  Internists  Association,  Okla- 
homa City  Surgical  Society  and  the  Oklahoma  City 
Pediatric  Society.  Merck  Sharp  & Dohme  is  a 
sponsor. 

Additional  information  may  be  obtained  by 
writing  the  Office  of  Postgraduate  Education,  Uni- 
versity of  Oklahoma  Medical  Center,  801  NE  13, 
Oklahoma  City,  Oklahoma. 


A belated  tribute 

to  some  friends  of  medicine* 

It  has  become  increasingly  evident  during  the 
past  few  years  that  physicians,  both  organized  and 
as  individuals,  cannot  count  on  the  support  of  some 
of  their  professional  colleagues  in  many  types  of 
crisis.  Indeed,  the  only  professional  groups  on 


•From  the  Spokane  County  Medical  Society  Bulletin,  Sep- 
tember, 1958. 
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Tetracycline  Phosphate  Complex  (TETREX®) 

U.S.  PAT.  NO.  2,791,609 

in  the  Therapy  of  PNEUMONIA 


Preferably,  antibiotic  therapy  should  be  based 
on  pretreatment  culture  of  the  offending  patho- 
gen, but  in  bacterial  pneumonia  the  problem  may 
well  be  too  pressing  to  permit  the  required  delay 
of  24  to  48  hours.  A differential  diagnosis  among 
bacterial  pneumonias,  based  on  such  clinical 
grounds  as  speed  of  onset,  sepsis  and  pain  may 
guide  the  choice  of  antibiotic  for  initiation  of 
therapy. 

Should  clinical  judgment  dictate  that  antibi- 
otic therapy  be  started  immediately,  at  the  same 
time  a sputum  sample  or  a subglottic  swab  can  be 
sent  to  the  laboratory  for  culture  and  sensitivity 
studies.  If  tbe  response  to  the  first  antimicrobial 
agent  proves  unsatisfactory,  a reasonable  basis 
for  changing  therapy  will  then  be  at  hand. 

Choosing  the  Antibiotic 

Since  therapy  must  be  started  at  once  for  bac- 
terial pneumonia,  it  is  advisable  to  choose  a 
broad-spectrum  antibiotic  that  quickly  produces 
high  levels  of  active  agent  (e.g.,  tetracycline 
phosphate  complex,  tetrex).  Such  an  antibiotic 
probably  has  the  best  chance  of  controlling  the 
pathogen,  whether  it  be  gram-negative  or  gram- 
positive. And  if  the  laboratory  report  shows  that 
the  invading  organism  is  much  less  sensitive  to 
tetracycline  than  to  other  agents,  the  patient  can 
then  be  changed  to  an  appropriate  antibiotic.  If 
the  difference  in  sensitivity  is  slight,  then  the 
possibility  of  side  effects,  sensitization,  and  tox- 
icity should  be  evaluated  before  changing  therapy 
to  another  antibiotic. 

The  greatest  number  of  bacterial  pneumonias 
are  caused  by  pneumococci,  which  respond  very 
well  to  penicillin,  tetracycline,  and  chloram- 
phenicol. Also,  these  antibiotics  are  usually 
effective  against  the  other  gram-positive  coccal 
pneumonias.  But  penicillin  is  ineffective  against 
the  viral  pneumonias  and  the  gram-negative 
Hemophilus  influenzae  and  Klebsiella  pneu- 
moniae. Although  K.  pneumoniae  causes  only 
about  1 to  2 per  cent  of  pneumonia  cases  on  the 
average,^  these  are  apt  to  be  acute  and  fulmi- 
nating (Friedlander’s  pneumonia),  with  a high 
mortality  rate  if  not  effectively  treated.  Since 
pneumococcal  pneumonia  may  be  difficult  to 
distinguish  clinically  from  Friedlander’s,  except 
by  gram-stained  sputum  smear,  it  may  be  wiser 
to  start  treatment  with  an  agent  also  effectiye 
against  Klebsiella. 

Penicillin,  however,  in  addition  to  having  a 
limited  spectrum,  also  causes  many  minor  and 
some  serious  sensitivity  reactions.  In  a recent 
survey-  it  was  found  that  penicillin  produced 


severe  skin  reaction.  But  most  important  was  the 
observation  that  anaphylactic  shock,  with  a 
fatality  rate  of  about  9 per  cent,  was  tbe  most 
frequent  serious  reaction.  Such  severe  reactions 
are  almost  always  associated  with  parenteral 
administration. 

Tetracycline  is  also  clinically  effective  in  pri- 
mary atypical  pneumonia.^ 

The  tetracyclines  (e.g.,  tetrex)  have  the 
advantage  of  a broad  range  of  antimicrobial 
activity  and  low  toxicity.  And  in  addition,  the 
physician  does  not  have  to  trouble  himself  or  his 
patients  with  repeated  blood  studies  when  he 
prescribes  tetrex.  Minor  reactions  such  as  gas- 
tric upsets  or  mild  skin  rashes  occur  occasionally. 
The  most  serious  side  effects  are  staphylococcal 
and  monilial  overgrowth,  but  these  are  rare  and 
can  be  adequately  controlled. 

No  one  would  deny  that  appropriate  antibiotic 
therapy  has  greatly  reduced  morbidity  and  saved 
many  lives  of  patients  with  bacterial  pneumonia. 
Nevertheless,  general  supportive  measures  in  the 
care  of  patients  remain  important  even  today. 
Especially  in  the  desperately  ill  patient,  antibi- 
otics are  not  considered  as  substitutes  for  the 
individual  evaluation,  clinical  observation  and 
judgment  of  the  physician. 


Some  Micro-organisms  Susceptible^  to 
T etracycline  ( tetkex  ) 

Streptococcus;  Staphylococcus;  Pneumococ- 
cus; Gonococcus;  Meningococcus;  C.  diph- 
theriae;  B.  anthracis;  E.  coli;  Proteus;  A. 
aero  genes;  Ps.  aeruginosa;  K.  pneumoniae; 
Shigella;  Brucella;  P.  tularensis;  H.  influ- 
enzae; T.  pallidum;  Rickettsiae;  Viruses  of 
psittacosis  and  ornithosis,  lymphogranuloma 
inguinale,  primary  atypical  pneumonia;  E. 
histolytica ; D.  granulomatosis. 

a Some  strains  are  not  susceptible. 

b Table  adapted  from  Goodman,  L,  S.,  and  Gilman,  A.  t 
The  Pharmaceutical  Basis  of  Therapeutics.  2nd  edition. 
New  York,  The  Macmillan  Co.,  1956,  pp.  1322-1323. 


References:  1.  Wood,  W.  E.,  Jr.:  In:  A Textbook  of  Medicine. 
Edited  by  Cecil,  R.  L.,  and  Loeb,  R.  F.,  9th  edition,  Philadelphia, 
W.  B,  Saunders  Co.,  1955,  p.  145.  2.  Welch,  H.;  Lewis,  C.  H.; 
Weinstein,  H.  1.,  and  Boeckman,  B.  B. : Severe  reactions  to  anti- 
biotics. A nationwide  survey.  Antibiotic  Med.  & Clin.  Ther.  4:800 
(Dec.)  1957.  3.  Keefer,  C.  S. : The  choice  of  an  anti-infective 
agent.  In:  Drugs  of  Choice,  1958-1959.  Edited  by  Waller  Modell, 
St.  Louis,  The  C.  V.  Mosby  Co.,  1958,  p.  135. 

BRISTOL  LABORATORIES  INC.,  SYRACUSE,  NEW  YORK 
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whom  the  ordinary  physicians  feel  they  can  in- 
variably count  are  the  pharmacists  and  the  clergy. 
This  brief  article  is  an  attempt  to  remind  the 
medical  profession  of  another  group  who  are  stead- 
ily becoming  among  the  most  enthusiastic  sup- 
porters of  individual  physicians  and  the  private 
practice  of  medicine  in  the  United  States  today. 

The  funeral  directors,  morticians  or  under- 
takers, as  they  are  more  commonly  called,  have 
progressed  a long  way  towards  professional  status 
from  the  days  when  undertaking  was  a sideline 
in  a local  furniture  establishment  or  worse,  a 
carpentry  shop.  This  commercial  heritage  has  left 
the  funeral  director  with  a somewhat  more  busi- 


ness-like approach  to  his  profession  than  the 
physician  is  supposed  to  have,  but  the  funeral 
director  has  accepted  so  many  responsibilities, 
both  private  and  public,  that  he  has  long  since 
attained  professional  status. 

It  would  be  well  for  us  to  mention  here  that 
the  average  funeral  director  has  gradually  accept- 
ed more  and  more  of  the  role  of  comforting  a 
family  in  its  bereavement  and  indeed,  he  probably 
stands  next  to  the  family’s  pastor  in  this  particular 
function,  having  in  this  respect  often  replaced 
completely  a function  which  the  historical  “family 
doctor”  formerly  provided  for  the  patient’s  family. 
Many  funeral  directors  insist  that  this  is  the  most 

continued  on  page  118 


CAMBY 


SKyline  6-3651 


Camhy  says:  ‘‘CAMBRIDGE  DAIRY  HAS  BEEN  PRODUCING 
QUALITY  MILK  FOR  DENVER  BABIES  SINCE  1892” 


690  So.  Colorado  Blvd.  We  Invite  Your  Inspection  and  Appreciate  Your  Recommendation 
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Our  Prescription 
for  a Happy 

Q[i][!D[i]|i]D 


You’ll  find  Reno  to  be  a 
real  tonic  when  you  stay  at 
Newt  Crumley’s  Holiday  Hotel, 

Reno’s  newest  and  finest.  The  Holiday 
offers  beautiful  sundeck  rooms  at  modest 
prices . . . superb  dining . . . exciting,  nationally 
known  entertainers. . .the  unique  Comstock 
Lounge... and  a seven-month  pheasant 
season — no  license,  no  limit — on  a 
1,000  acre  private  preserve. 

Enjoy  Reno  as  you  never  have 
before ...  at  the  Holiday 
Gateway  to  the  1960 
Winter  Olympics. 


J^ewt  Crumley's 


m 'Downtown  Keno 
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THE  FINE  NEW  ELECTROCARDIOQRAFH 


THE  Versatile  electrocardiograph 


The  “Versa-Scribe”  is  a completely  new 
instrument  offering  features  of  conven- 
ience, superior  performance  and  versa- 
tility not  now  available  in  any  other 
portable  direct-writing  Electrocardio- 
graph. 

Use  of  the  most  modern  electronic 
techniques,  including  transistors  and 
printed  circuits,  combined  with  the 


craftsmanship  of  skilled  instrument 
makers  of  long  experience,  has  not  only 
made  possible  a superior  performing 
electrocardiograph,  but  one  possessing 
fine  appearance,  small  size  (5^"  x 
X 17"),  and  low  weight— 20  pounds. 

Send  for  literature  or  a demonstra- 
tion, Doctor.  The  “Versa-Scribe”  will 
be  your  “electrocardiograph  of  choice.” 


CAMBRIDGE 
ALSO  MAKES 

the  “Simpli-Scribe"  Direct 
Writing  Electrocardiograph 
shown,  the  “Simpli-Trol” 

Portable  Model,  Multi- 
Channel  Recorders,  Pulmo- 
nary Function  Tester,  Oper- 
ating Room  Cardioscopes, 

Educational  Cardioscopes, 

Electrokymographs,  Ple- 
thysmographs.  Amplifying  Stethoscopes,  Research 
pH  Meters,  Automatic  Continuous  Blood  Pressure 
Recorders  and  Instruments  for  Measuring  Radio- 
activity. 


CAMBRIDGE  INSTRUMENT  CO.,  Inc. 

3713  Grand  Centrat  TerminaS,  New  York  17,  N.  Y. 

Cleveland  15,  Ohio,  1720  Euclid  Avenue 
Detroit  2,  Mich.,  7410  Woodward  Avenue 
Ook  Pork,  111.,  6605  West  North  Avenue 
Philadelphia  4,  Pa.,  135  South  36th  Street 
Silver  Spring,  Md.,  933  Gist  Avenue 

PIONEER  MANUFACTURERS  OF  THE  ELECTROCARDIOGRAPH 


CAMBRIDGE 

ELECTRO  C ARD I O GR  A P H S 


1903-1960 


a 
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WE  SERVICE  WHAT  WE  SELL 


Geo.  Berbert  & Sons,  Inc. 

1717  Logan  Street  Telephone  ALpine  5-0408 

DENVER  3,  COLORADO 


new  concept 

for  chronic  constipation.. 

and.  especially  that  associated 
with  the  Irritable  bowel  syndrome 


DECHOTYL 

TKABLETS 


safe,  gentle  transition 
to  normal  bowel  function 


Dechotyl  provides  gentle  stimulation  of  the  bowel  and  helps  restore  normal  con- 
sistency of  the  intestinal  contents  to  gradually  re-establish  normal  bowel  function 
in  your  chronically  constipated  patients. 

THE  KATIONALE  of  Dechotyl  is  based  on  an  effective  combination  of 
therapeutic  agents: 

Decholin®,  dehydrocholic  acid,  Ames,  (200  mg.),  the  most  potent  hydro- 
choleretic  available,  is  a chemically  pure  bile  acid  and  has  been  used  effectively 
in  the  treatment  of  biliary  tract  disorders  for  many  years.  It  produces  an  increased 
flow  of  thin  bile  which  helps  to  lower  surface  tension  of  intestinal  fluids,  promotes 
emulsification  and  absorption  of  fats  and  mildly  stimulates  intestinal  peristalsis. 
Desoxycholic  Acid  (50  mg.),  a choleretic,  also  is  a chemically  pure  bile  acid  and 
stimulates  an  increased  flow  of  bile,  lowers  surface  tension  and  stimulates  peristal- 
sis. By  emulsifying  fat  globules,  desoxycholic  acid  aids  the  digestive  action  of  the 
fat-splitting  enzyme,  lipase.  Decholin  and  desoxycholic  acid  thus  favorably  influ- 
ence the  constitution  and  the  movement  of  the  intestinal  contents. 

Dioctyl  Sodium  Sulfosuccinate  (50  mg.)  is  a wetting  agent  which  lowers  sur- 
face tension  and  aids  the  penetration  of  intestinal  fluids  into  the  fecal  mass,  provid- 
ing a moist  stool  of  normal  consistency. 

EFFEBTIYE s Bile  influences  the  constitution  as  well  as  the  movement  of  the 
intestinal  contents.  The  ingredients  of  major  importance  are  Decholin  and  desoxy- 
cholic  acid  which  increase  the  flow  of  bile,  lower  surface  tension,  promote  emul- 
sification and  absorption  of  fats  and  mildly  stimulate  intestinal  peristalsis.  With 
dioctyl  sodium  sulfosuccinate,  a good  therapeutic  effect  can  be  obtained  without 
the  danger  of  toxicity  or  decreasing  effectiveness  even  when  used  regularly. 

SAFES  Clinical  evidence  indicates  that  the  constituents  of  Dechotyl  cause  no 
systemic  sensitivity,  drug  accumulation,  habituation  or  interference  with  nutrition. 
Orally,  in  therapeutic  amounts,  Dechotyl  is  without  significant  toxic  effect.  The 
only  side  effect  following  oral  administration  is  diarrhea  if  the  dosage  is  excessive. 
Dosssg0S  Average  adult  dose  — Tv/o  Trablets*  at  bedtime.  Some  individuals  initially 
may  require  1 to  2 Trablets  three  or  four  times  daily.  Contraindications:  Biliary  tract 
obstruction;  acute  hepatitis. 

Trablets,*  coated,  yellow,  trapezoid-shaped;  bottles  of  100. 


*T.M.  for  Ames  trapezoid-shaped  tablet. 
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Organization  cont.  from  page  114 


important  single  service  which  they  render,  and 
it  certainly  should  be  said  that  it  is  the  one  most 
often  appreciated  by  the  family. 

Another  service  which  the  funeral  director  pro- 
vides for  the  average  family  is  a source  of  tem- 
porary funds  in  cases  of  emergency.  Few  profes- 
sional or  businessmen  realize  the  huge  cash  out- 
lays that  the  average  funeral  director  makes  in 
advance  for  a funeral  in  purchasing  services  which 
must  be  paid  for  immediately,  since  it  is  very 
unusual  for  a funeral  director  to  be  paid  in  ad- 
vance. Even  at  the  time  of  the  funeral,  he  often 
has  very  large  accounts  receivable  and  often  ad- 
vances relatively  large  sums  of  money  to  families 
for  transportation  and  similar  expenses  incurred 
in  association  with  a death.  Allow  me  to  stress 
that  this  particular  type  of  accounts  receivable 
differs  from  that  of  the  physician,  attorney,  min- 
ister or  other  professional  person  in  that  it  repre- 
sents actual  capital  that  must  be  spent,  rather 
than  service  performed,  for  which  eventual  pay- 
ment will  probably  be  made. 

It  is  customary  in  this  day  and  age  to  criticize 
the  mortuary  profession  for  the  lavish  institutions 
and  vehicles  which  they  maintain  and  for  excessive 
costs  of  such  important  and  expensive  items  as 
caskets,  funeral  plots,  etc.  This  is  no  more  fair 
than  criticizing  General  Motors  for  building  Cadil- 


“Tranquilizers — ^Why?" 


lacs  or  criticizing  modern  hospitals  for  having 
private  rooms  rather  than  wards.  These  are  serv- 
ices which  the  public  demands  and  for  which  the 
public  is  prepared  to  pay.  Those  families  who  are 
most  intent  on  having  relatively  inexpensive  fu- 
nerals can  obtain  them.  However,  this  is  not  an 
essay  in  defense  of  the  commercial  aspects  of 
mortuary  science  but  rather,  one  to  remind  the 
physicians  of  the  value  of  the  friendship  of  its 

continued  on  page  123 
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,..in  fact,  that’s  the  only  condition  under 
which  City  Park-Brookridge  milk  is  produced. 

Our  modern  equipped  laboratory 
continually  runs  Babcock,  bacteria  and 
contamination  tests  on  the  milk.  Butterfat  tests 
are  taken  to  maintain  consistent  quality 
on  all  milk.  You  can  be  sure. ..milk  from 
City  Park-Brookridge  Farm  is  premium 
quality  at  its  best. 

Office  and  Plant,  5512  Leetsdale  Drive 


• Farm,  Brighton,  Colorado 
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The  impression  that  TAO  Is  an  unusually  active  antibiotic 
has  steadily  gained  recognition  by  impressive  clinical  per- 
formance. Now  come  reports  of  in  viva  and  in  vitro  biological 
and  biochemica!  evaluations  that  show  TAO  to  be  indeed 
unique.'*^ 

TAO  differs  from  other  antibiotics  in  that  it  is  metabolized  to 
multiple  active  compounds  which  remain  active  throughout 
their  presence  in  the  body.  These  7 derivatives  (in  addition 
to  TAO)  show  activity  against  common  Gram-positive  patho- 
gens, including  resistant  strains  of  Staph,  aureus. 

In  light  of  these  findings,  take  another  look  at  TAO  perform- 
ance: * 92%  success  in  published  cases  of  Gram-positive 
respiratory,  skin,  soft  tissue  and  genitourinary  infection 

• Effective  against  78%  of  64  “antibiotic-resistant”  epi- 
demic staphylococci.  (In  the  same  study,  chloramphenicol 
was  active  against  52%;  erythromycin  against  only  25%)’ 

• No  side  effects  in  94%;  infrequent  reactions  mild  and 
easily  reversed  • Quickly  absorbed  • Highly  palatable. 

Sound  reasons  to:  Start  with  TAO  to  end  9 out  of  10  common 
Gram-positive  infections. 

Sappifed:  TAO  Capsules— 250  mg.,  and  125  mg.,  bottles  of  60. 
TA@  fir  Ora!  Susptnsiin  — 125  mg.  per  tsp.  (5  cc.)  when  re- 
constituted; unysualSy  palatable  cherry  flavor;  60  cc.  bottle. 
Prescription  only. 

Other  TAO  forms  avallablii  TAO  Pediatric  Craps;  flavorful,  easy 
to  administer.  TAi*-AC!  TAO  analgesic,  antihistaminic  com- 
pound. TAOmo®:  TAO  with  triple  sulfas.  Intramuseilar  or  Intra- 
venwss  in  clinical  imsrgeiicies.  Prescription  only. 


1.  English,  A.  R.,  and  McBride,  T;  J.:  Pros.  Soc.  Exper.  Biol.  & 
Med.  100:880  (Apr.)  1959.  2.  Celmer,  W.  D.:  Antibiotics  Annual 
1958-1959,  New  York,  Medical  Encyclopedia,  Inc.,  1959,  p.  277. 
3.  English,  A.  R.,  and  Fink,  F.  C.:  Antibiotics  & Chemother. 
8:420  (Aug.)  1958. 
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MANY  CANCERS  ARE  CURABLE  . . . NOW.  These  are 
words  of  hope  for  the  thousands  of  cancer  patients  who  see 
their  physicians  in  time. 

Tremendous  gains  can  be  made . . . now ...  in  three  of  the  most 
common  cancer  sites : breast,  cervix,  rectum.  The  annual  health 
checkup  can  often  detect  early  cancers  in  these  sites  at  a time 
when  presently  available  methods  of  treatment  can  effect  many 
more  cures  than  are  being  achieved  today. 

The  American  Cancer  Society,  therefore,  in  its  broad  public 
education  program,  emphasizes  the  importance  of  annual 
physical  examinations  for  all  adults. 

Together  an  alerted  public  and  the  medical  profession  can  win 
a major  victory  over  cancer . . . now. 

fiiEilCil  CilCEi  SiCIETf 
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WHEN 
THE  PATIENT 
WITHOUT 
ORGANIC  DISEASE 
COMPLAINS  OF 


CONSIDER 


NEOCHOLAN^ 


chronic  constipation, 
flatulence,  belching, 
intestinal  atony, 
indigestion-^^ 


biliary  dysfunction  and  NEOCHOiAN 


Your  patient  will  often  respond  promptly  to  Neocholan  therapy.  It  greatly  increases  the  flow  of 
thin,  nonviscid  bile  and  corrects  biliary  stasis  by  flushing  the  biliary  system.  It  also  relaxes  intesti- 
nal spasm,  resulting  in  an  unimpeded  flow  of  bile  and  pancreatic  juice  into  the  small  intestine. 
Neocholan  helps  to  promote  proper  digestion  and  absorption  of  nutrients.  It  also  encourages 
normal  peristalsis  by  restoring  intestinal  tone. 


Each  Neocholan  tablet  provides: 
Dehydrochioric  Acid  Compound,  P-M  Co. 
265  mg.  (Dehydrochioric  Acid,  250  mg.); 
Homatropine  methylbromide  1.2  mg.;Pheno- 
barbital  8.0  mg. 

Supplied  in  bottles  of  100  tablets. 


PITMAN-MOORE  COMPANY 
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Poliomyelitis  -Diphtheria-Pertussis  -Tetanus 


PEDI -ANTICS 
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V tetravax 

WOULDN'T 
I HAVE  BEEN 
\ INVENTED, 


TETRAVAX 

DIPHTHERIA  AND  TETANUS  TOXOIDS  WITH  PERTUSSIS  AND  POLIOMYELITIS  VACCINES 


now  you  can  immunize  against  more  diseases... with  fewer  injections 


Dose:  1 cc. 

Supplied:  9 cc.  vials  in  clear  plastic  cartons.  Pack- 
age circular  and  material  in  vial  can  be  examined 
without  damaging  carton.  Expiration  date  is 
on  vial  for  checking  even  if  carton  is  discarded. 


For  additional  information,  write  Professional  Services,  Merck  Sharp  & Dohme,  West  Point,  Pa. 


MERCK  SHARP  & DOHME, 


TETRAVAX  IS  A TRADEMARK  OF  MERCK  & CO,,  INC. 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 
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practitioners.  On  the  organized  side,  the  funeral 
director’s  professional  lobbies  have  been  the  most 
consistent  opposers  of  socialism  in  any  form  that 
have  been  found  in  the  local  state  legislatures. 
(And  their  lobbyists  have  such  a good  reputation 
for  doing  well  for  themselves  that  organized  medi- 
cine might  do  well  to  study  their  methods  to  learn 
a few  pointers  in  this  indelicate  art.) 

Perhaps  only  the  family’s  pastor  is  invited  to 
help  more  than  the  funeral  director  at  the  time  of 
bereavement  of  a family.  It  will  be  recalled,  prob- 
ably with  considerable  bitterness  by  most  physi- 
cians, that  bereavement  is  often  associated  with 
feelings  of  self-guilt  or  occasionally  supplanted  by 
feelings  of  hostility  towards  the  physician  who 
was  unable  to  master  the  disease  process.  Most  of 
the  professional  funeral  directors  will  make  a real 
point  of  assuaging  any  overt  or  latent  hostility 
towards  the  physician  at  every  opportunity  during 
an  interview.  They  do  this  as  a result  of  enlight- 
ened self-interest,  since  a person  who  is  openly 
dissatisfied  with  one  professional  individual  may 
well  express  dissatisfaction  regarding  the  funeral. 
A family  who  can  at  this  point  be  brought  to  a 
realization  of  the  imperfections  of  the  human  body, 
also  realizes  the  imperfections  of  human  institu- 
tions, and  is  more  willing  to  accept  the  world  as  it 
is.  This,  of  course,  is  a very  major  problem  among 
the  numerous  malcontents  of  our  present  genera- 
tion. 

In  addition  to  the  assistance  which  physicians 
receive  in  association  with  the  management  of  a 
family  during  the  time  of  bereavement,  there  are 
two  technical  aspects  of  medicine  in  which  the 
funeral  director’s  assistance  is  indispensable.  The 
first  of  these  is  the  service  which  the  funeral  di- 
rectors have  undertaken  in  the  preparation  of 
death  certificates.  Although  this  responsibility  has 
been  placed  upon  them  by  the  state,  it  would 
seem  that  they  have  accepted  it  voluntarily  and 
that  they  might  be  able  to  reverse  this  responsi- 
bility if  the  burden  ever  becomes  too  difficult  to 
bear.  Ordinarily  the  funeral  director  personally 
sees  to  it  that  the  physician  has  signed  a death 
certificate  before  the  body  is  buried.  This  is  not 
always  an  easy  responsibility.  Occasionally  a physi- 
cian cannot  be  located.  More  often  the  physician 
can  be  located  but  is  extremely  busy  with  his 
practice  and  is  hard  actually  to  see  or  visit.  In 
rare  instances  it  has  been  necessary  to  bother  the 
physician  at  his  home  in  order  to  obtain  the  certi- 
ficate. Occasionally  a physician  is  even  so  callous 
in  regard  to  this  responsibility  that  he  has  been 
known  to  leave  town  before  the  death  certificate 
is  signed,  and  in  such  a case  of  crass  negligence  as 
this,  it  is  only  the  mercy  of  the  funeral  director 
and  coroner  or  one  of  the  physician’s  professional 
colleagues  that  keeps  him  out  of  very  serious 
trouble  with  the  state. 

It  should  be  noted  that  occasionally  funeral 
directors  are  made  to  wait  in  physicians’  offices 
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in  a Sanitary  Roll 


• PRE-POWDERED 

• CONVENIENT  5 FINGER  STYLE 

• SANITARY  BOX,  TEAR-OFF  EDGE 
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Here  is  a new  better,  disposable  examining  glove 
— in  a convenient,  sanitary  tear-off  dispenser. 
Each  glove  protected  by  sterile  wrapping.  Pull  out 
one  glove  and  tear  off.  The  handy  roll  dispenser 
keeps  the  rest  of  the  roll  sanitary  and  ready  for  use. 
New  sensi-touch  disposable  examining  gloves  are 
made  of  clear  vinyl  plastic,  pre-powdered  and 
purified  by  Ultra  Violet  ray.  The  five-fingered  style 
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for  long  periods  of  time  before  they  can  even  see 
the  physician  to  obtain  a death  certificate.  This  is 
most  often  the  fault  of  the  physician’s  office  as- 
sistant rather  than  the  physician  himself  but  such 
oversights  should  be  corrected.  My  work  as  a 
pathologist  makes  me  far  more  aware  and  far 
more  impressed  by  the  willingness  of  most  modern 
funeral  directors  to  encourage  the  advancement  of 
medical  science  by  assisting  with  the  obtaining  of 
autopsy  permits  than,  perhaps,  is  the  average 
physician. 

The  professional  funeral  director  realizes  that 
the  physician’s  knowledge  of  medicine  will  be 
greatly  helped  by  postmortem  examination,  in 
those  patients  in  whom  therapy  is  a failure.  It  is 
a sign  of  the  real  sacrifice  which  is  expected  of 


a 
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combination 

for 

appetite  suppression 

meprobamate  plus  d-ampbetamine 


. . . suppresses  appetite  . . . elevates  mood 
. . . reduces  tension  . . . without  insomnia, 
overstimulation,  or  barbiturate  hangover. 


Eoch  coated  toblet  (pink)  confoins:  meprobomate,  400  mg.;  d-omphetomine  suKole,  5 mg. 
Doioge:  One  tablet  one-holf  to  one  hour  before  each  meol. 

LEDERLE  LABORATORIES 

A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


(and  assumed  by)  professional  people  that  funeral 
directors  will  rearrange  their  own  time  schedules, 
delay  their  technical  preparation  of  the  body,  and 
deliver  bodies  over  relatively  long  distances  (which 
costs  them  at  least  20  cents  per  mile)  in  order  to 
assist  the  performance  of  an  autopsy.  When  ap- 
proached by  a physician  who  needs  assistance, 
most  will  do  everything  in  their  power  to  urge 
a family  to  permit  a postmortem  examination. 
Without  question,  this  assistance  has  increased  the 
autopsy  rate  in  our  community  by  at  least  10  per 
cent  and  probably  considerably  more. 

Some  of  the  surgical  branches  of  medicine  had 
scarcely  achieved  professional  status  in  some  parts 
of  Europe  even  as  late  as  the  end  of  the  18th 
century.  I fear  that  some  of  us  have  been  rather 
tardy  and  grudging  about  recognizing  the  profes- 
sional status  of  many  of  our  co-workers  in  medi- 
cine such  as  nurses,  medical  technologists,  dieti- 
cians, various  types  of  therapists,  and  so  forth.  It 
would  behoove  the  medical  profession  to  keep  in 
mind  that  many  segments  of  our  modern  and  com- 
plex society  are  striving  for  or  have  achieved  pro- 
fessional status  through  their  assumption  of  the 
responsibilities  for  making  our  institutions  work, 
and  we  should  be  among  the  first  to  welcome  them 
when  we  see  such  clear  evidence  as  we  do  among 
those  who  practice  mortuary  science. 

John  D.  MacCarthy,  M.D., 

Associate  Director  of  Pathological 
Laboratories,  Sacred  Heart  Hospital, 
Spokane,  Wash. 


Frigid  fun  in  the  Far  North 

Entertainment  at  the  Alaska  State  Medical 
Association  meeting  in  Anchorage,  February  18-20, 
runs  to  the  somewhat  novel  side  . . . novel  at  least 
to  the  medical  fraternity  in  more  southern  climes. 

The  meeting  coincides  with  the  annual  Fur 
Rendezvous  which  features  dog  sled  races,  Eskimo 
dances,  Eskimo  blanket  tosses,  etc. 

On  the  more  serious  side,  the  Association  has 
planned  an  excellent  scientific  program  for  its 
afternoon  sessions. 
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When  blood  pressure  must  come  down 


When  you  see  symptoms  of  hypertension  such  as  dizziness,  headache,  and  fainting  your  patient  is 
a candidate  for  Serpasii-Apresoline.  Even  when  single-drug  therapy  fails,  Serpasil-ApresoHne  fre- 
quently can  bring  blood  pressure  down  to  near-normal  levels,  reduce  rapid  heart  rate,  allay  anxiety. 


SOPPLIE0:  Tablets  #2  (standard-strength,  scored),  each  containing  0.2  mg.  Serpasi!  and  50  mg.  Apresoiine  hydro- 
chloride: Tablets  #1  (half-strength,  scored),  each  containing  0.1  mg.  Serpasii  and  25  mg.  Apresoline  hydrochloride. 


hydrochloride  (reserpine  and  hydralazine  hydrochloride  ciba) 
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reaches 

all  nasal  and  paranasal 

membranes 

systemically^ 

Pharmacologically  balanced  formula 
for  prompt  symptomatic  relief 

• in  nasal  and  paranasal  congestion 

• in  sinusitis  and  postnasal  drip 

• in  allergic  reactions  of  the 
upper  respiratory  tract 

Triaminic^'^  is  safer  and  more 
effective  than  topical  medication 

• transported  systemically  to 
all  respiratory  membranes 

• provides  longer-lasting  relief 

• presents  no  problem  of 
rebound  congestion 

• avoids  “nose  drop  addiction” 

Relief  is  prompt  and  prolonged  because 
of  this  special  timed-release  action: 

Urn  — the  outer  layer 
dissolves  within 
minutes  to  produce 
3 to  4 hours  of  relief 

them  — the  core 
disintegrates  to  give  3 to 
4 more  hours  of  relief 


'Each  Triaminic  timed-release  Tablet  provides: 


Phenylpropanolamine  HCl 50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


Dosage:  1 tablet  in  the  morning,  midafternoon  and  at 
bedtime.  In  postnasal  drip,  1 tablet  at  bedtime  is  usu- 
ally sufficient. 

Each  timed-release  Triaminic  Juvelet®  provides:  Vz  the 
formulation  of  the  Triaminic  Tablet. 

Dosage:  1 Juvelet  in  the  morning,  midafternoon  and 
at  bedtime. 

Each  tsp.  (5  ml.)  of  Triaminic  Syrup  provides:  % the 
formulation  of  the  Triaminic  Tablet. 

Dosage  (to  be  administered  every  3 or  4 hours)  : 
Adults  — 1 or  2 tsp.;  Children  6 to  12  — \ tsp.;  Chil- 
dren 1 to  6 — Ve  tsp.;  Children  under  I — M tsp. 

1.  Fabricant,  N.  D. : E.E.N.T.  Monthly  37:460  (July)  195$. 

2.  Lhotka,  F.  M. : Illinois  M.  J.:  JI2:259  (Dec.)  1957. 

3.  Farmer,  D.  F. : Clin.  Med.  5:1183  (Sept.)  1958. 


the  leading  oral  nasal  decongestant . 

Triaminic' 

timed-release  tablets  and  juvelets 
also  non-alcoholic,  fruit-flavored  syrup 

SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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solutions,  and 
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of  administration 
equipment, . . supported 
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■ safe . . . even  for  prolonged  use  in  chronic  cases 


low  back 
pain 

bursitis 

strains 
and  sprains 

traumatic 

conditions 

arthritis 

myalgias 


SOMA  RELIEVES  PAIN  in  a unique  way  by  modifying  central  perception  of  pain 
without  abolishing  natural  defense  reflexes. 

SOMA  RELAXES  MUSCLE  SPASM  . . . approximately  8 times  more  potent  than 
meprobamate  or  mephenesin. 


PHYSICIANS’ 

REPORTS:  "Marked  pain-relieving  effects  of  the  new  drug  [Soma]  were  seen  in  con- 

ditions involving  muscle  spasm  and  stiffness,  whether  acute  or  chronic. 
Relief  from  pain  was  usually  rapid  and  sometimes  dramatic.”  (90  patients.) 
Kuge,  T.:  Submitted  for  publication. 

"In  86  percent  of  the  patients  there  were  excellent  or  good  results.  . . . 
Relief  of  pain  was  noted  by  the  patients’  statements,  by  the  diminished 
need  for  analgesic  drugs,  and  by  improved  sleep.”  (154  patients.) 

Wein,  A.  B.:  The  Use  of  Carisoprodol  in  Orthopedic  Surgery  and  Rehabilitation.  Proceed- 
ings of  the  Symposium  on  The  Pharmacology  and  Clinical  Usefulness  of  Carisoprodol. 
Wayne  State  University  Press,  Detroit,  1959,  p.  156. 

In  a double-blind  study.  Soma  was  reported  to  be  "clinically  effective  to 
a highly  significant  degree.”  (92  patients.) 

Cooper,  C.  D.,  and  Epstein,  J.  H.:  The  Clinical  Evaluation  of  Carisoprodol  by  a double- 
blind  technique.  Ibid.  p.  97. 


Notable  sayetj—extremely  low  toxicity;  no  known  contraindications;  side  effects 
are  rare;  drowsiness  may  occur,  usually  at  higher  dosage 

Rapid  action — starts  to  act  quickly 

Sustained  effect — relief  lasts  up  to  6 hours 


Supplied — as  white,  coated,  350  mg.  tablets,  bottles  of  50. 

Also  available  for  pediatric  use:  250  mg.  orange  capsules,  bottles  of  50. 
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New  hooks  received 

New  hooks  received  are  acknowledged  in  this 
section.  From  these,  selections  will  he  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  he  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 

Lymphocytes  and  Mast  Cells:  By  M.  A.  Kelsall,  Ph.D.,  and 
E.  D.  Crabb,  Ph.D.  Baltimore,  Williams  & Wilkins,  1959.  399  p. 
Price:  $8.00. 

Christopher’s  Minor  Surgery:  Edited  by  Alton  Ochsner,  M.D., 
and  M.  E.  Debakey,  M.D.  8th  edition.  Philadelphia,  W.  B. 
Saunders  Co.,  1959.  539  p.  Price:  $10.50. 

Symposium  on  Glaucoma:  Edited  by  W.  B.  Clark,  M.D.  St. 
Louis,  C.  V.  Mosby  Co.,  1959.  314  p.  Price:  $13.50. 


Book  reviews 

Anesthesia  for  Infants  and  Children:  By  Robert  M.  Smith, 
M.D.  St.  Louis,  C.  V.  Mosby  Co.,  1959.  418  p.  Price:  $12.00. 

On  the  title  page  following  Dr.  Smith’s  name 
is  the  notation,  “Anesthesiologist,  The  Children’s 
Medical  Center,  Boston,  Mass.’’  This  book,  appar- 
ently, is  a reflection  of  his  experience  there,  and 
particularly  of  a critical  study  of  over  10,000  pedi- 


atric anesthetic  procedures  performed  during  the 
years  1954,  1955,  and  1956. 

His  opening  chapters  review,  excellently,  the 
present  day  concepts  of  the  physiology  of  the  new- 
born and  infants,  emphasizing  the  physiological 
differences  between  the  very  young  and  adults. 
Next  he  considers  the  psychological  preparation 
of  the  small  patients,  preoperative  medication, 
equipment  and  technics.  He  covers,  as  special 
problems,  the  use  of  relaxants,  hypotension,  hypo- 
thermia and  anesthesia  for  infants  under  one  year 
of  age.  In  covering  anesthesia  for  various  surgical 
specialties,  he  discusses  advanced  technics  for 
modern  cardiac  surgery  in  some  detail.  Medical 
diseases  of  import  to  anesthesia  but  not  related 
necessarily  to  surgical  diseases  are  discussed,  also 
complications,  oxygen  therapy,  and  respiratory  re- 
suscitation. He  has  included  a clear  summary  of 
the  recognition  and  treatment  of  electrolyte  and 
water  balance  problems.  He  concludes  his  work 
with  a statistical  study  of  some  10,000  cases,  and 
a discourse  upon  the  legal  aspects  of  pediatric 
anesthesia. 

The  reviewer  was  impressed  with  two  aspects 
of  Dr.  Smith’s  philosophy  of  pediatric  anesthesia. 
First,  in  the  very  young  and  newborn,  he  considers 
adequate  ventilation  a critical  factor,  and  his  tech- 
nics are  designed  with  that  problem  in  mind.  As 
patients  become  older,  ventilation  becomes  rela- 
tively less  critical  and  technics  begin  to  approach 
those  for  adults.  Secondly,  his  preferences  of  tech- 
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nics  are  not  those  which  require  unusually  high 
skill,  but  rather  are  those  which  any  well  trained 
anesthesiologist  can  use  readily  and  effectively. 
He  may  describe  several  technics  for  a given 
problem,  but  he  elaborates  on  the  technic  he  be- 
lieves to  be  most  practicable. 

His  material  is  up-to-date,  pertinent,  and  easily 
readable.  Some  chapters  may  seem  repetitive  as 
one  reads  from  cover  to  cover,  but  this  is  delib- 
erate, so  that  an  individual  using  the  book  for 
reference  will  find  a subject  complete  within  one 
chapter.  Each  chapter  is  supplemented  with  refer- 
ences. In  the  opinion  of  the  reviewer,  Dr.  Smith’s 
book  is  a valuable  adjunct  to  any  anesthesiological 
library.  Joseph  W.  Freeman,  M.D. 

The  Doctor  Business;  By  Richard  Carter.  Garden  City,  Double- 
day & Co.,  Inc.,  1958.  283  p.  Price:  $4.00. 

Richard  Carter  is  a seasoned  reporter  and 
medical  writer,  and  a recent  recipient  of  the 
George  Polk  award  for,  journalism.  “The  Doctor 
Business”  was  written  after  seven  years  of  re- 
search and  hundreds  of  interviews  with  physi- 
cians of  every  persuasion,  patients,  health  admin- 
istrators, medical  educators,  medical  journalists, 
and  functionaries  of  organized  medicine  through- 
out the  United  States.  Mr.  Carter  discusses  all 
aspects  of  organized  medicine  from  the  fee  charged 
by  the  physician  who  administered  oxygen  to 
Benny  Hooper,  the  small  boy  who  fell  in  a Long 
Island  well,  to  our  own  case  in  Trinidad,  Colorado. 
The  book  deals  mainly  with  the  economics  of 
medical  service  in  the  United  States,  and  Mr. 
Carter  feels  that  the  solution  to  this  great  problem 
is  the  complete  socialization  of  medicine.  I do  not 
agree  with  Mr.  Carter’s  conclusions,  but  I recom- 
mend this  book  to  every  physician  in  private  prac- 
tice in  order  to  acquaint  himself  with  what  the 
general  public  is  reading  about  organized  medicine. 

Dale  B.  Hylton,  M.D. 

Preventive  Medicine;  Principles  of  Prevention  in  the  Occur- 
rence and  Progression  of  Disease:  Edited  by  Herman  E.  Hille- 
boe,  M.D.,  and  Granville  W.  Larimore,  M.D.  Philadelphia, 
W.  B.  Saunders  Co.,  1959.  731  p.  Price:  $12.00. 

To  write  on  this  subject,  the  editor,  Herman 
E.  Hilleboe,  M.D.,  is  unquestionably  qualified 
through  an  eminent  United  States  Public  Health 


Service  career  followed  by  being  Commissioner  of 
Health  for  the  State  of  New  York.  Dr.  Granville 
W.  Larrimore  as  Deputy  Commissioner  of  Health 
is  the  co-editor. 

The  textbook  is  unique  in  dividing  the  prin- 
ciples of  prevention  of  disease  into  two  large  cate- 
gories: prevention  of  occurrence,  and  prevention 
of  progression.  Other  contributors,  over  two  dozen 
in  number,  are  highly  qualified  directors  of  the 
various  departments  of  the  New  York  State  Health 
organization.  Dr.  Hilleboe  approaches  the  subject 
with  the  practicing  physician  in  mind,  and  gears 
many  discussions  to  ways  of  incorporating  preven- 
tive medicine  with  day-by-day  practice  in  the 
office,  in  the  hospital,  in  the  home,  and  in  the 
community  in  which  the  physician  lives.  The  state- 
ment is  made  that  “the  magnitude  and  direction 
of  the  medical  practice  of  the  future  will  be  largely 
determined  by  the  success  with  which  preventive 
medicine  is  wedded  to  curative  medicine.”  All 
facets  of  preventive  medicine  are  covered,  not 
exhaustively,  but  in  a very  practical  manner, 
which  makes  this  a valuable  text  for  the  practicing 
physician  or  medical  student. 

Ward  L.  Chadwick,  M.D.,  M.P.H. 

Symposium  on  Glaucoma.:  Edited  by  William  B.  Clark,  M.D. 
St.  Louis,  C.  V.  Mosby  Co.,  1959.  314  p.  Price:  $13.50. 

This  symposium  on  glaucoma  originated  at  the 
Sixth  Annual  Session  of  the  New  Orleans  Academy 
of  Ophthalmology.  The  participants  are  recognized 
as  leading  researchers  and  teachers  in  ophthal- 
mology. In  the  text  each  applies  himself  to  the 
particular  aspects  of  glaucoma  which  have  been 
areas  of  his  primary  interest.  This  results  in  a most 
valuable  and  authoritative  symposium.  The  text 
proper  is  followed  by  a stimulating  round  table 
discussion  of  particularly  interesting,  perplexing 
and  sometimes  controversial  questions  in  glaucoma. 

The  book  begins  with  a discussion  of  the  his- 
tology of  the  angle  of  the  anterior  chamber  by 
Dr.  Georgiana  Dvorak-Theobald.  This  she  follows 
with  a consideration  of  the  pathology  of  glaucoma. 
Dr.  Kenneth  Swan  covers  the  surgical  anatomy  of 
glaucoma,  modifications  in  the  technic  of  filtration 
operations  and  the  miotic  treatment  of  glaucoma. 
Dr.  Bernard  Becker  takes  up  the  aqueous  produc- 
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tion  and  flow,  the  biochemistry  of  aqueous,  Dia- 
mox  and  other  inhibitors  of  aqueous  secretion, 
provocative  tests  and  their  effect  on  tonography 
and  miscellaneous  topics  concerning  glaucoma. 

The  physiologic  and  pathologic  aspects  of  aque- 
ous production  and  flow  are  dealt  with  by  Dr. 
W.  Morton  Grant.  He  follows  this  with  a considera- 
tion of  basic  tonometry  and  tonography.  Goni- 
oscopy  and  the  surgical  treatment  of  chronic 
simple  wide-angle  glaucoma  are  the  subjects  of 
Dr.  Harold  Scheie.  Dr.  A.  Edward  Maumenee  con- 
siders the  classification  of  glaucoma,  what  consti- 
tutes good  medical  control  of  glaucoma  and  sur- 
gery for  congenital  glaucoma.  Dr.  Joseph  Haas 
covers  perimetry,  clinical  manifestations  of  glau- 
coma, diagnostic  and  provocative  tests  and  surgery 
for  angle-closure  glaucoma.  Dr.  Lorenz  Zimmer- 
man discusses  the  presence  of  hyaluronidase-sensi- 
tive  acid  mucopolysaccharide  in  the  trabecula  and 
iris. 

“The  Symposium  on  Glaucoma”  is  well  printed 
and  well  illustrated.  The  emphasis  is  on  clinical 
management  and  practical  understanding  of  glau- 
coma. For  this  reason  the  book  is  very  easy  to 
read.  For  the  well-informed  ophthalmologist  the 
book  offers  little  new  information.  But  opportunity 
to  learn  how  these  authoritative  ophthalmologists 
handle  the  complicated  disease  process  we  know 
as  glaucoma  makes  the  book  well  worth  while. 

This  text  is  recommended  to  all  ophthalmolo- 

Robert  L.  Weiner,  M.D. 
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STERILE  OPHTHALMIC  SOLUTION 
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“The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  in  the  patient’s 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop.’’^ 


PREDNISOLONE  OR  HYDROCORTISONE 

1.  Lippmann,  0.:  Arch.  Ophth.  57:339,  March  1957. 

2.  Gordon,  D.M.:  Am.  J.  Ophth.  46:740,  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
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Ointment  NEO-HYDELTRASOL  (with  neomycin  sulfate) 
and  0.25%  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 


for  February,  1960 


135 
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The  antibiotic  effect  of  the  clinically  available  mix- 
ture, SYNCILLIN,  is  greater  than  that  of  either  of  its 
two  component  isomers  alone  against  many  im- 
portant pathogens,  including  som.e  penicillin- 
resistant  staphylococci.  This  phenomenon  has  been 
described  as  Isomeric  Complementarity. 

Higher  blood  levels  may  be  of  value  with  organ- 
isms of  only  moderate  penicillin  sensitivity  where 
doubling  the  blood  concentration  may  be  essential 
for  effective  bactericidal  action.  In  addition,  these 
higher  levels  may  be  necessary  where  there  is 
infection  in  areas  with  a poor  blood  supply.® 
Under  these  circumstances  a higher  blood  concen- 
tration may  provide  the  increased  diffusion  pres- 
sure required  to  deliver  adequate  amounts  to  the 
tissue.  Also,  antibiotic  activity  of  SYNCILLIN  is 
directly  proportional  to  oral  dosage.  Increasing 
the  dosage  may,  therefore,  enhance  the  drug’s 
effectiveness  in  certain  cases. 


Efficacy  of 
SYNCILLIN 
against  staphylococci 
and  other 
resistant  organisms 


major  therapeutic  advantages  accompany  molecular  asymmetry 


Studies  have  shown  that  SYNCILLIN  is  effective  in 
vitro  against  60  to  75%  of  hospital  “staph” 
strains,  while  penicillin  G and  penicillin  V are  now 
effective  against  only  30  to  50%.^’  ^ Therefore,  if 
clinical  judgment  indicates  the  use  of  penicillin, 
SYNCILLIN  would  be  expected  to  be  the  most  effec- 
tive. However,  since  some  strains  are  still  resistant 
to  SYNCILLIN  as  well  as  to  the  other  penicillins, 
cultures  and  sensitivity  tests  should  be  performed 
where  indicated  by  clinical  judgment. 

There  have  recently  been  reports  of  decreased 
efficacy  of  penicillin  in  streptococcal®  and  gono- 
coccaU’  ® infections.  The  emergence  of  penicillin- 
resistant  gonococci  appears  to  be  associated  with 
an  increase  in  the  incidence  of  gonorrhea  all 
over  the  world.  When  a less  sensitive  strain  is 
encountered  the  higher  blood  levels  produced  by 
SYNCILLIN  may  be  most  helpful. 
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Relation  of 
intermittent 
high  blood  levels 
ofSYNCILLIN 
to  antibacterial 
efficacy 


Reduced  rate  of 
inactivation 
OfSYNCILLIN 
by  staph 
penicillinase 


SYNCILLIN.  like  all  clinically  available  penicillins, 
is  bactericidal.  Periodic  high  blood  concentrations 
are  sufficient  to  permit  complete  eradication  of 
sensitive  pathogens.  Continuous  high  blood  levels 
are  not  required  with  SYNCILLIN.  According  to 
Eagle, “Soon  after  penicillin  attains  effective 
concentrations,  the  bacteria  cease  multiplying; 
and  the  bacteriostatic  effect  persists  for  a number 
of  hours  after  penicillin  has  fallen  to  concentra- 
tions that  are  wholly  ineffective The  therapeutic 

significance  of  this  postpenicillin  recovery  period 
is  enhanced  by  the  fact  that  the  recovering  bac- 
teria, damaged  but  not  killed  by  the  previous 
exposure  to  penicillin,  are  abnormally  susceptible 
to  the  host  defenses.  In  consequence,  the  bacteri- 
cidal process  in  vivo  continues  for  many  hours 
after  the  drug  itself  has  fallen  to  ineffective 
concentrations.” 


Bacterial  resistance  to  penicillin  has  been  attrib- 
uted to  the  action  of  penicillin-inactivating  enzymes 
produced  by  the  invading  organisms.  SYNCILLIN 
is  less  affected  by  staphylococcal  penicillinase 
than  either  of  its  component  isomers.  Further, 
SYNCILLIN  is  shown  to  be  less  inactivated  by  this 
enzyme  than  penicillin  V and  penicillin  G. 
Penicillinase  from  B.  cereus  likewise  inactivates 
SYNCILLIN  less  rapidly  than  penicillin  V and  G. 
But  this  would  not  impede  the  therapeutic  use 
of  this  penicillinase  in  allergic  reactions.  This  is 
because  the  massive  dosage  with  which  this 
enzyme  is  administered  would  effectively  destroy 
SYNCILLIN  in  the  body. 

References:  1.  Wright,  W.  W. ; Microbiology  Report  to  Bristol  Labo- 
ratories Inc.  2.  Kligman,  A.;  Morigi,  E.  M.  E.;  Wheatley,  W.  B.,  and 
Albright,  H.  : Paper  presented  at  the  Seventh  Antibiotic  Symposium, 
November  4-6,  Washington,  D.C.  3.  Editorial:  New  England  J.  Med. 
261:305  (Aug.  6)  1959.  4.  King,  A.:  Lancet  1:651  (March  29)  1958. 
5.  Epstein,  E. : J.A.M.A.  169:1055  (March  7)  1959.  6.  Kass,  E.  H. : 
Am.  J.  Med.  18:764  (May)  1955.  7.  Eagle,  H. : J.  Bact.  58:475,  1949. 


Indications:  SYNCILLIN  is 
recommended  in  the  treatment  of 
infections  caused  by  pneumococci, 
streptococci,  gonococci,  corynebacteria, 
and  penicillin-sensitive  staphylococci. 
In  addition,  SYNCILLIN  is  effective 
against  certain  strains  of  staphylococci 
resistant  to  other  penicillins. 
SYNCILLIN,  like  other  oral  penicillins, 
is  not  recommended  at  the  present 
time  in  deep-seated  or  chronic 
infections,  subacute  bacterial 
endocarditis,  meningitis,  or  syphilis. 

Dosage:  125  mg.  or  250  mg.  three 
times  daily,  depending  on  the  severity 
of  infection.  Larger  doses  (e.g.,  500 
mg.  t.i.d.)  may  be  used  for  more 
severe  infections.  SYNCILLIN  may  be 
administered  without  regard  to  meals. 
Beta  hemolytic  streptococcal 
infections  should  be  treated  with 
SYNCILLIN  for  at  least  ten  days. 

Precautions : At  the  present  time  it 
is  not  possible  to  draw  definite 
conclusions  regarding  the  incidence  of 
allergenicity  to  SYNCILLIN  or  its 
cross-allergenicity  with  natural 
penicillins.  Therefore,  the  usual 
precautions  for  oral  penicillin  therapy 
should  always  be  observed.  Patients 
with  histories  of  asthma,  hay  fever, 
urticaria,  or  previous  reactions  to 
penicillin  should  be  watched  with 
special  care.  Administration  of  oral 
penicillin,  in  rare  instances,  may 
provoke  acute  anaphylaxis, 
particularly  in  penicillin-sensitive 
individuals. 

Diarrhea  has  been  reported 
occasionally  following  heavy  dosage. 

If  this  occurs,  lengthen  the  interval 
between  dosages. 

If  superinfection  occurs  during 
therapy,  appropriate  measures  should 
be  taken.  Since  some  strains  of  staphy- 
lococci are  resistant  to  SYNCILLIN 
as  well  as  to  other  penicillins,  cultures 
and  sensitivity  tests  should  be 
performed  where  indicated  by  clinical 
judgment.  As  is  true  with  all 
antibiotics,  clinical  response  does  not 
always  correlate  with  laboratory 
bacterial  sensitivity  reports. 

Supply:  125  and  250  mg.  tablets, 
bottles  of  25  and  100.  125  mg.  powder 
for  oral  solution,  60  ml.  vials. 


BRISTOL  LABORATORIES,  Division  of  Bristol-Myers  Company,  SYRACUSE,  NEW  YORK 
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The  Colorado  State  Medical  Society 

Midwinter  Clinical  Session,  February  16-19,  1960 
Denver 

President:  John  L.  McDonald  (Chairman  of  the  Board),  Colo- 
rado Springs. 

President-elect:  Cyrus  W.  Anderson,  Denver. 

Vice  President:  J.  Alan  Shand  (Vice  Chairman  of  the  Board), 
La  Junta. 

Treasurer:  William  C.  Service,  Colorado  Springs,  1962. 
Additional  Trustees:  Carl  W.  Swartz,  Pueblo,  1960;  Fred  R. 
Harper,  Denver,  1961;  Walter  M.  Boyd,  Greeley,  1961;  Carl 
H.  McLauthlin,  Denver,  1962. 

Delegates  to  A.M.A.:  Kenneth  C.  Sawyer,  Denver,  1960;  (Al- 
ternate, Gatewood  C.  Milligan,  1960) ; E.  H.  Munro,  Grand 
Junction,  1961;  (Alternate,  Harlan  E.  McClure,  1961);  I.  E. 
Hendryson,  Denver,  1961;  (Alternate,  C.  C,  Wiley,  Longmont, 
1961). 

Executive  Secretary:  Mr.  Harvey  T.  Sethman,  835  Republic 
Building,  Denver  2,  Colorado;  telephone  AComa  2-0547. 

See  December,  1959,  issue  for  complete  list  of  committees. 

Montana  Medical  Association* 

Interim  Session,  February  26-21 , 1960 
Helena 

President:  Leonard  W.  Brewer,  Missoula. 

President-elect:  Raymond  F.  Peterson,  Butte. 

Vice  President:  Everett  H.  Lindstrom,  Helena. 
Secretary-Treasurer:  W.  E.  Harris,  Livingston. 

Assistant  Secretary-Treasurer:  Jess  T.  Schwidde,  Billings. 
Executive  Committee:  Leonard  W.  Brewer,  Missoula;  Raymond 
F.  Peterson,  Butte;  Everett  H.  Lindstrom,  Helena;  W.  E. 
Harris,  Livington;  Jess  T.  Schwidde,  Billings;  John  A.  Layne, 
Great  Falls;  Herbert  T.  Caraway,  Billings. 

Delegate  to  American  Medical  Association:  Paul  J.  Gans, 
Lewiston:  alternate,  S.  C.  Pratt,  Miles  City, 

Executive  Secretary:  Mr.  L.  R.  Hegland,  P.O.  Box  1692,  Bil- 
lings: telephone  9-2585. 


150,000  PHYSICIANS 
THE  WORLD  OVER  DEPEND  ON 
THE  INTEGRITY  BEHIND  THIS  NAME 


CARDIOGRAPH  CARDIOSCOPE 
DEFIBRILLATOR  HEARTPAGER 
ELECTROSURGICAL  UNITS 
HOSPITAL-GLINIC-OFFICE 
ULTRASONICS  DIATHERMY 

t INFRARED  ULTRAVIOLET 
GALVANIC  UNITS 
ELECTROMUSCLE  STIMULATORS 
THE  VIBRABATH 

' 


and 


k THE  FAMOUS  HYFRECATOR 


Los  Angeles  32,  California 


Nevada  State  Medical  Association 

Annual  Meeting,  September  7-10,  1960 
Las  Vegas 

President:  Ernest  W.  Mack,  Reno. 

President-elect:  Wesley  W.  Hall,  Reno. 

Secretary-Treasurer:  William  A.  O’Brien,  HI,  Reno. 

Delegate  to  American  Medical  Association:  Wesley  W.  Hall, 
Reno;  alternate:  Earl  N.  Hillstrom,  Reno. 

Executive  Committee:  Roland  Stahr,  Reno;  Ernest  W.  Mack, 
Reno:  William  A.  O’Brien,  HI,  Reno;  Wesley  W.  Hall,  Reno; 
Earl  N.  Hillstrom,  Reno;  Stanley  L.  Hardy,  Las  Vegas;  Thomas 
S.  White,  Boulder  City;  John  M.  Read,  Elko;  John  M.  Moore. 
East  Ely;  William  M.  Tappan,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.  O.  Box  2790,  Reno; 
telephone  FA.  3-6788. 

See  January,  1960,  issue  for  complete  list  of  committees. 

New  Mexico  Medical  Society* 

Annual  Meeting,  May  10-13,  1960 
Albuquerque 

President:  Lewis  M.  Overton,  Albuquerque. 

President-elect:  Allan  L.  Haynes,  Clovis. 

Vice  President:  William  E.  Badger,  Hobbs. 
Secretary-Treasurer:  Thomas  L.  Carr,  Albuquerque. 
Councilors:  Wendell  H.  Peacock,  Farmington,  1960;  George  W. 
Prothro,  Clovis,  1960;  Gerald  A.  Slusser,  Artesia,  1960;  W.  J. 
Hossley,  Deming,  1961;  Guy  E.  Rader,  Albuquerque,  1961; 
Robert  P.  Beaudette,  Raton,  1962;  William  R.  Oakes,  Los 
Alamos,  1962. 

Delegate  to  American  Medical  Association:  Earl  L.  Malone, 
Roswell,  1960;  Alternate:  Samuel  R.  Ziegler,  Espanola,  1960. 
Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  National 
Bank  Building,  Albuquerque;  telephone  CH.  2-2102. 

The  Utah  State  Medical  Association 

Annual  Session,  September  20-23,  1960 
Salt  Lake  City 

OFFICERS — 1959-1960 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1960  Annual  Session. 

President:  I.  Bruce  McQuarrie,  Ogden. 

President-elect:  Wallace  S.  Brooke,  Salt  Lake  City. 

Past  President:  U.  R.  Bryner,  Salt  Lake  City. 

Honorary  President:  Joseph  W.  Hayward,  Logan. 

Secretary:  J.  Poulson  Hunter,  Salt  Lake  City,  1961. 

Executive  Secretary:  Mr.  Harold  Bowman,  Salt  Lake  City. 
Treasurer:  R.  M.  Dalrymple,  Salt  Lake  City,  1960. 

Councilors:  Box  Elder,  D.  L.  Bunderson,  Brigham  City,  I960: 
Cache  Valley,  C.  J.  Daines,  Logan,  1960;  Carbon  County,  A.  R. 
Demman,  Helper,  1961;  Central  Utah,  Gaylord  A.  Buchanan, 
Richfield,  1962;  Salt  Lake  County,  R.  W.  Sonntag,  Salt  Lake 
City,  1959;  Southern  Utah,  J.  S.  Prestwich,  Cedar  City,  I960: 
Uintah  Basin,  R.  Bruce  Christian,  Vernal,  1961;  Utah  County, 
Ralph  E.  Jorgenson,  Provo,  1962;  Weber  County,  Wendell  J. 
Thomson,  Ogden,  1961. 

Delegate  to  A.M.A.:  Kenneth  B.  Castleton,  Salt  Lake  City, 
1961;  Alternate  Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden, 
1961. 

Trustee,  A.M.A.:  George  M.  Fister,  Ogden. 

President,  Medical  Service  Bureau:  Paul  A.  Clayton,  Salt 
Lake  City. 

Speaker  of  House  of  Delegates:  Stanley  R.  Child,  Salt  Lake 
City. 

Vice  Speaker  of  House  of  Delegates:  R.  N.  Hirst,  Ogden. 

Editor  of  the  Utah  Section  of  the  Rocky  Mountain  Medical 
Journal:  R.  P.  Middleton,  Salt  Lake  City. 

Associate  Editor  Rocky  Mountain  Medical  Journal:  Mr.  Harold 
Bowman,  Salt  Lake  City. 

EXECUTIVE  COMMITTEE:  I.  Bruce  McQuarrie,  Chairman, 
Ogden;  U.  R.  Bryner,  Salt  Lake  City;  Wallace  S.  Brooke,  Salt 
Lake  City;  J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M. 
Dalrymple,  Salt  Lake  City. 

CENTRAL  COMMITTEE  ON  PUBLIC  HEALTH:  J.  Elmer 
Nielson,  Chairman,  Salt  Lake  City;  Dick  D.  Wetzel,  Salt  Lake 


•Committee  lists  for  all  participating  states  will  appear  in 
subsequent  issues. 
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City:  Richard  A.  Call,  Provo;  Hans  H.  Hecht,  Salt  Lake  City; 

L.  G.  Moench,  Salt  Lake  City;  A.  M.  Okelberry,  Salt  Lake 
City;  Reed  W.  Farnsworth,  Cedar  City. 

Cancer:  J.  Elmer  Nielson,  Chairman,  Salt  Lake  City;  Henry 
P.  Plenk,  Salt  Lake  City;  Louis  P.  Matthei,  Ogden;  Angus  K. 
Wilson,  Salt  Lake  City;  Harry  Glenn  Hicks,  Ogden;  Crichton 
McNeil,  Salt  Lake  City. 

Mental  Health:  L.  G.  Moench,  Chairman,  Salt  Lake  City; 
Carlos  N.  Madsen,  Salt  Lake  City;  Juel  E.  Trowbridge,  Bounti- 
ful; Petter  A.  Llndstrom,  Salt  Lake  City;  Harvey  P.  Wheel- 
wright, Ogden;  Roy  A.  Darke,  Salt  Lake  City;  Owen  P.  Hen- 
inger,  Provo;  Marlow  R.  Harston,  Provo. 

Rural  Health:  John  B.  Cluff,  Chairman,  Richfield;  Reed  W. 
Farnsworth,  Cedar  City;  Ray  E.  Green,  Salt  Lake  City: 
Thomas  M.  Hall,  Payson;  Norman  L.  Parker,  Springville; 
Ray  E.  Spendlove,  Vernal;  J.  Howard  Rasmussen,  Brigham; 
J.  Paul  Burgess,  Hyrum. 

School  Health:  Dick  D.  Wetzel,  Chairman,  Salt  Lake  City; 
Riley  G.  Clark,  Provo;  Aldon  K.  Harline,  Ogden;  Kathryn  B. 
Brandon,  Salt  Lake  City;  Raymond  N.  Malouf,  Logan. 

Sewage,  Water  and  Air  Pollution:  Richard  A.  Call,  Chair- 
man, Provo;  Russell  N.  Hirst,  Ogden;  W.  Ezra  Cragun,  Logan; 
Glenn  C.  Krebs,  Provo;  Michael  E.  Murphy,  Salt  Lake  City; 
Joseph  P.  Kesler,  Salt  Lake  City;  George  W.  Soffe,  Salt  Lake 
City;  Arley  Flinders,  Ogden;  Ralph  L.  Tingey,  Salt  Lake  City. 
Trauma:  A.  M.  Okelberry,  Chairman,  Salt  Lake  City;  Robert 
F.  Bitner,  Layton;  Charles  M.  Swindler,  Ogden. 

Tuberculosis  and  Cardiovascular  Disease:  Hans  H.  Hecht, 
Chairman,  Salt  Lake  City;  W.  E.  Peltzer,  Salt  Lake  City; 
Keith  Farr,  Ogden;  Preston  R.  Cutler,  Salt  Lake  City;  Elmer 

M.  Kilpatrick,  Salt  Lake  City. 

CENTRAL  COMMITTEE  ON  PUBLIC  RELATIONS:  Garner  B. 
Meads,  Chairman,  Salt  Lake  City;  John  A.  Dixon,  Ogden; 
M.  Paul  Southwick,  Ogden;  Q.  B.  Coray,  Salt  Lake  City. 
Insurance  Plans:  Garner  B.  Mead,  Chairman,  Salt  Lake  City; 
H.  M.  Jackson,  Salt  Lake  City;  J.  Clare  Hayward,  Logan; 
Talmage  Thomson,  Pleasant  Grove;  Warren  B.  West,  Ogden; 
Richard  A.  Call,  Provo. 

Legislative:  John  A.  Dixon,  Chairman,  Ogden;  N.  F.  Hicken, 
Salt  Lake  City;  J.  Gordon  Felt,  Brigham  City:  Robert  S. 
Budge,  Smithfield;  Philip  B.  Price,  Salt  Lake  City;  Stanley 
M.  Clark,  Provo:  George  R.  Aiken,  Kanab;  H.  R.  Reichman, 
Salt  Lake  City;  J.  L.  Mayo,  Tooele;  Esther  M.  Buchanan, 
Richfield;  Paul  G.  Stringham,  Roosevelt;  Richard  A.  Call, 
Provo:  Boyd  G.  Holbrook,  Salt  Lake  City;  Arley  Flinders, 
Ogden;  Chelton  Feeny,  Ogden;  V.  L.  Stevenson,  Salt  Lake 
City;  Orson  B.  Spencer,  Price;  Melvin  J.  Corry,  Cedar  City; 
Francis  H.  Beckstead,  Nephi. 

Industrial  Health:  Drew  M.  Petersen,  Chairman,  Ogden;  LeRoy 

V.  Broadbent,  Cedar  City;  William  M.  Gorishek,  Price;  Boyd 
Larsen,  Lehi;  William  H.  Bennion,  Salt  Lake  City;  Kurt  L. 
Jenkins,  Salt  Lake  City;  Frank  J.  Winget,  Salt  Lake  City; 
E.  B.  Kuhe,  Salt  Lake  City;  George  H.  Lowe,  Jr.,  Ogden; 
Dean  L.  Bunderson,  Brigham  City;  Harlon  T.  High,  Devil’s 
Slide;  Craig  R.  Clark,  Provo. 

Newspaper  Health  Column:  Q.  B.  Coray,  Chairman,  Salt  Lake 
City;  Preston  Hughes,  Spanish  Fork;  Anthony  J.  Lund,  Ogden; 
L.  Verl  Broadbent,  Cedar  City. 

UTAH  HEALTH  COUNCIL:  M.  Paul  Southwick,  Chairman, 
Ogden;  Riley  G.  Clark,  Provo;  N.  F.  Hicken,  Salt  Lake  City; 
Joseph  R.  Newton,  Salt  Lake  City;  Gus  W.  Neece,  Logan. 
ADVISORY  COMMITTEE  TO  WOMAN’S  AUXILIARY:  I. 
Bruce  McQuarrie,  Chairman,  Ogden;  D.  L.  Bunderson,  Brig- 
ham City;  C.  J.  Daines,  Logan;  A.  R.  Demman,  Helper;  Gay- 
lord A.  Buchanan,  Richfield;  R.  W.  Sonntag,  Salt  Lake  City; 
James  S.  Prestwich,  Cedar  City;  R.  Bruce  Christian,  Vernal; 
Ralph  E.  Jorgenson,  Provo;  Wendell  J.  Thomson,  Ogden. 
BLOOD  BANK  COMMITTEE:  P.  M.  Chase,  Chairman,  Salt 
Lake  City;  C.  Wallace  Sorenson,  Salt  Lake  City;  Warren  A. 
Bennett,  Ogden;  Merrill  C.  Daines,  Logan;  Richard  A.  Call, 
Provo;  LeRoy  N.  Broadbent,  Cedar  City;  Stanley  J.  Altman, 
Salt  Lake  City;  Homer  H.  Clark,  Salt  Lake  City;  Crichton 
McNeil,  Salt  Lake  City;  Esther  M.  Buchanan,  Richfield;  Gail 

W.  Haut,  Price. 

BUDGET  COMMITTEE:  Robert  M.  Dalrymple,  Chairman,  Salt 
Lake  City;  I.  Bruce  McQuarrie,  Ogden;  J.  Poulson  Hunter, 
Salt  Lake  City;  U.  R.  Bryner,  Salt  Lake  City;  Wallace  S. 
Brooke,  Salt  Lake  City. 

COMMITTEE  ON  AGING:  Chelton  S.  Feeny,  Chairman,  Og- 
den; Joseph  O.  Brewerton,  Salt  Lake  City;  M.  Reed  Merrill, 
Brigham  City;  John  R.  Martineau,  Morgan;  H.  C.  Jenkins, 
Bingham  Canon;  James  Z.  Davis,  Salt  Lake  City;  Robert  M. 
Dalrymple,  Salt  Lake  City;  Victor  Kassel,  Salt  Lake  City; 
Reed  W.  Farnsworth,  Cedar  City;  I.  Bruce  McQuarrie,  Ogden; 
George  B.  Madsen,  Mt.  Pleasant;  LeRoy  A.  Wirthlin,  Salt 
Lake  City;  Glenn  B.  Orton,  Springville;  Omar  S.  Budge, 


Logan;  Gail  W.  Haut,  Price;  John  Z.  Brown,  Jr.,  Salt  Lake 
City;  George  W.  Gasser,  Logan. 

COMMITTEE  ON  CHILD  ADOPTION:  R.  H.  Wakefield,  Chair- 
man, Provo;  Mildred  Nelson,  Murray;  L.  R.  Curtis,  Ogden; 
Richard  S.  Tanner,  Salt  Lake  City. 

COMMITTEE  FOR  STUDY  OF  MATERNAL  MORTALITY: 
Carl  T.  Woolsey,  Chairman,  Salt  Lake  City;  R.  V.  Larsen, 
Roosevelt:  Donald  A.  Kirk,  Salt  Lake  City;  Milo  C.  Moody, 
Spanish  Fork;  Cyril  D.  Fullmer,  Salt  Lake  City;  Eric  E. 
Simonson,  Salt  Lake  City;  Agnes  J.  Rovnanck,  Salt  Lake  City; 
Wilber  S.  Thaln,  Logan;  Russell  N.  Stirland,  Ogden;  Boyd  J. 
Farr,  Ogden;  Quinn  A.  Whiting,  Price;  W.  R.  Worley,  Jr., 
Richfield;  J.  Gordon  Felt,  Brigham  City;  Richard  S.  Clark, 
Provo:  Irwin  H.  Kaiser,  Salt  Lake  City. 

CONSTITUTION  AND  BY-LAWS  COMMITTEE:  J.  Russell 
Smith,  Chairman,  Provo;  Garner  B.  Meads,  Salt  Lake  City; 
C.  Louis  Jorgenson,  Ogden;  Robert  G.  Snow,  Salt  Lake  City; 
Mr.  Grant  Aadnesen,  Salt  Lake  City;  I.  Bruce  McQuarrie, 
Ogden;  U.  R.  Bryner,  Salt  Lake  City;  Drew  M.  Petersen, 
Ogden;  Kenneth  B.  Castleton,  Salt  Lake  City;  George  M. 
Flster,  Ogden;  Wallace  S.  Brooke,  Salt  Lake  City. 

DISASTER  AND  CIVIL  DEFENSE  COMMITTEE:  Clark  Young, 
Chairman,  Salt  Lake  City;  Dean  Tanner,  Ogden;  Joseph  P. 
Kesler,  Salt  Lake  City;  Paul  D.  Keller,  Salt  Lake  City:  Richard 
J.  Nelson,  Salt  Lake  City;  Joseph  O.  Brewerton,  Salt  Lake 
City;  Leslie  J.  Paul,  Salt  Lake  City;  George  W.  Soffe,  Salt 
Lake  City;  Maurice  J.  Taylor,  Salt  Lake  City;  Arley  Flinders, 
Ogden. 

EXECUTIVE  COMMITTEE  OF  THE  FEE  SCHEDULE  COM- 
MITTEE: Homer  E.  Smith,  Chairman,  Salt  Lake  City;  U.  R. 
Bryner,  Salt  Lake  City;  Kenneth  B.  Castleton,  Salt  Lake  City; 
Drew  M.  Petersen,  Ogden;  J.  Russell  Smith,  Provo;  I.  Bruce 
McQuarrie,  Ogden;  Mr.  Harold  Bowman,  Salt  Lake  City. 

FEE  SCHEDULE  COMMITTEE:  Homer  E.  Smith,  Chairman, 
Salt  Lake  City;  George  H.  Curtis,  Salt  Lake  City;  Floyd  F. 
'Jatch,  Salt  Lake  City;  James  A.  Cleary,  Salt  Lake  City;  L.  N. 
Ossman,  Salt  Lake  City;  Wesley  E.  Peltzer,  Salt  Lake  City; 
Irwin  F.  Winters,  Salt  Lake  City;  H.  K.  Belnap,  Ogden;  Robert 
G.  Weaver,  Salt  Lake  City;  R.  R.  Robinson,  Salt  Lake  City; 
Scott  M.  Smith,  Salt  Lake  City;  Chester  B.  Powell,  Salt  Lake 
City;  M.  L.  Crandall,  Salt  Lake  City;  William  R.  Young,  Salt 
Lake  City;  William  J.  Morginson,  Salt  Lake  City;  Dean  A. 
Moffat,  Sell.  Lake  City;  Robert  W.  Ogilvie,  Salt  Lake  City; 
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D.  Eugene  Woods,  Salt  Lake  City;  P.  R.  Cutler,  Salt  Lake 
City;  Roy  A.  Darke,  Salt  Lake  City. 

GRIEVANCE  COMMITTEE:  W.  E.  Peltzer,  Chairman,  Salt 
Lake  City,  Salt  Lake  County  Medical  Society,  1960;  G.  C. 
Ficklln,  Tremonton,  Box  Elder  County  Medical  Society,  1960; 
J.  Russell  Smith,  Provo,  Utah  County  Medical  Society,  1960; 
O.  A.  Grua,  Ogden,  Weber  County  Medical  Society,  1961;  W.  R. 
Worley,  Jr.,  Richfield,  Central  Utah  Medical  Society,  1961; 
W.  Ezra  Cragun,  Logan,  Cache  Valley  Medical  Society,  1961; 
Leland  K.  Dayton,  Price,  Carbon  County  Medical  Society,  1962; 
George  R.  Aiken,  Kanab,  Southern  Utah  Medical  Society,  1962; 
R.  V.  Larson,  Roosevelt,  Uintah  County  Medical  Society,  1962. 
HOSPITAL  RELATIONS  COMMITTEE:  Drew  M.  Petersen, 
Chairman,  Ogden,  1961;  J.  D.  Nelson,  Ogden,  1960;  J.  Russell 
Smith,  Provo,  1960;  Russell  M.  Nelson,  Salt  Lake  City,  1961; 
John  H.  Clark,  Salt  Lake  City,  1962;  John  J.  Galligan,  Salt 
Lake  City,  1962;  George  H.  Curtis,  Salt  Lake  City,  1962;  John 
H.  Zenger,  Chairman,  Utah  Valley  Hospital,  Provo;  S.  G.  Gar- 
rett, Logan  L.D.S.  Hospital,  Logan;  Sister  M.  Hilary,  Holy 
Cross  Hospital,  Salt  Lake  City;  Kenneth  E.  Knapp,  Thomas 
Dee  Hospital,  Ogden;  Sister  Mary  Margaret,  St.  Benedict’s 
Hospital,  Ogden;  Mrs.  Oliver  V.  Wardrop,  St.  Mark’s  Hospital, 
Salt  Lake  City;  Mr.  Arthur  Miller,  Salt  Lake  General  Hospital, 
Salt  Lake  City. 

JOINT  NURSING  RESOURCES  COMMITTEE:  J.  D.  Morten- 
son.  Chairman,  Salt  Lake  City;  Edward  R.  McKay,  Salt  Lake 
City;  R.  N.  Hirst,  Ogden;  Lloyd  L.  Cullimore,  Provo;  Rulon  F. 
Howe,  Ogden. 

LIAISON  COMMITTEE  WITH  UTAH  BAR:  L.  E.  Viko,  Chair- 
man, Salt  Lake  City;  John  F.  Waldo,  Salt  Lake  City:  Dean 
Spear,  Salt  Lake  City;  Charles  C.  Hetzel,  Jr.,  Ogden;  Edward 

R.  McKay,  Salt  Lake  City. 

MEDICAL  ADVISORY  BOARD  TO  UTAH  WELFARE  DE- 
PARTMENT: John  Z.  Brown,  Jr.,  Chairman,  Salt  Lake  City; 
John  A.  Dixon,  Ogden;  George  W.  Gasser,  Logan;  Wallace  S. 
Brooke,  Salt  Lake  City. 

MEDICAL  ADVISORY  BOARD  COMMITTEE  TO  “U”  MEDI- 
CAL SCHOOL:  ‘Philip  B.  Price,  Chairman,  Salt  Lake  City; 

U.  R.  Bryner,  Salt  Lake  City;  Reed  W.  Farnsworth,  Cedar 
City;  I.  Bruce  McQuarrie,  Vice  Chairman,  Ogden;  Wallace  S. 
Brooke,  Salt  Lake  City;  M.  Paul  Southwick,  Ogden;  Fuller 

B.  Bailey,  Salt  Lake  City;  ‘Louis  S.  Goodman,  Salt  Lake 
City;  ‘Mr.  Clarence  Bamberger,  Salt  Lake  City;  ‘M.  E.  Lahey, 
Salt  Lake  City;  ‘President  A.  Ray  Olpin  or  G.  Homer  Dur- 
ham, Salt  Lake  City;  R.  P.  Middleton,  Salt  Lake  City;  ‘George 
M.  Fister,  Ogden;  ‘Leland  B.  Flint,  Salt  Lake  City. 
‘Represents  University  of  Utah. 

MEDICAL  ECONOMICS  COMMITTEE:  Earl  R.  Crowder, 
Chairman,  Salt  Lake  City,  1960;  Lyman  M.  Horne,  Salt  Lake 

City,  I960:  E.  R.  Dumke,  Ogden,  I960:  J.  Herbert  Milburn, 

Tooele,  1961;  John  M.  Coletti,  Salt  Lake  City,  1961;  De  J. 
Cutler,  Layton,  1962;  Reed  M.  Broadbent,  Logan,  1962. 
MEDICAL  EDUCATION  AND  HOSPITALS  COMMITTEE: 
Rulon  F.  Howe,  Chairman,  Ogden,  1960;  Philip  B.  Price,  Salt 
Lake  City,  1960;  Orson  B.  Spencer,  Price,  1960;  Carl  T. 
Woolsey,  Salt  Lake  City,  1960;  P.  K.  Edmunds,  Springville, 
I960:  John  M.  Bowen,  Provo,  1961;  O.  Wendell  Budge,  Logan, 
1961;  C.  H.  Hardin  Branch,  Salt  Lake  City,  1961;  Robert  M. 
Crowder,  Salt  Lake  City,  1961;  L.  D.  Nelson,  Ogden,  1962; 

V.  Robert  Kelly,  Layton,  1962;  Fuller  B.  Bailey,  Salt  Lake 

City,  1962;  Sims  E.  Duggins,  Panguitch,  1962. 

MEDICAL  LEGAL  COMMITTEE:  Robert  H.  Lamb,  Chairman, 
Salt  Lake  City,  1961;  Nephi  K.  Kezerian,  Provo,  1960;  Reed 

S.  Clegg,  Salt  Lake  City,  1960;  N.  F.  Hicken,  Salt  Lake  City, 
I960:  G.  Stanford  Rees,  Gunnison,  I960:  George  C.  Ficklin, 
Tremonton,  1961;  T.  R.  Seager,  Vernal,  1961;  Quinn  A.  Whit- 
ting, Price,  1961;  Ernest  L.  Wilkinson,  Salt  Lake  City,  1961; 
Chest  B.  Powell,  Salt  Lake  City,  1961;  W.  A.  Bennett,  Ogden, 
1962;  C.  D.  Van  Hook,  Ogden,  1962;  Paul  D.  Keller,  Salt  Lake 
City,  1962;  John  W.  Emmett,  Logan,  1962. 

NECROLOGY  COMMITTEE:  Joseph  R.  Morrell,  Chairman, 
Ogden. 

NOMINATING  COMMITTEE:  Same  as  Council. 
RESOLUTIONS  COMMITTEE:  To  be  named  in  May,  1960. 
ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  CONTINUING 
COMMITTEE:  R.  N.  Hirst,  Chairman,  Ogden,  1961;  Jesse  J. 
Weight,  Provo,  1960;  Kenneth  A.  Crockett,  Salt  Lake  City, 
1962;  T.  E.  Robinson,  Salt  Lake  City,  1963;  T.  C.  Bauerlein, 
Salt  Lake  City,  1964. 

SCIENTIFIC  PROGRAM  COMMITTEE:  J.  Poulson  Hunter, 
Chairman,  Salt  Lake  City;  T.  Ray  Broadbent,  Salt  Lake  City; 
John  F.  Waldo,  Salt  Lake  City;  Burke  M.  Snow,  Salt  Lake 
City;  F.  Willis  Taylor,  Salt  Lake  City;  Carter  M.  Ballinger, 
Salt  Lake  City;  Don  B.  McAffee,  Salt  Lake  City;  Rulson  F. 
Howe,  Ogden. 

VETERANS  AFFAIRS  COMMITTEE:  Frank  F.  Daughters, 
Chairman,  Salt  Lake  City;  V.  H.  Johnson,  Ogden;  Rex  T. 
Thomas,  Provo. 


Wyoming  State  Medical  Society 

Annual  Session,  September  7-10,  1960 
Jackson  Lake  Lodge 

OFFICERS — 1959-1960 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1960  Annual  Session. 

President:  Benjamin  Gitlitz,  Thermopolis. 

President-elect:  Francis  A.  Barrett,  Cheyenne. 

Vice  President:  S.  J.  Giovale,  Cheyenne. 

Secretary:  F.  H.  Halgler,  Casper. 

Treasurer:  C.  D.  Anton,  Cheyenne. 

Delegate  to  A.M.A.:  A.  T.  Sudman,  Green  River;  Alternate 
Delegate  to  A.M.A.:  B.  J.  Sullivan,  Laramie. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Cheyenne. 
Councilors:  Albany  County,  B.  J.  Sullivan,  Laramie,  1960; 
Carbon  County,  Guy  M.  Halsey,  Rawlins,  1960;  Converse 
County,  Roman  J.  Zwalsh,  Glenrock,  1960;  Fremont  County, 
Bernard  D.  Stack,  Riverton,  1960;  Goshen  County,  O.  C.  Reed, 
Torrington,  1962;  Laramie  County,  David  M.  Flett,  Cheyenne, 
1962;  Natrona  County,  Roy  Holmes,  Casper,  1962;  Sheridan 
County,  Ralph  Arnold,  Sheridan,  1962;  Sweetwater  County, 

R.  C.  Stratton,  Green  River,  1961;  Teton  County,  D.  G.  Mac- 
Leod, Jackson,  1961;  Uinta  County,  J.  S.  Hewell,  Evanston, 
1961;  Northeastern  Wyoming,  Virgil  Thorpe,  Newcastle,  1961; 
Northwest  Wyoming,  John  Froyd,  Worland,  1960. 

Elected  committees 

GRIEVANCE  COMMITTEE:  Joseph  S.  Hellewell,  Chairman, 
Evanston,  1962;  Roscoe  H.  Reeve,  Casper,  I960:  Pete  M. 
Schunk,  Sheridan,  1961;  H.  B.  Anderson,  Casper,  1962. 
ADVISORY  COMMITTEE  TO  SELECTIVE  SERVICE  ON  PRO- 
CUREMENT AND  ASSIGNMENT  OF  PHYSICIANS:  Sam  S. 
Zuckerman,  Chairman,  Cheyenne,  1961;  James  W.  Sampson, 
Cheyenne,  I960:  Paul  Yedinak,  Rock  Springs,  1962. 

FEE  SCHEDULE  COMMITTEE  TO  BLUE  SHIELD,  ALSO 
MEDICARE:  J.  R.  Bunch,  Chairman,  Laramie,  1960. 

BLUE  CROSS  TRUSTEES:  F.  H.  Haigler,  Casper,  1962;  Eugene 

C.  Pelton,  Laramie,  1961. 

BLUE  SHIELD  TRUSTEES:  Francis  A.  Barrett,  President, 
Cheyenne,  1961;  Royce  Tebbet,  Casper,  1960;  E.  George  John- 
son, Douglas,  1960;  J.  W.  Sampson,  Cheyenne,  I960:  Bernard 

D.  Stack,  Riverton,  1961;  Nels  A.  Vicklund,  Thermopolis,  1961; 
Bernard  J.  Sullivan,  Laramie,  1962;  John  A.  Knebel,  Buffalo, 
1962. 

ROCKY'  MOUNTAIN  MEDICAL  CONFERENCE:  James  W. 
Barber,  Chairman,  Cheyenne,  1960;  John  H.  Froyd,  Worland, 
1960;  Frederick  H.  Haigler,  Casper,  1961;  Paul  R.  Yedinak, 
Rock  Springs,  1961;  J.  S.  Hellewell,  Evanston,  1962. 

Appointed  committees 

JUDICIAL  AND  ADVISORY  COMMITTEE  TO  WORKMEN’S 

COMPENSATION  DEPT.:  Dist.  7,  George  M.  Knapp,  Chair- 
man, Casper,  1961;  Dist.  1,  Leon  H.  Schreiner,  Cheyenne,  1961; 
Dist.  1,  Paul  J.  Preston,  Cheyenne,  1962;  Dist.  1,  James  E. 
Cashman,  Rawlins,  1962;  Dist.  2,  G.  Myron  Harrison,  Rock 
Springs,  1960;  Dist.  3,  Joseph  S.  Hellewell,  Evanston,  1960; 
Dist.  4,  James  W.  Sampson,  Sheridan,  1961;  Dist.  5,  John  H. 
Froyd,  Worland,  1960;  Dist.  6,  Oliver  E.  Torkelson,  Lusk,  1962. 
PUBLIC  RELATIONS:  Francis  A.  Barrett,  Chairman,  Chey- 
enne, 1960;  Curtis  L.  Rogers,  Sheridan,  1961;  S.  J.  Giovale, 
Cheyenne,  1962;  and  all  1959  County  Medical  Society  Presi- 
dents. 

PUBLIC  POLICY  AND  LEGISLATION:  Norman  R.  Black, 
Chairman,  Cheyenne,  1960;  Willard  H.  Pennoyer,  Cheyenne, 
1961;  Harlan  B.  Anderson,  Casper,  1961;  John  R.  Bunch,  Lara- 
mie, 1960;  W.  Andrew  Bunten,  Cheyenne,  1962;  N.  E.  Morad, 
Casper,  1962;  Brendan  Phibbs,  Casper,  1962;  Albert  T.  Sudman, 
Green  River,  1961;  Nels  A.  Vicklund,  Thermopolis,  1960. 
STATE  INSTITUTIONS  ADVISORY  COMMITTEE:  James  E. 
Cashman,  Chairman,  Rawlins,  1960;  John  H.  Froyd,  Worland, 
1961;  Benjamin  Gitlitz,  Thermopolis,  1960;  Russell  H.  Kanable, 
Basin,  1962;  L.  Harmon  Wilmoth,  Lander,  1962;  William  N. 
Karn,  Jr.,  Evanston,  1962;  James  W.  Sampson,  Cheyenne,  1961. 
COUNCIL  ON  NATIONAL  EMERGENCY  MEDICAL  SERVICE 
AND  CIVIL  DEFENSE:  George  H.  Phelps,  Chairman,  Chey- 
enne, 1961;  E.  W.  DeKay,  Laramie,  I960:  R.  E.  Kunkel,  Ther- 
mopolis, 1962;  Frederick  H.  Haigler,  Casper,  1981;  James  W. 
Sampson,  Sheridan,  1960;  B.  D.  Stack,  Riverton,  1962;  Richard 
C.  Stratton,  Green  River,  1962. 

CREDENTIALS  COMMITTEE:  Frederick  H.  Haigler,  Chair- 
man, Casper,  I960:  C.  D.  Anton,  Treasurer,  Cheyenne,  1960; 

S.  J.  Giovale,  Vice  President,  Cheyenne,  1960. 

NOMINATING  COMMITTEE:  Francis  A.  Barrett,  President- 
elect, Chairman,  Cheyenne,  1960;  B.  Gitlitz,  President,  Ther- 
mopolis, 1960;  F.  H.  Haigler,  Secretary,  Caspe»,  I960:  C.  D. 
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Anton,  Treasurer,  Cheyenne,  1960;  Chairman  of  the  Delegation 
from  Uinta  County:  Chairman  of  the  Delegation  from  North- 
east County;  Chairman  of  the  Delegation  from  Laramie 
County;  Chairman  of  the  Delegation  from  Sweetwater  County: 
all  Past  Presidents,  Past  Secretaries  and  Past  Treasurers. 
PROGRAM  COMMITTEE:  Benjamin  Gitlitz,  President,  Chair- 
man. Thermopolis,  I960:  Francis  A.  Barrett,  President-elect, 
Cheyenne,  I960:  S.  J.  Giovale,  Vice  President,  Cheyenne,  1960; 
Frederick  H.  Haigler,  Secretary,  Casper,  1960;  John  Froyd, 
Worland,  1960;  N.  E.  Morad,  Casper,  1960;  John  B.  Gramlich, 
Cheyenne,  1960;  Joseph  A.  Gautsch,  Cody,  1960. 

MATERNAL  WELFARE:  Clarke  M.  Young,  Chairman,  Casper, 
1960;  Marjory  I.  Andresen,  Cheyenne,  1960;  R.  Dale  Ashbaugh, 
Riverton,  1961;  Robert  M.  Fowler,  Casper,  1961;  Carleton  D. 
Anton,  Cheyenne,  1962;  Oscar  Rojo,  Sheridan,  1962. 

CHILD  HEALTH  COMMITTEE:  Lawrence  J.  Cohen,  Chair- 
man, Cheyenne,  1961;  Oliver  K.  Scott,  Casper,  1960;  Carleton 
D.  Anton,  Cheyenne,  1962;  R.  E.  Kunkel,  Thermopolis,  1962. 
CANCER  COMMITTEE:  John  A.  Knebel,  Chairman,  Buffalo, 
1962;  Dan  B.  Greer,  Cheyenne,  1962;  Willis  M.  Franz,  New- 
castle, 1961;  John  B.  Gramlich,  Cheyenne,  1961;  Cecil  R.  Rein- 
stein,  Cheyenne,  1961;  Sam  S.  Zuckerman,  Cheyenne,  1960; 
Joseph  E.  Hoadley,  Gillette,  1960. 

MENTAL  HEALTH  COMMITTEE:  Mark  P.  Farrell,  Jr.,  Chair- 
man, Casper,  1960;  Don  W.  Herrold,  Cheyenne,  1961;  Seymour 
Thickman,  Sheridan,  1962;  William  N.  Karn,  Jr.,  Evanston, 
1962. 

MEDICAL  ECONOMICS  COMMITTEE:  John  B.  Krahl,  Chair- 
man, Torrington.  1961;  J.  B.  Bennett,  Evanston,  1961;  Willard 
H.  Pennoyer,  Cheyenne,  1962;  H.  J.  Aldrich,  Sheridan,  1960; 
Thomas  B.  Croft,  Lovell,  1960. 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S  AUXILIARY: 
Orville  C.  Reed,  Chairman,  Torrington,  1960;  Joseph  E.  Hoad- 
ley, Gillette,  1961;  Joseph  Clark,  Casper,  1962. 

AMERICAN  MEDICAL  EDUCATION  FOUNDATION:  Wilbur 
Hart,  Chairman,  Casper,  1960;  John  R.  Bunch,  Laramie,  1960; 
Chester  E.  Ridgway,  Cody,  1960;  William  E.  Rosene,  Wheat- 
land,  1960;  William  A.  Hinrichs,  Douglas,  1961;  Raymond  E. 
Kunkel,  Thermopolis,  1961;  John  H.  Waters,  Evanston,  1961; 
Curtis  L.  Rogers,  Sheridan,  1962;  Paul  R.  Holtz,  Lander,  1962; 
Orson  L.  Treloar,  Afton,  1962;  Glen  W.  Koford,  Cheyenne, 
1962;  Paul  A.  Kos,  Rock  Springs,  1962;  Guy  M.  Halsey, 
Rawlins,  1962. 

NECROLOGY  COMMITTEE:  James  W.  Sampson,  Chairman, 
Cheyenne,  1962. 

GOTTSCHE  FOUNDATION  ADVISORY  COMMITTEE:  James 
W.  Sampson,  Chairman,  Cheyenne,  1962;  G.  Myron  Harrison, 
Rock  Springs,  1962;  Robert  M.  Fowler,  Casper,  1961;  J.  Cedric 
Jones,  Cody,  1961;  Benjamin  Gitlitz,  Thermopolis,  1960;  Paul 

J.  Preston,  Cheyenne,  1960. 

ADVISORY  TO  THE  EASTER  SEALS  COMMITTEE:  Oliver 

K.  Scott,  Chairman,  Casper,  1960;  Lester  F.  Allison,  Powell, 
1960;  Nels  A.  Vicklund,  Thermopolis,  1961;  Harlan  B.  Ander- 
son, Casper,  1961;  R.  E.  Kunkel,  Thermopolis,  1962. 
POLIOMYELITIS  COMMITTEE:  Paul  J.  Preston,  Cheyenne, 
1960;  E.  Chester  Ridgway,  Cody,  1962;  Cecil  R.  Reinstein. 
Cheyenne,  1961;  William  A.  Hinrichs,  Douglas,  1962;  Gordon 
C.  Whiston,  Casper,  1961. 

TIME  AND  PLACE  COMMITTEE:  Francis  A.  Barrett,  Presi- 
dent-elect, Chairman,  Cheyenne,  1960;  Chairman  of  the  Dele- 
gation from  Converse  County;  Chairman  of  the  Delegation 
from  Fremont  County;  Chairman  of  the  Delegation  from 
Sheridan  County;  Chairman  of  the  Delegation  from  Goshen 
County. 

RESOLUTIONS  COMMITTEE:  F.  A.  Barrett,  President-elect, 
Chairman,  Cheyenne,  1960;  S.  J.  Giovale,  Vice  President, 
Cheyenne,  1960;  Chairman  of  the  Delegation  from  Carbon 
County:  Chairman  of  the  Delegation  from  Natrona  County: 
Chairman  of  the  Delegation  from  Northwestern  County; 
Chairman  of  the  Delegation  from  Albany  County. 
PARLIAMENTARIAN:  Francis  A.  Barrett,  Cheyenne,  1960. 
ORIENTATION  PROGRAM  COMMITTEE:  Mr.  Arthur  R.  Abbey, 
Executive  Secretary,  Chairman,  Cheyenne,  1960;  J.  Cedric 
Jones,  Cody,  1961;  Glen  Koford,  Cheyenne,  1960;  William  J. 
Thaler,  Casper,  1960;  James  W.  Sampson,  Cheyenne,  1962. 
LABORATORY  AND  BLOOD  BANK  COMMITTEE:  Ben  M. 
Leeper,  Chairman,  Cheyenne,  1961;  Edward  Callaghan,  River- 
ton, 1962;  Roy  W.  Holmes,  Casper,  1962;  Virgil  L.  Thorpe, 
Newcastle,  1962;  Sam  Zuckerman,  Cheyenne,  1960. 
HISTORICAL  COMMITTEE:  DeWitt  Dominick,  Chairman, 
Cody,  1960;  Francis  A.  Barrett,  Cheyenne,  1962;  James  W. 
Sampson,  Cheyenne,  1962. 

CONSTITUTION  AND  BY-LAWS  COMMITTEE:  Wilber  Hart, 
Chairman,  Casper,  1960;  W.  Andrew  Bunten,  Cheyenne,  1960; 
Eugene  C.  Pelton,  Laramie,  1961;  Curtis  L.  Rogers,  Sheridan, 
1962. 

CARDIO  VASCULAR  AND  RENAL  DISEASES  AND  PROB- 
LEMS OF  AGING:  Charles  R.  Lowe,  Chairman,  Casper,  1960; 
Norman  R.  Black,  Cheyenne,  1962;  Joseph  E.  Clark,  Casper. 


1961;  L.  D.  Kattenhorn,  Powell,  1961;  Joseph  R.  Volk,  Jr., 
Torrington,  1962;  Francis  A.  Barrett,  Cheyenne,  1962. 
ARTHRITIS  COMMITTEE:  Joseph  A.  Gautsch,  Chairman, 
Cody,  1960;  Frank  J.  Bertoncelj,  Rock  Springs,  1960;  Brendan 
Phibbs,  Casper,  1961;  Oliver  E.  Torkelson,  Lusk,  1961;  Charles 
R.  Lowe,  Casper,  1962. 

ENTERTAINMENT  COMMITTEE:  John  Froyd,  Chairman, 
Worland,  1960;  Robert  H.  Bowden,  Casper,  1960;  R.  E.  Kunkel, 
Thermopolis,  1960;  Donald  G.  MacLeod,  Jackson,  1960. 
FINANCIAL  ADVISORY  COMMITTEE:  Frederick  H.  Haigler, 
Casper:  Carleton  D.  Anton,  Cheyenne;  Roscoe  H.  Reeve, 
Casper;  Mr.  Byron  Hirst,  Legal  Counsel,  Cheyenne. 
COMMITTEE  ON  WYOMING  TUBERCULOSIS  PROBLEMS: 
Roy  W.  Holmes,  Chairman,  Casper,  1961;  James  W.  Barber, 
Cheyenne,  1960;  S.  J.  Giovale,  Cheyenne,  1962;  Donald  L. 
Becker,  Casper,  1960;  Russell  H.  Kanable,  Basin,  1961;  Harry 
B.  Durham,  Jr.,  Casper,  1960. 

RHEUMATIC  FEVER  COMMITTEE:  Joseph  P.  Murphy,  Chair- 
man, Casper,  1960;  Robert  C.  Carnahan,  Buffalo,  1960;  David 
M.  Flett,  Cheyenne,  1962;  Tom  S.  Harris,  Laramie,  1961;  Roger 
K.  Sell,  Torrington,  1961;  Orson  L.  Treloar,  Afton,  1960;  Bren- 
dan P.  Phibbs,  Casper,  1962. 

MEDICAL  ADVISORY  COMMITTEE  FOR  HIGHWAY  SAFETY 
AND  DRIVING  STANDARDS:  W.  Andrew  Bunten,  Chairman, 
Cheyenne,  1960;  Lloyd  R.  Evans,  Laramie,  1960;  Don  W. 
Herrold,  Cheyenne,  1962;  Edward  W.  McNamara,  Rawlins, 
1961;  Kenneth  N.  Roberts,  Casper,  1961;  Harold  F.  Edwards, 
Lander,  1962;  Royce  D.  Tebbet,  Casper,  1960;  James  W.  Samp- 
son, Cheyenne,  1962;  W.  H.  Pennoyer,  Cheyenne,  1962. 
SCHOLARSHIP  COMMITTEE:  George  H.  Phelps,  Chairman, 
Cheyenne,  1960;  L.  W.  Storey,  Laramie,  1961;  Charles  Jeffrey, 
Rawlins,  1962;  Roscoe  Reeves,  Casper,  1960;  DeWitt  Dominick, 
Cody,  1961;  Carleton  Anton,  Cheyenne,  1962. 

ADVISORY  TO  VOCATIONAL  REHABILITATION  COMMIT- 
TEE: Charles  H.  Flint,  Chairman,  Thermopolis,  1960;  H.  B. 
Anderson,  Casper,  1961;  Duane  M.  Kline,  Jr.,  Cheyenne,  1962. 
COMMITTEE  TO  STUDY  THE  AMALGAMATION  OF  VOL- 
UNTEER HEALTH  AGENCIES:  Seymour  Thickman,  Chair- 
man, Sheridan,  1960;  Roger  P.  Mattson,  Casper,  1961;  Charles 
R.  Lowe,  Casper,  1961;  R.  W.  Holmes,  Casper,  1962;  Brendan 
P.  Phibbs,  Casper,  1962. 

VETERANS  AFFAIRS  AND  MILITARY  SERVICE  COMMIT- 
TEE: Louis  G.  Booth,  Chairman,  Sheridan,  1960;  Nels  A. 
Vicklund,  Thermopolis,  1960;  Glen  W.  Koford,  Cheyenne,  1961; 
Richard  P.  Fitzgerald,  Casper,  1961;  G.  Myron  Harrison,  Rock 
Springs,  1962. 
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anorectic-ataractic 
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Eoch  cooled  loblei  (pink)  confoins: 
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WANT  ADS 


FOR  LEASE:  Office  space,  20x40  at  5280  Morrison 
Road.  Space  to  build  additional  offices  for  associa- 
tion if  tenant  desires.  Adequate  off-street  parking. 
Desirable,  fast-growing  section  of  Denver.  “Write  Mr. 
Mason  at  above  address  or  call  "WA.  2-1208.  2-11 


POSITION  DESIRED:  Desire  position  to  do  general 
practice  in  Rocky  Mountain  area.  Associate  or  small 
group  preferred.  Aged  28.  Oklahoma  Medical  School 
graduate.  Currently  in  USAF.  Available  in  July.  Fam- 
ily. Contact  S.  A.  Hope,  M.D.,  1105  Yale  Avenue. 

Panama  City,  Florida.  2-22 


FOR  SALE:  McKesson  B.M.R.  (new),  $100.  Burton  spot- 
light, $15.  American  Examining  Table  (like  new), 
$150.  Sclar  Tompkins  Suction  unit  with  stand,  $100. 
E.N.T.  Chair  (like  new),  $30.  Baumonometer,  $20. 
Cameron  Surgical  Office  Unit,  $60.  Microtherm  (Ray- 
theon), value  $700,  $275.  Maico  Stethotrom,  $30.  Pro- 
fessional baby  scale,  $15.  Call  or  write  Harry  G. 
Knapp,  M.D.,  Rifle,  Colorado.  2-TF 


VACANT  in  Denver  Medical  Clinic,  1401  Jackson,  be- 
cause of  illness.  Pour  rooms,  reception  room  and 
other  facilities,  including  large  off  street  parking. 
You  pay  only  rent  and  one-third  share  of  receptionist 
salary.  Full  use  of  Clinical  and  X-ray  Laboratory  serv- 
ice including  supplies.  Lease  if  desired.  For  details 
call  DExter  3-6939.  7-TF 


UNUSUAL  OPPORTUNITY.  Specialist  wanted  for  asso- 
ciation with  general  practitioner.  Will  consider 
pediatrician.  Full  use  of  x-ray  and  laboratory  equip- 
ment. Two  treatment  rooms,  one  furnished.  Share 
nurse.  Located  in  busy  Pearl  Mack  shopping  center, 
7069  Pecos,  Medical  Dental  office.  Contact  Feme 
Lapan,  HA  9-3529,  or  HA  9-5496.  Personal  interviews 
only.  1-lTF 


ATTRACTIVE  OFFICE  for  rent.  Partially  furnished 
if  desired,  good  terms.  407  Professional  Arts  Build- 
ing, E.  Colfax  at  Lafayette.  Call  M.  Abelman,  M.D., 
ALpine  5-4030.  lOTF 


WANTED:  Surgeon  for  industrial  practice  in  south- 
western New  Mexico.  Good  salary  and  income  from 
private  practice.  Must  be  licensed  in  New  Mexico. 
For  further  details  write  to  Dr.  E.  A.  Rygh,  Santa 
Rita,  New  Mexico.  2-31 


SECLUDED  LIVING  in  beautiful  Forest  Heights.  2% 
to  5-acre  estate  tracts.  1%  miles  east  from  U.S.  85- 
87  at  Monument  clover  leaf  on  state  highway  50. 
Covered  with  Ponderosa  pine.  Panoramic  view.  Ample 
water.  $2,500  per  tract  with  terms.  Raymond  H. 
Schreiner,  owner.  819  Security  Building,  Denver  2, 
Colorado.  CHerry  4-2904  or  GRand  7-1969.  2-43 


VERY  LARGE  PRACTICE  for  sale  in  town  of  12,000. 

serving  a population  of  60,000.  Rent  in  new  building 
$115.00.  Pour  large  rooms  fully  equipped  with  two 
examination  tables.  X-ray,  Thermo  Copying  machine, 
etc.  Doctor  deceased  August  5,  1959.  Write  Box  868, 
Durango,  Colorado.  11-5TF 


M.D.,  AGED  30,  returning  from  service  in  Indonesia, 
desires  locum  tenens  or  association  with  Christian 
physicians  beginning  about  August,  1960.  Licensed  in 
Colorado  and  Kansas,  married,  two  children.  Write: 
Herbert  Friesen,  M.D.,  Pakis/Taju,  Java,  Indonesia. 

12TF 


NEVADA  COMMUNITIES  seeking  physicians  include 
Wells,  Carlin,  Austin,  Beatty,  Pioche,  and  Haw- 
thorne. Write  Mr.  Nelson  B.  Neff,  Executive  Secre- 
tary, Nevada  State  Medical  Association,  P.O.  Box  2790, 
Reno,  Nevada,  for  further  information  regarding  these 
opportunities.  5tf 


Quality  Drugs  Courteous  Service 


Jess  L.  Kincaid 

ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Laketvood 
and  V icinity 


RELIABLE  DRUGGISTS 


EARNEST  DRUG 

217  16th  Street 

Prescription  Specialists 

Telephones  KEystone  4-7237— KEystone  4-326S 

FRESH— CLEAN— COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


BEAUTIFUL  new  Applewood  Valley  Medical  Center, 
in  Metropolitan  Denver’s  choicest  location,  has  one 
single  and  one  double  suite  available.  Completely  air 
conditioned.  No  other  medical  building  in  this  area. 
Call  BE.  7-1865  or  write  Byron  Wilson,  10355  West 
18th,  Denver  15.  12-23 


BOARD  eligible  dermatologist  June.  Desire  informa- 
tion full  or  part  time  association  with  group  or 
dermatologist,  or  opportunity  for  private  practice. 
J.  Maliner,  1220%  S.  Saltair  Avenue,  Los  Angeles  25, 
California.  12-33 


FOR  LEASE  OR  FOR  SALE:  Cherry  Creek  location 
in  Denver.  6,000  sq.  ft.  or  more  of  office  space  for 
doctors  and  professional  men.  Spacious  building,  good 
parking  in  Denver’s  finest,  fastest  growing  profes- 
sional area  ...  Cherry  Creek!  Surrounded  by  Denver’s 
best  residential  areas.  Write  box  12-43,  Rocky  Moun- 
tain Medical  Journal,  835  Republic  Building,  Denver 
2,  Colorado.  12-43 


PRACTICE  FOR  SALE.  Southwest  Nebraska.  Two- 
man,  seven-year-old  general  practice  grossing 
$70,000.  Eleven-room  well-equipped  office  with  rea- 
sonable rent.  Twenty-bed  Community  Hospital  in 
town.  Both  partners  specializing.  Terms  arranged. 
Reasonable  distance  from  Colorado  Rockies.  Write 
box  12-53,  Rocky  Mountain  Medical  Journal,  835  Re- 
public Building,  Denver  2,  Colorado.  12-53 


BOARD  eligible  internist  desires  location  in  group 
practice  in  Rocky  Mountain  area.  Write  Box  12-63, 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver  2,  Colorado.  12-63 
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Abbey  Rents,  134 
Abbott  Laboratories,  110 
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Ciba  Pharmaceutical  Products 
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Denver  Optic  Company,  134 

Earnest  Drug,  144 
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Endo  Products,  Inc.,  85 

Geigy  Pharmaceuticals,  5 
General  Electric  Company,  98 
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Holiday  Hotel,  115 

Kincaid’s  Pharmacy,  144 

Lederle  Laboratories,  6-7,  16, 
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134,  143,  146 

Lilly,  Eli  & Company,  28 
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Newton  Optical  Company,  108 

Obetrol  Pharmaceuticals,  12 
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Pennsylvania  Life  Insurance 
Co.,  104 

Pfizer  Laboratories,  82,  99,  107 
Physicians  Casualty  Association, 
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Physicians  & Hospital  Supply 
Co,,  123 

Picker  X-Ray  Corporation,  106 
Pitman-Moore  Company,  121 
Publishers  Press,  Inc.,  105 

Republic  Building  Corp.,  108 
Robins,  A.  H.,  Company,  17-18,  84 


Roerig,  J.  B.,  & Co.,  Inc., 

10-11,  119 

Sandia  Ranch  Sanatorium,  102 
Sardeau,  Inc.,  9 
Schering  Corporation,  77,  96, 
100-101,  112,  114,  132 
Schieffelin  & Company,  79 
Searle,  G.  D,,  Co.,  65 
Shadford-Fletcher  Optical  Co.,  79 
Smith-Dorsey  Company,  109,  126 
Smith,  Kline  & French 
Laboratories,  Cover  IV 
Squibb,  E.  R.,  & Sons,  15,  86-87 

Technical  Equipment  Corp., 

Cover  III 

Telephone  Answering  Service,  108 

Upjohn  Company,  24-25 

U.  S.  Brewers  Foundation,  Inc.,  19 

U.  S.  Vitamin  Corporation,  80-81 

Wallace  Laboratories, 
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Want  Ads,  144 

Wesson  Oil  & Snowdrift,  26-27 
Wine  Advisory  Board,  88 
Winthrop  Laboratories, 
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The  Emory  John  Brady  Hospital 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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whenever  there  is  inflammation, 
siuelling,  pain 

VARIDASE 

STftEPTOKINASE-STREPTOOORNASe  LEPERLE 

BUCCAE-'' 

conditions  for  a 
fast  comeback . . . 


5 days  of  classic  therapy  after  48  hours  of  VARIDASE 

as  in  cellulitis* 

Until  VarIdase  stemmed  infection, 
inflammation,  swelling  and  pain,  neither 
medication  nor  incision  and  drainage 
had  affected  the  increasing  cellulitis. 

Varidase  mobilizes  the  natural  healing 
process,  by  accelerating  fibrinolysis,  to 
condition  the  patient  for  successful  primary 
therapy.  Increases  the  penetrability  of  the 
fibrin  wall,  for  easy  access  by  antibodies 
and  drugs  . . . without  destroying  limiting 
membrane  . . . and  limits  infiltration. 

Prescribe  Varidase  Buccal  Tablets  routinely 
in  infection  or  injury. 

*Innerfield,  I.:  Clinical  report  cited  with  permission. 
Varidase  Buccal  Tablets  contain: 

10,000  Units  Streptokinase,  2,500  Units  Streptodomase. 

Supplied:  Boxes  of  24  and  100  tablets 

LEDERLE  LABORATORIES, 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 
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allergen  on  rye 

when  that  delectable  snack  boomerangs 

BENADRYL 

aiitihistaininic~antispasmodic 

gives  prompt,  comprehensive  relief 

In  food  sensitivity,  BENADRYL  provides  simul- 
taneous, dual  control  of  allergic  symptoms. 
Gastrointestinal  spasm,  plus  the  cutaneous  and 
respiratory  symptoms  associated  with  food  al- 
lergy are  favorably  affected  by  the  antihistaminic 
action  of  BENADRYL.  Concurrently,  its  anti- 
spasmodic  effect  alleviates  colicky  pain,  nausea 
and  vomiting.  This  duality  of  action  makes 
BENADRYL  equally  valuable  throughout  the 
entire  spectrum  of  allergic  disorders. 

BENADRYL  Hydrochloride  (diphenhydramine  hydro- 
chloride, Parke-Davis)  is  available  in  a variety  of  forms 
including:  Kapseals,®  50  mg.  each;  Kapseals,  50  mg., 
with  ephedrine  sulfate,  25  mg.;  Capsules,  25  mg.  each; 
Elixir,  10  mg.  per  4 cc.;  and  for  delayed  action,  Emplets,® 
50  mg.  each.  For  parenteral  therapy,  BENADRYL  Hydro- 
chloride Steri-Vials,®  10  mg.  per  cc.;  and  Ampoules, 
50  mg.  per  cc. 

" PARKE,  DAVIS  & COMPANY 

»Iiy,‘  DETROIT  32,  MICHIGAN 
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NOW  many  more 
hypertensive  patients 
may  have  THE  FULL 

BENEFiTS  OF 
CORTiCOSTEROiO 

THERAPY 

Except  for  one  case  of  mild  blood-pressure  elevation  (150/90)  no  hypertension 
was  seen  in  any  of  1500  patientst  as  a result  of  treatment  with  DECADRON— the 
new  and,  on  a milligram  basis,  most  potent  of  all  corticosteroids.  Hypertension 
induced  by  other  steroids  diminished  or  disappeared. 

Thus  with  DECADRON,  hypertension  no 
longer  appears  to  be  a contraindication  to 
successful  corticosteroid  therapy.  And 
the  dramatic  therapeutic  impact  of 
DECADRON  was  virtually  unmarred  by 
diabetogenic  or  psychic  reactions  . . . 
Cushingoid  effects  were  fewer  and  milder 
. . . and  there  were  no  new  or  “peculiar” 
side  effects.  Moreover,  DECADRON  helped 
restore  a “natural”  sense  of  well-being. 

tAnalysis  of  clinical  reports. 

^DECADRON  is  a trademark  of  Merck  & Co.,  Inc.  ©1959  Merck 
& Co.,  Inc. 

MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & CO.,  INC.,  PHILADELPHIA  1,  PA. 
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treats  patients 
more  effectively 
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to  prevent 
the  sequela 


and  relieve  the 
symptom  compl 


Sinusitis,  otitis,  tonsillitis,  adenitis,  bronchitis  or 
pneumonitis  develops  as  a serious  bacterial  complication 
in  about  one  in  eight  cases  of  acute  upper  respiratory 


Peart  River,  New  York 


infection/!)  jo  protect  and  relieve  the  "cold” 
patient...  ACHROCIDIN, 

Usual  dosage;  2 tablets  or  teaspoonfuis  q.i.d.  (equiv.  1 Gm. 
tetracycline).  Each  TABLET  contains:  ACHROMYCIN®  Tetracycline 
HCl  (125  mg.);  phenacetin  (120  mg.);  caffeine  (30  mg.);  salicylamide  ^ 

(150  mg.);  chiorothen  citrate  (25  mg,).  Also  as  SYRUP,  caffeine-free. 

(1)  Estimafe  based  on  epidemiologic  study  by  Van  Volkenbur|h, 

V.  A.,  and  Frost,  W.  H.:  Am.  J.  Hygiene  71:122,  Jan.  1933.  ' 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY, 


Tetracycline-Antihistamine-Analgfsic  Cbmpotrnd  LfdgfN 


^il^foU^for  the  anxiety  in 

I perphenazine  •' 

the  person  overwhelmed  by  family 
illness... selective  anxiety  relief  with 
minimal  drowsiness  or  dulling 


BADDl(}EST/0)\f  iNCifNfr.ONE 

TO  $KEPr/CiSM^iNCR6D(;t/T> 
BI^EEPS  5LACK.  FANCIES  ANO 
rHOUOHTS  OF  PEATHj^^^pff 

XOW/^D 


When  bad  digestion  is  the  consequence  of  digestive  enzyme  deficiency,  Entozyme  may  dispel  dreary 
symptoms  such  as  pyrosis,  flatulence,  belching,  and  nausea,  for  it  is  a natural  supplement  to  digestive 
enzymes.  It  provides  components  with  digestive  enzyme  activity:  Pepsin,  N.  F.,  250  mg.,  Pancreatin,  N. 
F.,  300  mg.,  and  Bile  Salts,  150  mg.  Because  Entozyme  is  actually  a tablet-within-a-tablet,  these  com- 
ponents are  freed  in  the  physiological  areas  where  they  occur  naturally.  Entozyme  has  proved  useful  in 
relieving  many  symptoms  associated  with  cholecystitis,  post-cholecystectomy  syndrome,  sub-total  gas- 
trectomy, pancreatitis,  infectious  hepatitis,  and  a 
variety  of  metabolic  diseases. 


A.  H.  ROBINS  CO.,  INC.  • RICHMOND  20,  VA. 


EKTOZYME 


TofrSnil* 

brand  of  imipramine  HCl 


In  the  treatment  of  depression 
Tofranil  has  established  the  remark- 
able record  of  producing  remission 
or  improvement  in  approximately 
80  per  cent  of  cases. 

Tofranil  is  well  tolerated  in  usage— 
is  adaptable  to  either  office  or 
hospital  practice— is  administrable 
by  either  oral  or  intramuscular  routes. 

Tofranil 

a potent  thymoleptic . . . 
not  a MAO  inhibitor. 

Does  act  effectively  in  all  types  of 
depression  regardless  of  severity 
or  chronicity. 

Does  not  inhibit  monoamine 
oxidase  in  brain  or  liver;  produce 
CNS  stimulation;  or  potentiate  other 
drugs  such  as  barbiturates  and 
alcohol. 

Detailed  Literature  Available  on 
Request. 


Tofranil®  brand  of  imipramine  HCI:  tablets  of 
25  mg.,  bottles  of  100.  Ampuls  for  intramuscular 
administration  only,  each  containing  25  mg.  in 
2 cc.  of  solution,  cartons  of  10  and  50. 


References:  1.  Ayd,  F J.,  Jr.:  Bull.  School  Med., 
Univ.  Maryland  44:29,  1959.  2.  Azima,  H,, 
and  Vispo,  R.  H.:  A.M.A.  Arch.  Neurol. 

& Psychiat.  82:658,  1959.  3-  Lehmann,  H.  E.  ; 
Cahn,  C.  H.,  and  de  Verteuil,  R.  L.:  Canad. 
Psychiat.  A.  J.  3:155,  1958.  4.  Mann,  A.  M. 
and  MacPherson,  A.  S.:  Canad.  Psychiat. 

A.  J.  4:38,  1959.  5.  Sloane,  R.  B. ; 

Habib,  A.,  and  Batt,  U.  E.:  Canad.  M.A.J. 
80:540,  1959.  6.  Straker,  M.:  Canad.  M.A.J. 
80:546,  1959.  7.  Strauss,  H.:  New  York  J.  Med. 
39:2906,  1959. 
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lights  the  road  to  recovery 
in  80  per  cent  of  cases 
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Patent  #2748052 

for  medical  management  of  obesity 

The  different  amphetamine  combination  of  choice . . . 
even  in  many  cases  of  hyperthyroidism,  hypertension, 
coronary  artery  and  other  cardiovascular  diseases. 

OBETROL  incorporates  the  desired  action  of  amphetamines  with- 
out usual  drawbacks. 

OBETROL  Each  20  mg.  tablet  or  two  10  mg.  tablets  contain  safer, 
longer  acting  Methamphetamine  Saccharate  5 mg., 
with  Methamphetamine  Hydrochloride  5 mg.,  Ampheta- 
mine Sulfate  5 mg.,  Dextro  Amphetamine  Sulfate  5 mg. 

SUPPLIED:  in  10  mg.  and  20  mg.  tablets  in  bottles  of  100, 500,  and  1,000. 

Ref:  Plotz,  M.:  Modern  Management  of  Obesity,  J.A.M.A.  170:  1513-1515  (July  25)  1959. 

Available  on  prescription  at  all  leading  pharmacies. 

Write  today  for  clinical  samples. 


REFER  TO 
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VA  Grs.  ta. 
FLAVORED 


/ing  up  to 
family  tradition 


There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world’s  first  aspirin. 

And  like  Bayer  Aspirin,  Bayer  Aspirin  for  Chil- 
dren is  quality  controlled.  No  other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
Slyer.  This  assures  uniform  excellence  in  both 
forms  of  Bayer  Aspirin. 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  p.^oviding  the  finest 
aspjrin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children  — 1%  grain  flavored 
tablets— Suppried  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 


New 

GRIP-TIGHT  CAP 
for  Children’s 


THE  BAYEP?  COMPANY.  OtVlSlQN  OF  STERLING  DRUG  INC.,  1450  BROADWAY.  NEW  YQRK  18,  N.  Y. 


for  March,  1960 


9 


51  to  49...its  aboy! 


94  to  6 BONADOXIN’stops  morning  sickness 


When  she  asks  “Doctor,  what  will  it 
be?”  you  can  either  flip  a coin  or  point 
out  that  51.25%  births  are  male.*  But 
when  she  mentions  morning  sickness, 
your  course  is  clear:  bonadoxin. 

For,  in  a series  of  766  cases  of  morning 
sickness,  seven  investigators  report  ex- 
cellent to  good  results  in  94%.^  More 
than  60  million  of  these  tiny  tablets 
have  been  taken.  The  formula : 25  mg. 
Meclizine  HCl  (for  antinauseant  ac- 
tion) and  50  mg.  Pyridoxine  HCl  (for 


metabolic  replacement).  Just  one  tablet 
the  night  before  is  usually  enough. 

BONADOXIN  — DROPS  and  Tablets— are 
also  effective  in  infant  colic,  motion 
sickness,  labyrinthitis,  Meniere’s  syn- 
drome and  for  relieving  the  nausea  and 
vomiting  associated  with  anesthesia  and 
radiation  sickness.  See  pdr  p.  795. 

1.  Projection  from  Vital  Statistics,  U.S.  Govern- 
ment Dept.  HEW,  Vol.  48,  No.  14,  1958,  p.  398. 

2.  Modell,  W. ; Drugs  of  Choice  1958-1959,  St.  Louis, 
C.  V.  Mosby  Company,  1958,  p.  347. 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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Herbs  and  seasonings  are  the 
spice  of  life  in  this  diet. 


The  secret  of  a successful 
low  sodium  diet  is  acceptance 


The  acceptance  of  any  diet 
depends  on  its  appetite  appeal. 
And  there  are  so  many  things 
your  low  sodium  diet  patient  can 
use  to  add  flavor  to  his  daily 
fare  . . . such  as  the  juice  of 
lemons  and  limes,  assorted  herbs, 
variously  flavored  vinegars  and 
some  pepper. 

Thyme,  marjoram  and  pepper 


add  zest  to  hamburger.  Chicken 
is  delicious  with  lemon,  rosemary 
and  sweet  butter  to  baste.  In 
fact,  sweet  butter  can  be  used  so 
many  ways  on  vegetables — with 
nutmeg  on  green  beans,  savory 
on  limas,  tarragon  with  carrots, 
basil  with  tomatoes.  Onions 
boiled  with  whole  clove  of  thyme 
delight  the  taste  of  an  epicure! 


United  States  Brewers  Foundation 

* If  you’d  like  reprints  of  this  advertisement,  write  United  States 

Brewers  Foundation,  536  Fifth  Avenue,  N.Y.17,  N.Y. 


With  your  approval, 
your  patient  might  add 
a glass  of  beer 
to  his  dinner 
from  time  to  time. 

Sodium  7 mg/100  grm. 

17  mg/8  oz.  glass 
(Average  of  American  Beers) 


for  March,  1960 


11 


12 


Rocky  Mountain  Medical  Journal 


Raise  the  Pain  Threshold 


MAXIMUM  SAFE  ANALGESIA 


F'Jl 


e 'b  # '© 


Phenaphen  with  Codeine  provides 
intensified  codeine  eifects  with 
control  of  adverse  reactions. 

It  renders  unnecessary  (or  postpones) 
the  use  of  morphine  or  addicting 
synthetic  narcotics,  even  in 
many  cases  of  late  cancer. 


lfr@ngms  — 

PHINAPHEN  NO.  2 

Phenaphen  with  Codeine  Phosphate  V4  gr.(16.2  mg.) 

PHENAPHEN  NO.  3 

Phenaphen  with  Codeine  Phosphate  Vz  gr.  (32.4  mg.) 

PHENAPHEN  NO.  4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (84.8  mg.) 
Aho  — 

PHENAPHEN  in  «aeh  capsule 

Acetylsallcylic  Acid  2%  gr.  . (162  mg.) 

Phenacetin  3 gr.  (194  mg.) 

Phenobarbital  % gr (16.2  mg.) 

Hyoseyamine  sulfate  .....  (0.031  mg.) 


ins 


A.  H.  ROStMS  CO..  INC.,  RICHMOND  20.  VIRGINIA 


Ethical  Pharmaceuticals  of  Merit  since  1878 


more  closely  approaches  the  ideal  diuretic 


“When  compared  to  other  members  of  this  heterocyclic  group 
of  compounds,  this  drug  [NaturetinJ  shows  a significantly  in- 
creased natriuresis  and  decreased  loss  of  potassium  and  bicar- 
bonate. In  this  respect  it  more  closely  approaches  a natural  or 
‘ideal  diuretic.’  It  is  effective  upon  continuous  administration  and 
causes  no  significant  serum  biochemical  changes.  It  is  effective 
in  a wide  variety  of  edematous  and  hypertensive  states  and 
represents  a significant  advance  in  diuretic  therapy.”  Ford,  R.V.: 
Pharmacological  observations  on  a more  potent  benzothiadiazine 
diuretic;  accepted  for  publication  by  the  American  Heart  Journal. 


Comparison  of  electrolyte  excretion  pattern  for  the  24  hours  following 
typical  doses  of  chlorothiazide,  hydrochlorothiazide,  and  Naturetin^ 


Urinary  Volume  (liters) 

significantly  increased 


with  Naturetin 
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Urinary  pH 

least  increase  with  Naturetin 


Typical  Doses:  Chlorothiazide— 1,000  mg,;  Hydrochlorothiazide  — 50  mg.;  Naturetin  (Benzydroflumethiazide)— 5 mg. 


/.  Adapted  from:  Ford,  R.  V,  Squibb  Clin.  Res.  Notes  2:1  (Dec.)  1959. 


A single  5 mg.  tablet  once  a day 
provides  all  these  advantages" 

• prolonged  action  — in  excess  of  1 8 hours 

« convenient  once-a-day  dosage 

• low  daily  dosage  — more  economical  for  the  patient 

• no  significant  alteration  in  normal  electrolyte  excretion  pattern 

• repetitively  effective  as  a diuretic  and  antihypertensive 

• greater  potency  mg.  for  hig.— more  than  100  times  as  potent  as  chlorothiazide 

• potency  maintained  with  continued  administration 

• low  toxicity  — few  side  effects  — low  salt  diets  not  necessary 

• comparative  studies  with  chlorothiazide,  hydrochlorothiazide,  and  Naturetin 
disclose  that  smallest  doses  of  Naturetin  produce  greater  weight  loss  per  day 

• in  hypertension,  Naturetin,  alone  or  in  combination  with  other  anti- 
hypertensives,  produces  significant  decreases  in  mean  blood  pressure 
and  other  favorable  clinical  effects 


• purpura  and  agranulocytosis  not  observed 

• allergic  reactions  rarely  observed 

^Reports  (1959)  to  the  Squibb  Institute  for  Medical  Research. 


Naturetin  —Indications:  in  control  of  edema  when  diuresis  is  required,  in  congestive  heart  failure, 
in  the  premenstrual  syndrome,  nephrosis  and  nephritis,  cirrhosis  with  ascites,  edema  induced  by  drugs 
(certain  steroids);  in  the  management  of  hypertension,  used  alone,  combined  with  Raudixin  (Squibb 
Rauwolfia  Serpentina  Whole  Root),  or  with  other  antihypertensive  drugs,  such  as  ganglionic  blocking  agents. 


Contraindications:  none,  except  in  complete  renal  shutdown. 


Precautions:  when  Naturetin  is  added  to  an  antihypertensive  regimen  including  hydralazine, 
veratrum,  and/or  ganglionic  blocking  agents,  immediate  reduction  must  be  made  in  the  dosage  for  all 
preparations;  the  dosage  for  ganglionic  blocking  agents  must  be  decreased  by  50%  to  avoid  a precipitous 
drop  in  blood  pressure.  This  also  applies  if  these  hypotensive  drugs  are  added  to  an  established  Naturetin 
regimen ...  in  hypochloremic  alkalosis  with  or  without  hypokalemia  ...  in  cirrhotic  patients  or  those  on 
digitalis  therapy  when  reductions  in  serum  potassium  are  noted  ...  in  diabetic  patients  or  those 
predisposed  to  diabetes  . . . when  increased  uric  acid  concentrations  are  noted  . . . when  signs  — 
leg  or  abdominal  cramps,  pruritus,  paresthesia,  rash— suggestive  of  hypersensitivity,  are  noted. 


Naturetin  —Dosage:  in  edema,  average  dose,  5 mg.,  once  daily,  preferably  in  the 
morning;  to  initiate  therapy,  up  to  20  mg.,  once  daily  or  in  divided  doses;  for 
maintenance,  2.5  to  5.0  mg.,  daily  in  a single  dose.  In  hypertension:  suggested 
initial  dose,  5 to  20  mg.  daily;  for  maintenance,  2.5  to  15  mg.  daily,  depending 
on  the  individual  response  of  the  patient.  When  Naturetin  is  added  to  an  anti- 
hypertensive regimen  with  other  agents,  lower  maintenance  doses  of  each 
drug  should  be  used. 

Naturetin  — Supplied:  tablets  of  2.5  mg.  and  5 mg.  (scored). 


Sqsjibb 


Squibb  Quality — 
the  Priceless 
Ingredient 


'RAUDIXIN*®  AMD  'NATURETIN'  ARE  SQUIBB  TRADEMARKS. 


( Advertisement  I 


Tetracycline  Piiospliate  Complex  (TETREX® ) 

^U.S.  PAT.  NO.  2,791,609  ' 

in  the  Therapy  of 

ACUTE  PHARYNGITIS,  ESPECIALLY  WITH  LYMPHADENITIS 


Ideally,  selection  of  the  proper  antibiotic  for 
treatment  of  acute  pharyngitis  should  await  the 
laboratory  reports  on  the  susceptibility  of  the 
infecting  bacteria.  But  the  busy  practitioner 
who  sees  many  patients  a day  during  the  upper 
respiratory  infection  season  may  sometimes 
find  it  difficult  to  avoid  the  empirical  choice  of 
an  antibiotic.  Unfortunately,  this  practice  may 
sometimes  result  in  therapeutic  failure. 

No  matter  what  the  pressure  of  the  immediate 
situation,  it  is  worthwhile  to  consider  taking  a 
bacterial  specimen  from  the  infected  pharynx 
for  culture  and  sensitivity  studies  before  start- 
ing treatment.  Thus,  a rational  basis  will  be 
provided  for  changing  the  antibiotic  should  the 
first  choice  prove  ineffective. 

Which  Antibiotic? 

All  other  things  being  equal,  the  drug  of  choice 
is  the  one  to  which  the  pathogen  is  most  sus- 
ceptible. But  if  the  exigencies  of  the  situation 
force  the  physician  to  a prompt  use  of  antibiotic, 
a broad-spectrum  preparation  that  produces 
immediate  high  blood  levels  (e.g.,  tetracycline 
phosphate  complex,  TETREX ) probably  has  the 
best  chance  of  controlling  the  pathogen. 

Later,  the  laboratory  report  frequently  may 
indicate  that  any  one  of  several  antibiotic  agents 
would  be  equally  effective  against  the  particular 
microorganism  in  question.  In  such  a case 
other  factors  such  as  frequency  and  severity  of 
side  effects,  sensitizing  potential  and  toxicity 
should  be  considered. 

If  the  acute  pharyngitis  in  question  should  be 
due  to  gram-negative  Klebsiella’,  penicillin  will 
be  of  no  value,  nor  will  erythromycin  be  effec- 
tive. However,  this  organism  is  susceptible  to 
tetracycline.  If  the  pathogen  should  turn  out  to 
be  gram-positive  Streptococcus  or  Staphylococ- 
cus, then  penicillin,  erythromycin,  and  tetra- 
cycline may  all  be  effective  against  it. 

Penicillin,  however,  in  addition  to  having  a 
limited  spectrum,  also  causes  many  minor  and 
some  serious  sensitivity  reactions.  In  a recent 
survey^  it  was  found  that  penicillin  produced 
severe  skin  reactions.  But  most  important  was 
the  observation  that  anaphylactic  shock,  with  a 


fatality  rate  of  about  9 per  cent,  was  the  most 
frequent  serious  reaction.  Such  severe  reactions 
are  almost  always  associated  with  parenteral 
administration. 

The  tetracyclines  (e.g.,  TETREx)  have  the 
advantages  of  a broad  range  of  antimicrobial 
activity  and  low  toxicity.  And  in  addition,  tlie 
physician  does  not  have  to  trouble  himself  or 
his  patients  with  repeated  blood  studies  when 
he  prescribes  tetrex.  Minor  reactions  such 
as  gastric  upsets  or  mild  skin  rashes  occur  oc- 
casionally. The  most  serious  side  effects  are 
staphylococcal  and  monilial  overgrowth,  but 
these  are  rare  and  can  be  adequately  controlled. 


Some  Microorganisms  Susceptible^  to 
T etracycline  ( tetrex  ) 

Slreptococcus ; Staphylococcus ; Pneumococcus  | 
Gonococcus;  Meningococcus;  C.  diphtherme; 
B.  anthracis;  E.  coli;  Proteus;  A.  aerogenes; 
K.  pneumoniae ; Shigella;  Brucella;  P.tularen- 
sis;  H.  influenzae;  T.  pallidum;  Rickettsiae; 
Viruses  of  psittacosis  and  ornithosis,  lympho- 
granuloma inguinale,  primary  atypical  pneumo- 
nia; E.  histolytica;  D.  granulomatosis. 

“Some  strains  are  not  susceptible. 

•’Table  adapted  from  Goodman,  L.  S.,  and  Gilman,  A.: 
The  Pharmaceutical  Basis  of  Therapeutics,  2nd  edi- 
tion, New  York,  The  Macmillan  Co.,  1956,  pp.  1322- 
1323. 


High  blood,  body  fluid,  and  tissue  levels  of 
active  drug  are  quickly  attained  when  the  new 
phosphate  preparation  of  tetracycline  (tetrex) 
is  used. 

The  semisynthetic  tetracyclines  have  been  in 
constant  use  since  they  were  introduced  in 
1952.  They  have  been  proved  clinically  and 
have  established  themselves  as  safe,  effective, 
and  valuable  antibiotic  agents.  But  the  final 
decision,  the  choice  of  agent,  and  the  control 
of  therapy  must  remain  where  it  has  always 
been,  in  the  hands  of  the  individual  physician. 

References:  L Zinsser,  H. : A Textbook  of  Bacteriology,  lltb  edi- 
tion, New  York,  Appleton-Centtiry-Crofts,  1957,  p,  409,  2.  Welch,  H. : 
Lewis,  C.  H,  I Weinstein,  H.  I.,  and  Boeckman,  B.  B, : Severe 
reactions  to  antibiotics.  A nationwide  survey.  Antibiotic  Med,  & 
Clin.  Ther,  4:800  (December)  1957, 

BRISTOL  LABORATORIES 

Division  of  Bristol-Myers  Company 

S'^tU.CUSE,  KIW  YORK 
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Synonyms  for 
Pain  Relief... 


‘TABLOID’ 

TMPIRIN’ 

1 1 II I ■ simple  headache 

COMPOUND'  I 

myalgias 

Acetophenetidin  ......  gr.  IVz  ; 

Acetyisalicylic  Acid  ....gr.  SVa  ! common  COld 

Caffeine  ............  gr.  Vz  ^ toothache 

earache 

^TABLOID’  dysmenorrhea 

‘EMPIRIN’  =-  i 

I I A 1 ® tension  headache 

CuIVIPUUNIJ  premenstrual  tension 

minor  surgery 

WITH  post-partum  pain 

CODEINE 

PHOSPHATE’  — ■ 

colic 

migraine 

PiO*  1 Acetophenetidin  ......  gr.  21/2  musculo-skeletal  pains 

Acetyisalicylic  Acid — gr.  31/2  postdental  surgery 

Caffeine  gr.  ¥2  ; . , . , 

Codeine  Phosphate  . . . . gr.  Vs  pOSt-partum  involution 

Mn  9 

PiU*  Acetophenetidin  gr.  21/2  synOVitis/bursitis 

Acetyisalicylic  Acid  ....  gr.  SVa 

Caffeine  ............  gr.  Va  |.g|jgf  gf  pgjp 

Codeine  Phosphate  . . . . gr.  Va 

of  all  degrees  of 

No.  3 Acetophenetidin  gr.  2yt  ' 

Acetyisalicylic  Acid  ....  gr.  SVa  ; that  which 

Caffeine  ............  gr.  Vz  ; 

Codeine  Phosphate  . . . . gr.  % 

Mn  il 

IiUb  ^ Acetophenetidin  ......  gr.  ZVa  fpwprc 

Acetyisalicylic  Acid  . . . . gr.  31/2 

Caffeine  ............  gr.  Vz  dry, 

Codeine  Phosphate gr.  1 unproductive  COUghs 

*Subjectto  Federal  Narcotic  Regulations 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 


Your  experience  and  trust  throughout  the 


TABLOIO-i 

‘Empirin’- 

Compound 


CAUTION.-  PWmuI 


■TABLOID’-i. 

‘ E in  p i r i n ‘ “ 
Compound 
too  Phosphate.  No. 


Mtr  COOL  ANC^p*! 

S*  ”i»n'ou6Hrwiuc»ij 


CAUMOn 


_ KC^  cpoi  *N0  &»»  _ 
I'jHovGHs  weticoMe 


BUIROUGHSWHLCOMEtCfc; 


MPTOM 


MODE: 


WOLi 

GOOD' 


SENSAT 


years  have  established  the  wide  use  of  the 
'Empirin  family  in  medical  practice — 
dependable  analgesics  for  the  effective  relief 
of  pain,  fever,  and  cough— with  safety. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 

Tuckahoe,  New  York 


EMPIR  AL’" 


‘CODEMPIRAL’* 


No 


‘CODEMPIRAL” 


No.  2 


■TABLOIDS 

-•Empirin’- 

Compound 


Codeioe  Phosphate.  No.  I 

• — HftWi  Fa-Wa# 


TABLOID  • 

■ 'Empirin'- 
Compound 
Codeine  PhoTcptiale,  No.  3 


•TABL01D'.l. 

'E  mpirin’- 
Compound 
Codeine  I’linspliate,  No.  d 


KCEA  COOL  ANO  DWC.  - 

laooucKS  wiiicoME » ai 


whenever  there  is  inflammation, 
swelling',  pain 

VARIDASE 

STREPTOKINASe-STREPTOOORNASe  LEOERLE 

BUCCAL™“ 

conditions  for  a 
fast  comeback... 

as  in  acute 
hemorrhoids... 

SUNDAY,  9 A.M.:  VARIDASE  for  painful 
thrombotic  hemorrhoid.  2:30  P.M.:  pain 
greatly  reduced,  less  swelling  and 
inflammation. 

MONDAY:  size  down  to  small  tab;  acute 
inflammation  disappeared.* 

Varidase  activates  natural  fibrinolytic  factors, 
to  limit  undesirable  infiammatory  response 
and  speed  healing. 

Dramatic  reduction  of  pain  is  often  the  first 
sign  of  improvement;  swelling  and  redness 
rapidly  diminish.  Drugs  and  natural 
regenerative  factors  readily  penetrate  the 
infiammatory  barrier  to  effect  total  remission 
faster... in  trauma  or  infection. 

Varidase  Buccal  Tablets  contain: 

10,000  Units  Streptokinase,  2,.'>00  Units  Streptodornase. 

Supplied:  Boxes  of  24  and  100  tablets 

*Peterman,  R.  A.:  Clinical  report  cited  with  permission. 


LEDERLE  LABORATORIES, 

a Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 
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Doctor, 
do  you  know 
this  wormnf 

Among  your  patients  are  women 
who  complain  of  the  discomforts 
which  accompany  a large  or 
pendulous  bust.  Tell  these  women 
about  CORDELIA  OF  HOLLYWOOD 
custom-fitted  brassieres . . . 
constructed  with  no  wires  or 
excessive  elastic  to  interfere  with 
circulation ..  .wide  one-piece  straps 
that  relieve  shoulder  pressure  by 
providing  support  directly  from  the 
base . . . easily  laundered,  attractive 
fabric  in  a multitude  of  styles.  Your 
patients  will  thank  you  for 
suggesting  this  problem-solver 
for  women  with  special  needs . . . 
there  is  a custom-fitted 
CORDELIA  OF  HOLLYWOOD  brassiere 
for  every  individual. 


Featured  below  is  Style  #88, 
available  in  White  and  Black,  all  sizes. 


Available  at  department  stores,  corset  shops  and  surgical  shops. 

COLORADO;  Boulder,  China  Jones;  Colorado  Springs,  Hibbard  and  Co.;  Denver,  Joslin's,  Denver  Dry  Goods  Com- 
pany, Geo.  Berbert  & Sons,  Inc.,  Gibson's  Surgical  Appliances;  Grand  Junction,  Marie's  c/o  Sweetbriar;  Greeley, 
The  Corset  Shop;  Loveland,  W & T Pharmacy;  Pueblo,  Pueblo  Surgical  Supply,  Southwest  Surgical  Seryice,  Crews- 
Beggs  • MONTANA:  Butte,  Burr  Store;  Great  Falls,  Buttrey's;  Helena,  Leaf  Lingerie  Shop;  Billings,  The  Malmin 
Shop  • NEVADA:  Las  Vegas,  Lillian's  • NEW  MEXICO:  Albuquerque,  Antene's  Shop,  Kistler  Collister  & Co.;  Las 
Cruces,  Popular  Dry  Goods  Company  • UTAH:  Ogden,  Orchid  Corset  Shop;  Provo,  Deon's;  Salt  Lake  City,  Robinson's 
Medical  Mart  • WYOMING:  Casper,  Kassis  Department  Store,  Porter's  Quality  Shop;  Cheyenne,  Dobbins  Women's 
Wear;  Torrington,  Veta's  Store  • ARIZONA:  Tucson,  Alice-Rae  Corset  Shop,  Blair  Surgical  Company;  Prescott, 
Gillis  Style  Shop. 
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When  blood  pressure  must  come  down 

When  you  see  symptoms  of  hypertension  such  as  dizziness,  headache,  and  fainting  your  patient  is 
a candidate  for  Serpasil-Apresoline.  Even  when  single-drug  therapy  fails,  Serpasil-Apresoline  fre- 
quently can  bring  blood  pressure  down  to  near-normal  levels,  reduce  rapid  heart  rate,  allay  anxiety. 

supplied:  Tablets  #2  (standard-strength,  scored),  each  containing  0.2  mg.  Serpasii  and  50  mg.  Apresoiine  hydro- 
chloride; Tablets  #1  (half-strength,  scored),  each  containing  0.1  mg.  Serpasii  and  25  mg.  Apresoiine  hydrochloride. 


C I B A 

SUMMIT,  N.  J. 


2/  2765MK 


hydrochloride  (reserpine  and  hydralazine  hydrochloride  ciba) 


reaches 

all  nasal  and  paranasal 

membranes 

systemically^ 

Pharmacologically  balanced  formula 
for  prompt  symptomatic  relief 

• in  nasal  and  paranasal  congestion 

• in  sinusitis  and  postnasal  drip 

• in  allergic  reactions  of  the 
upper  respiratory  tract 

Triaminic^'^  is  safer  and  more 
effective  than  topical  medication 

• transported  systemically  to 
all  respiratory  membranes 

• provides  longer-lasting  relief 

• presents  no  problem  of 
rebound  congestion 

• avoids  “nose  drop  addiction” 

Relief  is  prompt  and  prolonged  because 
of  this  special  timed-release  action: 

first  — the  outer  layer 
dissolves  within 
minutes  to  produce 
3 to  4 hours  of  relief 

then  — the  eore 
disintegrates  to  give  3 to 
4 more  hours  of  relief 


Each  Triaminic  timed-release  Tablet  provides; 


Phenylpropanolamine  HCl 50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


Dosage:  1 tablet  in  the  morning,  midafternoon  and  at 
bedtime.  In  postnasal  drip,  1 tablet  at  bedtime  is  usu- 
ally suffieient. 

Each  timed-release  Triaminic  Juvelet®  provides:  % the 
formulation  of  the  Triaminic  Tablet. 

Dosage:  1 Juvelet  in  the  morning,  midafternoon  and 
at  bedtime. 

Each  tsp.  (5  ml.)  of  Triaminic  Syrup  provides:  Vs  the 
formulation  of  the  Triaminic  Tablet. 

Dosage  (to  be  administered  every  3 or  4 hours)  : 
Adults  — 1 or  2 tsp.;  Children  6 to  12  — 1 tsp.;  Chil- 
dren 1 to  6 — Vs  tsp. ; Children  under  1 — Vs  tsp. 

1.  Fabricant,  N.  D. : E.E.N.T.  Monthly  37:460  (July)  1958. 

2.  Lhotka,  F.  M. ; Illinois  M.  J.:  122:259  (Dec.)  1957. 

3.  Farmer,  D.  F.:  Clin.  Med.  5:1183  (Sept.)  1958. 


the  leading  oral  nasal  decongestant,., 

Triaminic’ 

timed-release  tablets  and  juvelets 
also  non-alcoholic,  fruit-flavored  syrup 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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BulazoUin' 

brand  of  phenylbutazone 


Ten  years  of  experience  in  countless 
cases— more  than  1700  published 
reports— have  now  established  the 
eminence  of  Butazolidin  among  the 
potent  non-hormonal 
antiarthritic  agents. 


Repeatedly  it  has  been  demonstrated 
that  Butazolidin: 

Within  24  to  12  hours  produces 
striking  relief  of  pain. 

Within  3 to  10  days  affords  a 
marked  improvement  in  mobility 
and  a significant  subsidence  of 
inflammation  with  reduction  of 
swelling  and  absorption  of  effusion. 


Even  when  administered  over 
months  or  years  Butazolidin  does 
not  provoke  tolerance  nor  produce 
signs  of  hormonal  imbalance. 


Buta2olidin®  brand  of  phenylbutazone: 
Red-coated  tablets  of  100  mg. 

Butazolidin®  Alka:  Capsules  containing 
Butazolidin®  100  mg.;  dried  aluminum 
hydroxide  gel  100  mg.  ; magnesium  trisilicate 
150  mg.;  homatropine  methylbromide  1.25  mg. 


Geigy,  Ardsley,  New  Vbrk 


r- 

D 
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Have 

We 

Blown 
Our  top? 


NOT  AT  ALL! 


We  just  wanted  to  get  your  attention  to  tell  you  about 
Empire  Casualty ....  Empire  is  your  company  if  you 
are  a member  of  The  Colorado  State  Medical  Society 
. ...  We  urge  you  to  investigate  the  advantages  of  be- 
coming a stock  holder  and  a policy  holder  in  Empire 
Casualty  Company. 

Write  or  call  Carl  W.  Ohlin  for  immediate  action  and  fuil  particulars. 


Operating  Management 


GairelffifomMd 

- SCO. 


201  Security  Bldg.  Insurance  Department 
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NE3W  AND  EXCLUSIVE 


FOR  SUSTAINED 
TRANQUILIZATION 


MIITOWN®  {meprobamate)  now  available 
in  400  mg.  continuous  release  capsules  as 


Meprospan-400 


JUST  ONE  CAPSULE  LASTS  ALL  DAY 


HIOHEH  POTENCY 

FOR  GREATER  CONVENIENCE 


- relieves  both  mental  and  muscular  tension 
without  causing  depression 

does  not  impair  mental  efficiency,  motor 
control,  or  normal  behavior 


Usual  dosage:  One  capsule  at  breakfast, 

one  capsule  with  evening  meal 

Available:  Meprospan-400,  each  blue  capsule  contains 
400  mg.  Miltown  (meprobamate) 

Meprospan-200,  each  yeUow  capsule  contains 
200  mg.  Miltown  (meprobamate) 

Both  potencies  in  bottles  of  30. 

®WALLACE  LABORATORIES,  Miv  Brunswick,  N.  J. 


CME-8424 
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{ the  clock  strikes  ^ 

I 

I 

and  your  ulcer  patient 


oxypheiicyclimine  HCl,  10  mg.  tablets 


from  ulcer  and  other  GI  disorders. 


Additional  information  is  available  on  request  from  the  Medical  Department, 
Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  New  York, 
Science  for  the  world’s  well-being'^** 


announcing  a major  event 
in  anticoagulant  therapy. . . 

Certified— before  introduction — by  5 years  of  clinical  experience 
and  published  reports  in  the  U.  S. A.,  Canada  and  Great  Britain. 


M ir  adon 

anisindione 

new  oral  prothrombin  depressant 


control  at  every  stage  of  anticoagulant  therapy  rapidity 
of  induction  and  recovery  time  prCCllCt3.bllltyof  initial 
and  maintenance  dosages  Stability  of  therapeutic  prothrombin 
levels  during  maintenance  therapy  FCVCFSlblllty  of  anti- 
coagulant efiPect  with  vitamin  Ki  preparations . . . rapid  return  to 
therapeutic  levels  on  remedication 


Well  tolerated  and  relatively  nontoxic 
no  nausea  and  vomiting,  proteinuria, 
agranulocytosis  or  leukopenia  yet  observed 
— chroinaturia  infrequent  and  transient. 

Single  daily  dose  convenience 


Pacfeagmg— Mi  RADON  Tablets,  50  mg.,  bottle 
of  100. 

For  complete  information  on  indications, 
dosage,  precautions,  and  contraindications 
consult  the  ScheringStatementof  Directions. 


S-435 


. . . DARVO-TRAN™  relieves  pain  more  effectively  than 

the  analgesic  components  alone 


Effective  analgesia  plus  safe  relief  of  mild  anxiety  helps  combat  the  pain- 
anxiety  spiral.  In  Darvo-Tran,  the  tranquiUzing  properties  of  Ultran®  are 
added  to  the  estabhshed  analgesic  effects  of  Darvon®  and  the  anti-inflam- 
matory benefits  of  A.S.A.®.  Clinical  and  pharmacologic  studies  have  shown 
that  when  pain  is  accompanied  by  anxiety,  the  addition  of  Ultran  enhances 
and  prolongs  the  analgesic  effects  of  Darvon. 


£ach  Pulvule®  Darvo-Tran  provides: 


Darvon  ....  32  mg. — to  raise  pain  threshold 

A.S.A 325  mg. — to  reduce  inflammation 

Ultran 150  mg. — to  relieve  anxiety 

Usual  Dosage: 


1 or  2 Pulvules  three  or  four  times  daily. 


Darvo-Tran^**  (dextro  propoxyphene  and 
acetylsalicylic  acid  with  phenaglycodol, 
Lilly) 

Ultran®  (phenaglycodol,  Lilly) 

Darvon®  (dextro  propoxyphene  hydrochlorider 
Lilly) 

A.S.A.®  (acetylsalicylic  acid,  Lilly) 


ELI  Lilly  and  company  • Indianapolis  s,  Indiana,  u.  s.  a. 

02P4C(7 
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CCORDING  TO  MANY  SOURCES,  the  Forand 
Bill  is  gaining  popularity  over  a wide  front. 
Initially,  Labor  served  as  the  prime  sponsor 
but  now,  with  widespread  attention  by  Con- 
gressional committees,  national  magazines 

and  other  media 

; - . I / . of  communication, 

h , (1  of  • 1 

there  are  signs  of 

t or;  thl  o ll  support  for  this 

type  of  legislation 

in  both  political  parties  and  in  influential 

segments  of  the  Administration. 

The  present  Forand  Bill  (H.R.  4700)  pro- 
vides for  certain  hospital  and  medical  bene- 
fits for  Social  Security  recipients  to  be  paid 
for  out  of  Social  Security  funds.  It  appears 
that  additional  pieces  of  legislation  will  be 
proffered,  differing  only  in  the  extent  of 
benefits  allowed;  i.e.,  various  combinations 
of  hospital,  medical,  nursing  home  care. 

In  their  essence,  these  proposals  will  ask 
that  a large  (15  million)  group  of  Americans 
be  provided  certain  benefits  (hospital,  medi- 
cal, etc.)  to  be  paid  for  from  Social  Security 
funds  (estimates  one  to  two  billion  dollars 
per  year).  Furthermore,  it  should  be  clearly 
understood  that  the  proposals  mean  socialized 
medicine  for  this  significant  group  of  citizens. 

The  American  Medical  Association  has 
presented  an  extremely  progressive  approach 
to  the  entire  problem  of  the  aging  and  has 
developed  concrete  evidence  that  private  en- 
terprise is  able  and  willing  to  tackle  the 
problem.  Indeed,  Blue  Cross-Blue  Shield  and 
private  insurance  have  already  enjoyed  con- 
siderable success  in  these  efforts.  At  the  same 
time,  the  A.M.A.  has  pointed  out  certain 
dangers  inherent  in  this  legislation  such  as 
weakening  of  the  Social  Security  structure 
with  the  addition  of  such  a huge  burden,  the 
net  effect  of  lowered  medical  standards  with 
government  dictation,  and  the  unwelcome,  if 
not  disastrous,  effect  it  will  have  on  Blue 
Cross-Blue  Shield  and  commercial  insurance. 

Despite  these  intelligent  and  progressive 
efforts  on  the  part  of  the  American  Medical 
Association,  there  are  now  indications  that 


their  efforts  may  necessarily  be  re-directed. 
Up  to  this  time,  the  considerations  surround- 
ing discussion  of  the  Forand  Bill  have  been 
from  an  economic  or  philosophic  standpoint, 
but  the  discussants  are  now  marching  hur- 
riedly onto  the  big  stage — political.  History 
has  proved  repeatedly  that  movements  for 
socialized  medicine  are  not  basically  social  or 
welfare,  but  political.  Witness  in  the  coming 
months  the  aggregate  of  political  influence 
that  may  be  brought  to  bear  by  15  million 
people  on  Social  Security  and  their  relatives. 

If  you  can  envisage  a successful  candidate 
who  has  opposed  a “social  advance”  for  15 
million  people  who  have  countless  relatives 
voting  with  them,  your  crystal  ball  is,  indeed, 
quite  remarkable.  Despite  these  ominous 
signs,  doctors  must  and  shall  take  the  chal- 
lenge of  socialism  and  actively  wage  battle. 

In  rendering  further  and  continuing  oppo- 
sition to  socialism,  doctors  have  three  main 
areas  of  information  to  stress: 

1.  Our  primary  interest  is  in  the  patient — 
we  feel  that  governmentally  controlled  medi- 
cine will  not  be  as  good  as  is  our  present  sys- 
tem. Our  interest  is  not  in  the  monetary  as- 
pect for  we  would  benefit  financially  in  many 
instances  if  the  government  pays  the  bill. 
Almost  everyone  agrees  with  us  that  social- 
ized medicine  is  to  be  abhorred. 

2.  There  are  insurance  programs  available 
at  nominal  cost  that  will  do  the  job  just  as 
well  and  a lot  less  costly  than  can  the  govern- 
ment. We  realize  that  because  of  continuing 
inflation  and  the  weakening  of  the  purchas- 
ing power  of  the  dollar,  many  folks  over 
65  find  themselves  in  bad  financial  straits. 
But  they  don’t  want  to  rely  on  the  govern- 
ment for  help  any  more  than  do  others.  We 
feel,  though,  that  the  efficient  way  to  handle 
the  problem  is  to  provide  methods  for  those 
over  65  to  purchase  voluntary  coverage. 

3.  If  this  type  of  socialized  medicine  is 
passed,  it  will  not  be  long  until  it  is  extended 
to  other  groups,  and  finally  our  entire  medi- 
cal system  will  be  governmentally  controlled. 

Let  us  all  actively  support  the  American 
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Medical  Association  in  its  efforts  to  fore- 
stall the  socialization  of  medicine. 

Francis  A.  Barrett,  Jr.,  M.D. 

(Cheyenne) 


w.  HAVE  NOTED  A SUCCINCT  COMMENT  upOn 

potential  danger  of  antibiotic  drugs  in  a state- 
ment from  one  of  the  pharmaceutical  com- 


Our  Double 
Edged  Stvord 


panics: 

The  use  of  antibiotics  occasionally  may  result 
in  overgrowth  of  nonsuscep- 
tible  organisms.  Constant 
observation  of  the  patient  is 
essential.  If  new  infections 
appear  during  therapy,  ap- 
propriate measures  should  be  taken. 

Side  reactions,  as  with  other  antibiotics,  which 
might  be  encountered  include  glossitis,  stomatitis, 
proctitis,  nausea,  diarrhea,  vaginitis  and  derma- 
titis. If  adverse  reaction  or  idiosyncrasy  occurs, 
discontinue  medication. 


We  are  becoming  increasingly  aware  of 
undesirable,  if  not  dangerous,  side  effects  of 
many  new  and  potent  drugs.  Destruction  of 
“friendly”  organisms,  which  keep  the  bowels 
in  condition,  and  overgrowth  of  others  may 
be  the  cause  of  new  and  capricious  ’itises  and 
’oses.  And  all  this  occasionally  on  top  of  our 
old  friends,  the  allergies!  It  will  behoove  us 
to  maintain  a high  index  of  suspicion  in  the 
presence  of  unsuspected  and  uninvited  com- 
plications during  antibiotic  therapy. 


A 


Cigarette 

Advertisements 


NOTE  HAS  ARRIVED  at  our  Joumal  head- 
quarters over  the  signature  of  Walter  Good- 
man, Senior  Editor  of  Redbook  Magazine. 
Mr.  Goodman  inquires,  “In  view  of  the  state- 
ments by  various  official  and  scientific 
groups  over  the  past  sev- 
eral years  that  a causal 
connection  between  cig- 
arette smoking  and  lung 
cancer  appears  to  have 
been  established,  we  should  like  to  know 
what  your  society  has  done  or  may  anticipate 
doing  to  bring  the  results  of  the  major  studies 
in  this  area  to  the  attention  of  your  state’s 
doctors  and  their  patients.” 

Our  Executive  Secretary  has  replied  as 
follows: 

“The  Rocky  Mountain  Medical  Journal, 
which  this  Society  owns  but  publishes  on  a 


non-profit  cooperative  agreement  for  six 
Rocky  Mountain  states,  has  editorialized  on 
the  subject  on  more  than  one  occasion,  and 
not  long  ago  the  six-state  Editorial  Board  of 
the  Journal  voted  to  ban  all  cigarette  adver- 
tising as  soon  as  one  existing  contract  has 
been  fulfilled.  In  other  words,  no  further 
cigarette  advertising  will  be  accepted  by  the 
Journal  after  its  January,  1960,  issue.” 

It  will  be  recalled  that  our  Editorial  Board 
at  its  last  semi-annual  meeting  decided  that 
cigarette  advertisements  are  undesirable  in 
representative  medical  journals  in  the  face 
of  overwhelming  evidence  that  tobacco  is 
carcinogenic  and  has  much  to  do  with  incep- 
tion of  some  cancers,  especially,  of  course, 
about  the  mouth,  larynx,  and  lungs.  Certain- 
ly we  have  not  been  consistent  in  promul- 
gating statistical  and  other  evidence  regard- 
ing carcinogenesis  on  the  one  hand  and  pro- 
moting the  agent  on  the  other. 

This  action  will  answer,  and  we  hope  sat- 
isfy, the  colleagues  who  have  objected  to 
cigarette  advertisements  in  this  Journal, 
among  others.  The  most  recent  and  a broader 
criticism  arrived  from  Dr.  Fred  A.  Rechnitz 
of  Alamosa,  Colorado,  who  stated: 

“You  ask  for  ‘Letters  to  the  editor.’  I always 
thought  only  frustrated  spinsters  write  such  letters. 

“All  advertising  in  scientific  journals  should 
be  discontinued. 

“Never  mind  liquor  and  tobacco.  These  are  the 
traditional  political  entering  wedges. 

“This  is  another  ‘noble  experiment’  which  is 
assuming  fecoid  aspects.  We  are  selling  our  integ- 
rity for  dirty  money  without  accomplishing  any- 
thing useful.  It  was  not  so  long  ago  when  we  were 
a lot  better  off  without  it,  remember?” 

We  disagree  entirely  with  Dr.  Rechnitz, 
but  believe  his  opinion  warrants  expression 
in  these  columns.  We  would  remind  him  and 
remind  several  others  who  in  the  past  have 
expressed  similar  opinions,  first,  that  this 
Journal  has  included  advertising  in  all  its 
issues  for  56  years;  second,  that  were  it  not 
for  our  paid  advertising,  this  Journal’s  cost 
to  subscribers  and  medical  society  members 
would  be  prohibitive — quintupled  at  the  very 
least.  And,  finally,  were  it  not  for  the  scien- 
tific information  and  messages  carried  by 
most  of  the  advertisements  in  all  medical 
journals,  most  of  us  would  be  harder  put 
than  we  already  are  to  keep  up  with  new 
drug  and  equipment  developments. 
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Boulder’s 


Boulder  County,  its  Medical  Society, 
and  its  Health  Officer  are  to  be 
congratulated  upon  this 
monumental  public  health  endeavor. 
Success  of  the  campaign  is  obvious. 


io  campaign 


George  S.  Maxwell,  M.D., 
Roy  E.  Wolfe,  M.D., 
and 

Charles  H.  Dowding,  Jr.,  M.D.,* 
Boulder,  Colorado 


The  pattern  and  promotion 
could  be  followed  throughout  our 
Rocky  Mountain  region.  It  is  worthy  of 
national  attention  and  emulation. 


During  the  month  of  April,  1959,  repeated 
warnings  of  increase  in  incidence  of  paralytic 
poliomyelitis  from  the  American  Medical  As- 
sociation, United  States  Public  Health  Serv- 
ice, and  Colorado  State  Health  Department 
stimulated  the  Boulder  County  Medical  So- 
ciety into  action.  Dr.  George  S.  Maxwell, 
President,  appointed  the  following  Polio 
Committee:  R.  E.  Wolfe,  Chairman;  C.  H. 
Dowding,  Jr.;  D.  P.  Dugan;  G.  S.  Maxwell; 
D.  B.  Moore;  C.  O.  Roberts;  W.  Y.  Takahashi; 
H.  L.  Wherry;  B.  A.  Yost.  This  committee, 
after  prolonged  study  and  discussion,  formu- 
lated a program  for  improvement  of  the 
status  of  polio  immunization  in  Boulder 
County.  This  proposed  program,  with  minor 
modifications,  was  approved  by  the  Medical 


*Dr.  Maxwell  Is  President,  Boulder  County  Medical  Society; 
Dr.  Wolfe  is  Chairman,  Polio  Committee;  Dr.  Dowding  is 
Health  Officer. 


Society  at  its  meeting  on  May  14,  1959.  The 
program  is  clearly  outlined  as  follows: 

Program 

1.  Sponsored  by  County  Medical  Society. 

2.  Cost  of  publicity  campaign  financed  by  County 
Medical  Society. 

3.  Reduced  rate — $5.00  for  entire  family  or  $2.00 
per  injection  if  family  consists  of  less  than  three 
persons. 

4.  Immunization  available  in  all  doctors’  offices. 
When  it  was  impossible  for  the  head  of  the  family 
to  come  to  the  doctor’s  office  for  his  shot  with 
other  members  of  the  family,  a ticket  counter- 
signed by  the  physician  was  issued  which  entitled 
the  family  head  to  a free  shot  Saturday  evening 
in  the  hospital. 

5.  A three-day  concentrated  drive — Thursday,  Fri- 
day and  Saturday. 

6.  Hospital  clinics  on  Saturday  night  with  all  vol- 

unteer help — doctors,  medical  auxiliary,  hospital 
and  public  health  nurses — at  the  same  reduced 
rate.  , 

7.  Vaccine  purchased  by  private  physicians  from 
Boulder  City-County  Health  Department  at  cost 
rate.  The  vaccine  was  purchased  by  the  Health 
Department  from  private  pharmaceutical  com- 
panies. This  was  a means  of  assuring  an  adequate 
supply  of  vaccine  during  the  drive. 

8.  Physicians  were  furnished  with  tabulation  sheets 
from  the  health  department  for  accounting  as  to 
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numbers  of  persons  by  age  groups  receiving  shots 
and  as  to  whether  they  were  first,  second,  third 
or  fourth  shots. 

9.  Repeat  three-day  concentrated  drive  in  one 
month — Thursday,  Friday  and  Saturday — in  doc- 
tors’ offices  and  Saturday  night  hospital  clinics. 

10.  A total  crescendo  community  publicity  cam- 
paign. 

11.  Colorado  University  Student  Health  Service 
conducted  a campaign  at  the  same  time  for  stu- 
dents, faculty,  and  staff  members. 

12.  Cooperation  of: 


Health  Department 
National  Foundation 
University  Student 
Health  Service 
Junior  Chamber  of 
Commerce 


Newspapers 

Radio 

Schools 

Welfare  Department 
Retail  Merchants 


Publicity 

1,  Polio  Committee.  Before  each  three-day  cam- 
paign, the  committee  met  with  representatives  of 
newspapers,  radio.  National  Foundation,  Health 
Department,  etc.,  to  formulate  a daily  publicity 
schedule.  Frequent  meetings  of  the  committee  oc- 
curred during  the  campaign  week,  at  which  time 
each  member  contributed  suggestions,  ideas,  and 
volunteered  for  specific  duties. 

2.  Newspapers:  (a)  Editorials  appeared  in  all  daily 
and  weekly  newspapers  in  Boulder  County  with 
such  titles  as:  “Let  Wisdom  Be  Your  Guide”  and 
“Common-Sense  Protection.”  (b)  Daily  announce- 
ments appeared  in  the  newspapers  which  empha- 
sized the  date  of  the  campaign  and  the  importance 
of  adequate  protection.  A “Polio  Trackdown  Days” 
proclamation  was  announced  by  the  mayor  of 
Boulder.  Front  page  announcements  were  used 


The  Lazy  Beaver 


Once  upon  a time  there  lived  in 
the  high  wild  mountain  country 
a beaver  named  Bruno,  probably 
the  laziest  beaver  in  the  whole 
wide  world.  Bruno  could  stand 
beside  the  most  succulent  sap- 
ling without  quivering  a bicuspid. 
One  day  Mamma  Beaver,  being 
an  industrious  sort  herself,  and 
a staunch  member  of  the  old 
school,  surveyed  the  sad  situa- 
tion her  offspring  had  gotten 
himself  into,  and,  with  a few 
well-directed  palpitations  of  her 
paddle,  warmed  Bruno's  desire 
to  be  helpful.  Whereupon  Bruno 
got  up  (he  couldn't  sit  down) 
□nd  chewed  his  way  down  to  his 
local  doctor's  office  and  got  his 
three-shot  series  of  Salk  vaccine. 
Says  Bruno,  "I've  got  dams  to 
build,  and  saplings  to  sort;  I 
can't  take  chances  with  polio.  So 
us  eager  beavers  get  smart — 
but  quick." 

Moral:  You,  too,  can  be  an  eager 
beaver — start  your  Salk  vaccine 
shots  today. 


The  Speedy  Turtle 


Once  upon  a time  there  lived  a 
turtle  to  whom  speed  was  the 
essence  of  getting  anywhere  in 
this  world.  No  snail's  pace  for 
him,  no  date  with  a turtle  soup 
connoisseur,  no  siree! 

One  day,  on  one  of  his  record- 
breaking  dashes  about  town,  at 
his  dapper  best,  and  with  his 
shell  all  cleaned  and  polished, 
he  came  to  his  local  doctor's 
office.  Seeing  all  sorts  of  friend- 
ly, smiling  faces  about,  he  posed 
the  question,  "Kind  sirs,  shell  I 
shell-out  now  for  my  series  of 
three  Salk  vaccine  shots?" 
"Please  do,  tortoise,  but  make  it 
snappy,"  the  doc  replied.  And 
the  torrid  turtle  did,  proving 
that  these  ageless  creatures  are 
smarter  than  almost  anyone,  in- 
cluding elephants. 

Moral:  You,  too,  can  be  a tran- 
quil tortoise,  if  you'll  scoot  on 
out  to  Community  Hospital  or 
the  Sanitarium  and  start  your 
Salk  vaccine  shots  tonight. 


The  Faint-hearted  Lion 


Once  upon  a time  there  lived  in 
the  great  forest  a lion  so  scared 
that  his  own  shadow  gave  him 
the  shudders.  This  timid  tabby 
was  so  distressed  that  the  slight- 
est noise  sent  him  scooting  for 
cover.  He  became  such  a shook- 
up  feline  that  finally  he  sought 
the  counsel  of  the  wise  old  owl. 
Said  the  helpful  hooty-bird,  "Leo, 
ya  gotta  figure  out  something 
that  will  benefit  all  us  forest- 
dwellers,  something  that  will 
make  them  all  look  up  to  you 
again,  ond  once  more  you'll  be 
the  King  of  the  Jungle." 

"Like  what?"  said  limpid  Leo. 
"Something  big,"  the  Wise  One 
goes  on,  "something  like  getting 
all  of  us  creatures  together  and 
getting  our  three  shots  of  Salk 
vaccine  for  prevention  of  para- 
lytic polio,  that's  what." 

Sure  enough,  this  demorolized 
forest  cool  cat  spread  the  word, 
got  the  creatures  together  and 
the  job  done. 

Moral:  You,  too,  can  be  the  king 
at  your  house,  if  you'll  make 
sure  that  all  members  of  your 
family  take  their  three  shots  of 
Salk  vaccine.  Do  it  today! 
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such  as:  “Be  Protected — See  Your  Doctor  for  Polio 
Shots”  and  “It’s  a Family  Responsibility — Get 
Polio  Shots.”  Several  large  family  pictures  ap- 
peared in  the  newspapers  showing  the  entire  family 
receiving  polio  Injections  in  their  private  physi- 
cians’ offices,  (c)  Six  cartoons  were  drawn  by  Mr. 
Alfred  E.  Fisbeck,  commercial  artist,  Broomfield 
Heights,  who  was  a volunteer  worker  for  the 
Boulder  Chapter,  National  Foundation.  The  car- 
toons appeared  daily  during  the  campaign  with 
the  following  titles:  “The  Speedy  Turtle,”  “The 
Unfaithful  Dog,”  “The  Ungentle  Lamb,”  “The 
Dumb  Fox,”  “The  Lazy  Beaver,”  “The  Faint- 
hearted Lion.’”" 

3.  Radio:  Each  committee  member  taped  a short 
polio  immunization  outline  which  was  played  fre- 
quently during  the  campaign  as  a spot  announce- 
ment. 

4.  Jaycees:  The  17  x 22-inch  posters  were  designed 
by  Mr.  Jim  Reich  of  the  Wood-Reich  Advertising 
Agency,  Boulder,  as  a member  of  the  Jaycees.  A 
majority  of  the  posters  were  distributed  to  retail 
merchants  by  members  of  this  organization.  Also 
an  old  fire  truck  was  sign-bedecked  by  the  Jaycees 
to  spread  the  word  of  the  polio  campaign. 

5.  Retail  merchants:  (a)  Flyers:  A total  of  30,000 
9 X 12-inch  flyers  were  delivered  to  homes  by  all 
Boulder  dairies,  (b)  Posters:  A total  of  500  posters 
were  placed  in  all  merchants’  windows  for  each 
three-day  drive,  (c)  Checking  clerks  were  in- 
structed to  ask  each  customer  about  polio  immu- 
nization. 

6.  National  Foundation:  A door-to-door  survey  was 
conducted  by  the  Boulder  Chapter,  National  Foun- 
dation, to  determine  the  family  immunization 
status  and  to  encourage  adequate  protection. 

7.  Sound  Truck:  The  polio  committee  of  the  Medi- 
cal Society  taped  a 45-minute  polio  immunization 
recording  which  was  played  throughout  each  com- 
munity in  Boulder  County. 

8.  Schools:  All  elementary  school  children  received 
an  announcement  of  the  polio  immunization  cam- 
paign. 

9.  Service  Organizations:  The  polio  campaign  was 
explained  to  service  organizations  by  committee 
members. 

10.  County  medical  society  members  made  special 
efforts  to  encourage  their  own  patients  to  obtain 
adequate  immunization  protection. 

Highlights 

1.  A total  of  20,472  injections  was  given  during 
the  two  three-day  polio  immunization  campaigns. 
This  represents  an  excellent  response  in  a county 
with  a population  of  approximately  70,000  which 
reported  only  three  poliomyelitis  cases  in  1957, 
none  in  1958  and  none  in  1959.  Also  this  campaign 
was  conducted  during  a period  of  nation-wide 
apathy  toward  polio  immunization. 


‘Newspaper  mats  of  the  six  cartoons  can  be  obtained  by 
writing  to  Mr.  Merle  Ross,  313  Midland  Savings  Building, 
Denver,  Colorado.  He  is  the  State  Representative  of  the  Na- 
tional Foundation. 
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2.  There  was  a marked  increase,  according  to  many 
physicians,  in  immunization  in  private  physicians’ 
offices  between  campaigns  and  following  the  sec- 
ond campaign.  These  figures  were  not  tabulated. 

3.  A good  public  relationship  resulted  from  the 
sponsorship  of  a community  health  program  by  a 
County  Medical  Society.  All  members  participated. 

4.  One-third  of  the  injections  were  first  shots. 

5.  A booster  was  recommended  for  all  if  one  or 
more  years  had  elapsed  since  the  third  injection. 

6.  Age  was  eliminated  as  a relevant  factor  in  polio 
immunization. 

7.  Adults  responded  highly  to  the  immunization 
campaign,  approximately  60  per  cent  being  over 
19  years  of  age. 

8.  The  family  rate  was  introduced  to  encourage 
family  responsibility  lor  family  health. 

9.  Availability  was  maximized,  with  vaccination 
given  in  doctors’  offices  and  hospital  clinics. 


10.  The  general  value  of  immunization  was 
stressed. 

Conclusions 

1.  The  Boulder  County  Medical  Society  demon- 
strated how  a society  can  successfully  sponsor  a 
community  health  project,  using  private  practice 
channels,  and  illustrating  leadership  in  community 
activities. 

2.  The  success  of  the  anti-polio  campaign  was 
based  upon  a short  program  of  three  days’  dura- 
tion with  a concentrated,  dramatic  crescendo  pub- 
licity campaign,  and  also  upon  the  fact  that  im- 
munizations were  given  in  all  doctors’  offices  and 
hospital  clinics. 

3.  Other  County  Medical  Societies  can  be  equally 
successful  during  the  spring  of  1960  in  conducting 
similar  polio  immunization  campaigns. 


The  Unfaithful  Dog 


Once  upon  a time  there  lived  in 
the  dogwood  forest  a very  fickle 
Fido  who  would  swifch  masfers 
of  fhe  drop  of  a dog  biscuif. 
"Why  doesn'f  he  hifch  his  wag- 
gin'  fo  one  sfar?"  other  canines 
whined. 

Then  one  day  Fido  loped  past 
his  favorite  flower-bed,  filled 
with  dog-tooth  violets,  on  down 
to  his  doctor's  office.  Out  front 
was  a poster  urging  everyone  to 
get  his  three-shot  series  of  Salk 
vaccine, 

"Great  Dane  in  the  morning," 
he  bayed,  "this  is  what  I've  been 
looking  tor!" 

Now  Fido  is  as  faithful  as  a 
geyser,  he's  finished  his  three- 
shot  series. 

Moral:  If  you  want  a dog-gone 
good  investment,  invest  in  a few 
minutes  and  a tew  dollars  now 
tor  you  and  your  family  for  your 
Salk  voccine. 


The  Ungentle  Lamb 


Once  upon  a time  there  lived  a 
iamb  who  had  lost  all  her  gen- 
t eness  because  no  one  had  fold 
her  to  go  down  to  her  local  doc- 
tor's office  and  get  her  three- 
shot  series  of  Saik  vaccine.  She 
was  really  in  a stew  until  she 
found  out  that  poppas,  mammas, 
and  little  lambs  too,  need  and 
can  get  their  shots.  So — no  one 
pulls  the  wool  over  her  eyes: 
she  trotted  right  down  and 
started  her  shots. 

Moral:  Don't  be  sheepish  about 
getting  your  polio  shots — a tew 
minutes  today  can  keep  you 
from  having  a leg-o-nuttin'  to- 
morrow. 


The  Dumb  Fox 


Once  upon  a time  there  was  a 
fox  so  dumb  he  couldn't  tool 
little  Red  Riding  Hood  for  even 
a minute,  in  fact,  he  was  so 
dumb  he  thought  Little  Red 
Riding  Hood  was  a small  hat  for 
the  horsey  set.  But — one  day  he 
saw  a notice  in  the  paper  to 
get  his  Salk  vaccine  polio  shots 
— got  smart — decided  the  few 
bucks  and  the  few  minutes  it 
takes  was  a terrific  investment. 
Now  he's  the  envy  of  the  whole 
forest — got  his  third  shot  today. 

Moral:  Foxy  folks  everywhere 
know  that  a small  amount  of 
time  and  money  spent  for  their 
three-shot  series  of  Salk  vaccine 
now  can  prevent  a lifetime  of 
possible  paralysis  later.  Be  smart 
— see  your  local  doctor  today. 
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Tomorrow’s  physicians— 
where  will  they  come  from? 

Frank  L.  McPhail,  M.D.,*  Great  Falls,  Montana 


The  physician-patient  ratio,  instead  of 
improving,  has  been  getting  heavier  each 
year  in  our  Rocky  Mountain  states.  One 
reason  is  lack  of  educational  facilities. 

It  is  our  responsibility  to  see  that  new 
and  bigger  medical  schools  are  provided. 


Did  you  know: 

. . . that  the  Rocky  Mountain  states  must 
add  an  average  of  300  new  physicians  annual- 
ly over  the  next  decade  to  maintain  the  pres- 
ent physician-population  ratio; 

. . . that  the  region’s  two  medical  schools 
now  graduate  less  than  half  this  number  an- 
nually; 

. . . and  that  it  takes  from  10  to  14  years 
from  the  blueprint  stage  to  graduate  the  first 
class  of  a new  medical  school? 

These  basic  facts  are  startling  and  alarm- 
ing. Obviously,  the  medical  education  facili- 
ties of  our  six  Mountain  states — of  Colorado, 
Montana,  Nevada,  New  Mexico,  Utah,  and 
Wyoming  — are  inadequate  for  our  future 
needs.  And  thus  far,  there  has  been  little 


•Dr.  McPhail  is  a member  of  the  Medical  Advisory  Committee 
set  up  by  the  Western  Interstate  Commission  for  Higher  Edu- 
cation. The  committee  Chairman  is  Dr.  Richard  J.  Stull,  Vice 
President  of  Medical  Affairs,  University  of  California,  Berke- 
ley. Other  members  from  the  Rocky  Mountain  area  are 
Dr.  Fred  Anderson,  Nevada;  Dr.  Robert  Glaser,  Colorado: 
Dr.  William  R.  Lovelace,  Dr.  Robert  U.  Massey  and  Dr.  Tom 
L.  Popejoy,  New  Mexico;  Dr.  Philip  B.  Price,  Utah;  and  Dr. 
Franklin  D.  Yoder,  Wyoming.  The  Medical  Advisory  Com- 
mittee has  been  studying  medical  manpower  needs  and  edu- 
cation facilities  in  the  West  for  the  last  two  years.  In  his 
article.  Dr.  McPhail  comments  on  some  aspects  of  the  com- 
mittee report,  “The  West’s  Medical  Manpower  Needs,”  which 
has  been  released  recently.  A limited  number  of  copies  of 
the  report  are  available  on  request  from  The  Western  Inter- 
state Commission  for  Higher  Education,  Fleming  Law  Build- 
ing, Boulder,  Colorado. 
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done  to  make  the  region’s  facilities  more  ade- 
quate. 

For  some  years,  there  has  been  a growing 
uneasiness  about  the  adequacy  of  Western 
facilities  for  education  in  the  health  sciences. 
In  large  part  because  of  this  unease,  the 
Western  Interstate  Commission  for  Higher 
Education  (WICHE)  was  set  up  by  the  West- 
ern states  in  1953,  to  consider  problems  of 
higher  education,  particularly  in  professional 
areas.  Through  WICHE,  a student  exchange 
program  was  set  up,  whereby  states  without 
medical  schools  could  reserve  a number  of 
places  for  qualified  students  in  the  medical 
schools  of  other  Western  states.  WICHE  also 
makes  studies  of  manpower  needs  and  edu- 
cational facilities  in  the  health  sciences.  It 
has  just  completed  such  a study  in  medicine. 
This  recent  study  sets  the  stage  for  positive 
programs  to  meet  the  shortage  of  medical 
education  facilities.  But  it  remains  for  some 
group  or  groups  to  take  the  initiative  in  plan- 
ning and  executing  such  programs. 

It  is  my  conviction  that  the  responsibility 
for  leadership  in  medical  education  should 
rest  with  the  medical  profession  itself.  The 
role  of  medicine  in  the  community  and  the 
kind  of  medicine  you  and  I can  practice  in 
the  next  decade  depends  ultimately  on  the 
quality  and  quantity  of  the  medical  educa- 
tion available  in  the  coming  years.  We  physi- 
cians are  all  busy  people,  but  we  cannot  af- 
ford to  be  too  busy  to  protect  medical  educa- 
tion. And  unless  we  do,  who  will?  We  know 
more  about  medical  education  than  any  other 
group,  and  we  have  a greater  stake  in  medi- 
cal education. 

The  layman’s  interest  in  the  supply  of 
physicians  is  rarely  evinced  before  he  is  sick 
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and  needs  medical  services,  and  then  sud- 
denly he  demands  a well-trained  physician. 
But  it  is  too  late  to  be  concerned  about  medi- 
cal education  when  the  physician  is  not  avail- 
able at  the  moment  his  services  are  needed. 
Furthermore,  no  layman  or  layman’s  group 
is  as  well  equipped  as  we  are  for  taking  the 
leadership  in  planning  for  medical  education; 
we  certainly  do  not  want  uninformed  people 
tinkering  with  the  education  of  our  profes- 
sion. 

Reasons  for  the  coming  crisis 

As  pointed  out  in  the  recent  report  of 
the  Surgeon  General’s  Medical  Consultant 
Group,’^  in  the  years  ahead  the  need  for 
physicians  will  be  stimulated  by  population 
growth  and  by  the  increased  use  of  medical 
services  — brought  about  by  the  improved 
educational  and  economic  status  of  the  popu- 
lation, the  urban  growth,  the  increase  in 
health  insurance,  and  the  greater  public  un- 
derstanding of  the  value  of  medical  care. 
With  more  physicians  going  into  research, 
teaching,  industrial  medicine,  and  public 
health,  there  are  relatively  fewer  left  to  give 
medical  care  to  patients.^  These  are  factors 
which  are  having  an  impact  throughout  the 
nation.  They  are  causing  concern  about  the 
adequacy  of  our  anticipated  supply  of  physi- 
cians, and  have  resulted  in  recommendations 
that  medical  education  facilities  be  expanded 
substantially. 

At  the  same  time  that  the  need  for  added 
medical  education  facilities  is  becoming  more 
urgent,  it  is  becoming  increasingly  expensive 
to  expand  such  facilities.  The  cost  of  medical 
education  is  rising  steeply.  Of  new  medical 
schools  built  recently,  capital  outlay  for  the 
teaching  facilities  has  ranged  from  $3  to  $14 
million,  and  recently  constructed  teaching 
hospitals  have  cost  between  $5  and  $14  mil- 
lion. 

Furthermore,  even  with  the  present  lim- 
ited medical  education  facilities,  it  is  becom- 
ing increasingly  difficult  to  recruit  superior 
students  for  medical  schools.  Medicine  is  fac- 
ing greater  competition  from  other  fields  for 
the  most  promising  college  students,  and  the 
tremendous  financial  burden  medical  educa- 
tion imposes  on  the  student  is  a discouraging 
influence.®  The  heavy  expenses  may  become 
prohibitive  during  the  long  years  of  collegi- 


ate and  professional  education. 

The  national  forces  that  are  affecting  the 
medical  manpower  supply  and  demand  bear 
with  particular  weight  on  the  Rocky  Moun- 
tain region.  Our  population  is  increasing 
more  rapidly  (Table  1).  Furthermore — a fac- 
tor that  is  often  overlooked — much  of  the 
increase  will  be  in  the  age  groups  that  re- 
quire more  medical  care,  the  under-21  and 
65-and-over  age  groups. 


TABLE  1 

Anticipated  population  growth 
Mountain  area 

in  the 

1955 

Estimated 

1975 

population 

population 

Colorado  

1,456,000 

2,071,000 

Montana  

628,000 

767,000 

Nevada  

218,000 

563,000 

New  Mexico 

781,000 

1,425,000 

Utah 

757,000 

1,231,000 

Wyoming  .... 

312,000 

418,000 

Total  ..... 

4,152,000 

6,465,000 

Source  of  data: 

The  West’s  Medical  Manpower  Needs. 

We  already  have  relatively  fewer  physi- 
cians than  the  rest  of  the  country.  Our  region 
has  a ratio  of  114  physicians  per  100,000  popu- 
lation, compared  with  a national  ratio  of  133, 
and  California’s  ratio  of  157.  And  four  of  our 
six  states  are  below  100  (Table  2).  Not  only 
are  the  present  state  ratios  far  below  the 
national  average,  but  they  represent  a down- 
ward trend.  Between  1955  and  1957,  the  ratios 
dropped  in  each  of  our  Mountain  states,  and 
in  the  following  year,  they  dropped  again. 
Furthermore,  the  states  with  a lower  ratio 
tend  to  have  the  older  physicians,  which 
means  that  a disproportionately  large  num- 
ber of  their  physicians  will  have  to  be  re- 
placed within  the  next  decade  because  of  re- 
tirement or  death. 

Our  outlook  for  educating  physicians  in 
the  area  is  not  too  good.  Of  the  11  states  in 
the  nation  without  medical  schools,  four  are 
in  the  Mountain  area.  Several  of  our  neigh- 
boring states  do  not  have  medical  schools 
either,  so  that  they  are  in  no  position  to  help 
us  cope  with  an  impending  physician  short- 
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TABLE  2 

Physicians  needed  in  the  Mountain  region  hy  1975  to  maintain  the  1955 

physician-population  ratio 

1955  1957  Total  no.  New  physicians  needed 

Physician-  Physician-  No.  of  of  physicians  to  reach  this  level 

population  population  physicians  in  1975  at  Annual 

ratio  ratio  in  1957  1955  ratio  Total  average 

(a)  (b)  (c)  (d)  (e)  (f) 


Colorado 154  143  2390  3234  2447  122 

Montana 98  95  629  784  579  29 

Nevada 101  96  255  606  531  26 

New  Mexico 79  78  647  1106  897  45 

Utah 131  120  1026  1572  1233  62 

Wyoming 86  81  256  344  257  13 


Total 120  114  5203  7646  5944  297 


Sources  of  data: 

Columns  (a)  (b)  (c)  and  (d) — The  West’s  Medical  Manpower  Needs. 

Column  (e) — Includes  replacement  of  two-thirds  of  physi  cians  now  active,  since  it  is  assumed  that  one-third  of  the 
present  Western  doctors  will  stUl  be  active  in  1975. 

Column  (f)— -Column  (e)  divided  by  20. 


age.  In  the  past,  we  have  depended  heavily 
on  outside  sources  for  our  supply  of  physi- 
cians. But  since  the  entire  country  faces  a 
physician  shortage,  it  is  doubtful  that  we  can 
attract  enough  doctors  from  other  areas  to 
keep  up  with  our  needs.  Our  declining  physi- 
cian-population ratios  in  the  last  few  years 
and  the  fact  that  we  are  well  below  the  na- 
tional average  indicates  that  the  Mountain 
region  needs  new  sources  of  physicians. 

What  is  “enough  physicians” 

In  order  to  assess  the  medical  manpower 
situation  over  the  coming  years,  it  is  neces- 
sary to  set  some  standard  as  a frame  of  refer- 
ence. We  cannot  decide  how  many  more 


physicians  we  need  until  we  come  to  a deci- 
sion on  a proper  ratio  between  physicians 
and  population. 

Determining  an  acceptable  physician-pop- 
ulation ratio  for  the  future  was  a difficult 
task  for  our  Medical  Advisory  Committee, 
and  one  that  caused  each  of  the  members 
great  concern.  At  the  beginning,  some  of  us 
felt  very  strongly  that  the  growing  volume 
of  medical  knowledge  means  that  relatively 
fewer  physicians  will  be  needed  in  the  future. 
Others — looking  at  what  they  consider  serious 
existing  shortages  of  medical  services  and 
the  relatively  unfavorable  physician  ratio  of 
most  of  the  Western  states — argued  the  need 
for  relatively  more  physicians  in  the  future. 


We  gave  thorough  consideration  to  the  arguments  pro  and  con,  that: 


Relatively  fewer  physicians  will  be  needed 
because  the  physician  can  conserve  his 
time 

. . . through  use  of  more  trained,  specialized 
personnel  such  as  nurses,  medical  technicians, 
therapists,  and  psychologists; 

. . . as  group  practice  increases,  as  the  popu- 
lation is  more  highly  urbanized,  and  as  more 
patients  are  treated  in  clinics  and  hospitals; 
and 

. . . as  more  effective  drugs  and  treatment 
technics  are  developed. 


Relatively  more  physicians  will  be  needed 
because  the  demands  on  the  physician  s 
time  will  increase 

. . . as  geriatrics  and  chronic  illnesses  require 
more  attention; 

. . . as  several  areas  of  medicine  require  rela- 
tively more  medical  manpower  (e.g.,  re- 
search, public  health,  and  psychiatry) ; 

. . . as  the  population  needs  more  medical 
care,  is  more  willing  to  buy  the  needed  care, 
and  is  more  able  to  pay  for  it;  and 
. . . as  more  complex  and  time-consuming 
medical  technics  are  developed. 
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It  was  noted  that,  despite  the  revolution 
in  medical  practice  in  the  last  20  or  30  years, 
the  virtual  elimination  of  several  formerly 
serious  diseases,  the  decline  in  the  average 
length  of  hospitalization,  and  the  increased 
number  of  patients  we  physicians  are  seeing, 
there  has  been  no  marked  change  in  the 
national  physician-population  ratio.  Every- 
where, physicians  are  working  harder  than 
ever  before,  and  there  is  certainly  not  a sur- 
plus of  physicians.  Clearly,  to  date  the  dis- 
coveries in  medicine  have  not  resulted  in  a 
reduction  in  the  relative  number  of  doctors 
needed. 

In  fact,  there  was  some  feeling  that  we 
physicians  have  already  “spread  ourselves 
too  thin,”  that  we  are  not  giving  enough  time 
to  each  individual  patient,  and  that  we  should 
see  fewer,  not  more,  patients  in  the  future. 
A recent  nationwide  study  commissioned  by 
the  A.M.A.  indicated  that  a significant  num- 
ber of  patients  feel  that  the  doctor  does  not 
spend  enough  time  with  each  patient,  or  as 
Life  Magazine  puts  it,  “the  patient  often  feels 
that  he  has  been  cast  into  th^e  maw  of  a vast 
medical  machine,”  and  that  “in  the  place  of 
the  kindly,  concerned  doctor,  they  see  a 
bronzed  man  in  a white  coat  . . . glancing 
impatiently  at  his  watch.” 

After  viewing  the  factors  influencing  the 
demand  for  medical  care  and  the  trends  in 
medicine,  the  committee  agreed  that  in  the 
coming  years  certainly  we  need  at  least  the 
1955  ratio.  We  concluded  that  this  is  a mini- 
mum— that  at  least  this  ratio  should  be  main- 
tained— and  we  based  our  estimates  of  physi- 
cian supply  and  demand  on  the  1955  ratios 
and  increased  population  and  replacement 
needs.'^ 

The  physicians  we  need 

Taking  into  consideration  the  anticipated 
population  increase  for  the  Mountain  states, 
and  the  replacements  in  the  coming  years  for 
our  present  physicians  who  retire  or  who  die, 
we  will  need  5,944  additional  physicians  by 
1975 — or  11  additional  physicians  for  every 
10  physicians  we  now  have — in  order  to  main- 
tain the  1955  physician-population  ratios. 

If  we  continue  our  present  graduation 
rate  from  the  Rocky  Mountain  states’  schools, 
by  1975  we  will  produce  less  than  half  the 
new  doctors  needed  each  year. 


Over  the  coming  decade,  we  will  need  an 
average  annual  increment  of  300  physicians  if 
we  are  to  maintain  the  present  ratios.  How- 
ever, the  two  medical  schools  in  the  Rocky 
Mountain  region  are  now  graduating  only  127 
students  a year — only  40  per  cent  of  the  num- 
ber of  new  physicians  needed  in  the  Mountain 
region.  While  we  have  had  considerable  in- 
migration  in  the  past  and  will  probably  con- 
tinue to  have  a net  in-migration,  our  already 
low  physician-population  ratios  and  the  fact 
that  the  ratios  have  been  declining  steadily 
in  the  past  few  years  indicate  that  in-migra- 
tion will  not  be  adequate  to  maintain  the 
present  ratios. 

Equality  of  opportunity 

The  region’s  present  medical  education 
facilities  are  not  producing  the  physicians 
we  need.  At  the  same  time,  some  of  the 
Mountain  states  without  medical  schools  are 
failing  to  provide  equal  educational  oppor- 
tunity for  their  young  people. 

That  the  Mountain  states  are  committed 
to  making  educational  opportunity  readily 
available  is  indicated  by  our  excellent  state 
colleges  and  universities.  However,  as  our 
committee  report  points  out,  the  state’s  obli- 
gation does  not  stop  at  providing  some  op- 
portunity in  higher  education;  rather  the 
obligation  is  to  provide  a breadth  of  oppor- 
tunity, so  that  the  citizens  have  an  oppor- 
tunity to  pursue  any  career.  I am  sorry  to 
observe  that  three  of  the  Mountain  states — 
including  my  own  state  of  Montana — are  not 
now  providing  their  young  people  with  an 
equal  opportunity  to  study  medicine.  In  1956, 
for  the  nation  as  a whole,  five  of  every  10,000 
youths  aged  18-24  were  medical  school  fresh- 
men; for  Montana,  Nevada  and  New  Mexico 
only  three  in  10,000  were  medical  freshmen. 
For  the  year  1958,  New  Mexico  and  Nevada 
were  among  the  lowest  three  states  in  the 
country  for  the  relative  number  of  residents 
who  were  first-year  medical  students. 

Those  of  us  in  states  without  medical 
schools  must  face  the  fact  that  increasingly 
medical  schools  throughout  the  country  are 
closing  their  doors  to  non-residents.  Both 
public  and  private  schools  are  giving  prefer- 
ential treatment  to  in-state  students,  so  much 
so  that  only  30  per  cent  of  all  medical  school 
admissions  in  the  United  States  go  to  out-of- 
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state  students!  Because  of  the  shrinking  num- 
ber of  out-of-state  places,  in  the  future  our 
students  will  find  it  even  harder  to  gain 
admission  to  schools  in  other  states.® 

Some  alternatives 

No  state  in  the  Rocky  Mountain  area  now 
has  medical  education  facilities  adequate  to 
provide  the  physicians  it  needs  over  the 
coming  decade.  Furthermore,  states  without 
schools  can  no  longer  count  on  the  bounty 
of  other  states  to  provide  them  with  physi- 
cians. The  present  trend  toward  restricting 
out-of-state  admissions  means  that  the  states 
without  medical  schools  must  take  some  ini- 
tiative in  medical  education  if  they  are  to 
offer  their  youth  equal  educational  opportu- 
nity, and  if  they  are  to  have  the  medical 
manpower  needed  for  the  coming  years. 

Several  recommendations  of  the  advisory 
committee  are  highly  appropriate  for  various 
states  in  our  region,  and  would  form  the 
nucleus  around  which  planning  and  action 
programs  in  each  could  be  developed.  I feel 
they  are  worth  your  serious  consideration: 

1.  An  immediate  and  substantial  expan- 
sion of  medical  education  and  research  facili- 
ties and  faculties  is  essential. 

The  Mountain  area  is  already  short  of  the 
student  places  it  needs  to  maintain  the  exist- 
ing physician-population  ratio.  As  our  popu- 
lation spirals  upward  over  the  coming  years, 
a larger  number  of  physicians  will  be  needed 
each  year  just  to  maintain  our  relative  posi- 
tion. 

Both  our  Medical  Advisory  Committee 
and  the  Surgeon  General’s  Consultant  Group 
recognize  that  expansion  of  existing  facilities 
to  accommodate  additional  students  is  the 
fastest  and  most  economical  way  to  increase 
the  number  of  physicians.  However,  physi- 
cians are  not  produced  overnight.  To  provide 
new  facilities  so  that  additional  students  can 
be  admitted  to  existing  medical  schools  takes 
four  to  six  years  from  the  blueprint  stage.  It 
takes  another  five  to  eight  years  from  the 
time  these  additional  students  are  admitted 
before  they  enter  active  practice.  Thus,  now 
is  the  time  to  plan,  if  our  existing  schools  are 
to  help  increase  the  number  of  physicians 
entering  practice  a decade  hence. 

In  discussing  expansion,  the  question  in- 
evitably arises:  Does  increased  size  mean 


sacrifice  of  quality?  Our  area’s  two  schools 
are  relatively  small,  quality  schools;  both 
have  graduating  classes  below  the  national 
average  of  88.  That  size  does  not  preclude 
quality  is  indicated  by  the  fact  that  classes 
in  American  medical  schools  range  from  32 
to  182,  with  some  of  the  larger  schools  con- 
sidered among  the  nation’s  strongest  institu- 
tions. 

Although  expansion  of  existing  schools 
alone  cannot  meet  the  area’s  medical  educa- 
tion needs,  it  is  an  urgent  first  step. 

2.  The  student  exchange  program  should 
he  strengthened. 

Since  1954,  many  of  the  Western  states 
without  medical  schools  have  used  the  Stu- 
dent Exchange  Program  of  the  Western  In- 
terstate Commission  for  Higher  Education  to 
reserve  places  in  the  medical  schools  of  other 
Western  states  for  a number  of  their  quali- 
fied students. 

For  the  year  1959-60,  Montana,  New  Mex- 
ico and  Wyoming  have  54  medical  students 
covered  by  the  Student  Exchange  Program.® 
Most  of  these  students  attend  the  Colorado 
and  Utah  Schools  of  Medicine. 

The  exchange  program  has  been  of  great 
value  to  the  states  without  medical  schools. 
However,  we  should  be  realistic  about  its 
limitations  and  its  potentialities: 

First,  the  sending  states  are  now  paying 
$2,000  per  year  for  each  student  covered  by 
the  program,  an  amount  set  by  mutual  agree- 
ment at  the  beginning  of  the  program.  Since 
that  time,  education  costs  have  increased 
each  year.  Certainly,  we  in  the  sending  states 
should  be  making  a more  realistic  payment 
for  the  education  of  our  students. 

Second,  the  present  payment  schedule 
makes  no  provision  for  the  capital  outlay 
costs  of  medical  education;  it  is  unrealistic 
for  the  sending  states  to  ignore  this  factor  in 
financing  the  medical  education  of  their  resi- 
dents. 

Third,  not  enough  students  are  covered 
by  the  exchange  programs.  For  the  current 
year,  Montana  has  five  students.  New  Mexico 
has  37,  and  Wyoming  has  12.  This  means  14 
new  doctors  a year  are  being  provided 
through  the  exchange  program  — hardly 
enough,  when  these  three  states  alone  need 
over  80  additional  physicians  each  year.  The 
sending  states  should  take  advantage  of  the 
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fact  that  additional  out-of-state  places  are 
still  available  in  some  of  the  West’s  medical 
schools;  unless  they  do,  they  will  be  missing 
an  excellent  opportunity. 

Finally,  while  the  student  exchange  pro- 
gram is  a mutually  advantageous  means  of 
sharing  medical  education  facilities,  it  does 
not  increase  the  total  number  of  facilities 
available  in  the  West.  Obviously  there  will 
not  be  enough  facilities  to  go  around.  The 
exchange  program  has  been  excellent  and 
useful,  and  it  should  be  strengthened.  But  it 
alone  will  not  provide  the  solution  to  our 
future  shortages  of  medical  manpower.  New 
facilities,  providing  additional  places  for 
qualified  students,  must  be  created. 

3.  New  facilities  must  be  built. 

We,  in  the  states  without  medical  schools, 
must  come  to  grips  with  reality — with  the 
unpleasant  fact  that,  even  with  reasonable 
expansion  programs,  the  two  existing  medical 
schools  will  still  not  be  able  to  produce 
enough  physicians  for  the  Mountain  region 
in  the  coming  years.  Apparently  we  have  a 
choice — either  we  give  up  the  standards  of 
medical  care  that  we  consider  minimal,  or 
we  see  to  it  that  at  least  one  new  school  is 
built. 

Like  Nevada,  New  Mexico,  Wyoming,  and 
our  neighboring  state  of  Idaho,  my  own  state 
of  Montana  is  in  a difficult  position.  Clearly, 
Montana  cannot  afford  to  build  and  operate 
a multi-million  dollar,  four-year  medical 
school  within  the  next  few  years.  Even  a 
two-year  school  of  basic  medical  science  is 
probably  not  feasible  for  our  state.  While 
each  of  these  five  states,  alone,  is  powerless 
to  solve  its  medical  education  problem,  a 
joint  solution  involving  two  or  more  states 
might  be  reached.  While  the  resources  of 
any  one  of  us  are  inadequate,  the  pooled  re- 
sources of  several  states  are  adequate  to  sup- 
port at  least  a two-year  school  of  basic  medi- 
cal science.  A regional  facility  could  start  with 
a two-year  basic  medical  science  program, 
with  students  transferring  for  the  last  two 
years  of  their  program  to  other  Western 
schools,  under  the  Student  Exchange  Pro- 
gram. 

As  far  as  I know,  the  idea  of  any  kind  of 
multi-state  school,  a school  built  and  sup- 
ported by  several  states,  has  never  been  tried. 
But  this  is  no  reason  to  discard  the  sugges- 


tion. There  must  be  a first  time  for  every- 
thing. Our  Medical  Advisory  Committee  saw 
in  the  sub-regional  school  idea  a promising 
avenue  for  consideration,  and  it  recommend- 
ed that  states  investigate  the  possibility  of 
cooperative  financing  and  operation  of  a new 
medical  school.  We  fully  realize  that  there 
will  be  tremendous  practical  obstacles  to  this 
kind  of  project;  however,  we  are  greatly  en- 
couraged by  a recent  request  of  the  Western 
Governors’  Conference,  asking  the  Western 
Interstate  Commission  for  Higher  Education 
“to  explore  proposals  for  future  sharing  of 
health  education  facilities,  including  pro- 
posals for  regional  medical  schools.” 

4.  Each  state  should  carefully  survey  its 
own  future  medical  manpower  needs  and 
plan  to  meet  them. 

I find  it  shocking  that,  prior  to  the  com- 
mittee’s report  and  the  Surgeon  General’s 
report,  there  were  no  specific  data  on  which 
planning  for  medical  education  in  all  of  the 
Western  states  could  be  based.  We  were  oper- 
ating in  the  dark,  and  many  of  us  were  not 
even  aware  of  the  impending  problems. 

However,  facts  are  meaningless  unless 
put  to  use.  Hundreds  of  manpower  reports 
will  not  prevent  a shortage  of  physicians 
unless  they  are  acted  on  intelligently  and 
systematically.  An  action  program  is  needed 
in  each  state.  Each  state  should  make  a clear 
appraisal  of  its  present  medical  manpower 
picture  and  its  aspirations  in  terms  of  its 
particular  situation.  And  then  it  should  pre- 
pare a blueprint  and  timetable  for  meeting 
these  aspirations.  As  I see  it,  the  initial  re- 
sponsibility for  starting  this  planning  process 
in  motion  rests  with  each  state’s  medical 
society,  and  with  each  physician  in  the  state. 
Each  medical  society  needs  a special  com- 
mittee to  define  the  medical  manpower  prob- 
lems of  that  state  and  to  examine  alterna- 
tives in  meeting  these  problems. 

During  my  work  with  the  Medical  Ad- 
visory Committee,  I became  more  and  more 
convinced  that  the  problems  of  increasing 
medical  education  facilities  to  accommodate 
enlarged  enrollments  or  to  provide  added 
places  for  qualified  students  is  a most  urgent 
one  for  each  of  the  Rocky  Mountain  states. 
It  also  became  obvious  that  suitable  expan- 
sion of  medical  education  will  not  occur  un- 
less someone  makes  it  occur.  And  to  do  this 
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will  require  knowledge  and  leadership.  It  is 
up  to  us — as  members  of  the  medical  pro- 
fession— to  assume  leadership  in  the  needed 
planning  and  action  programs.  To  date  we 
have  blandly  ignored  the  problems  of  medical 
education  facilities,  yet  we  have  at  least  as 
much  of  a stake  in  medical  education  facili- 
ties as  we  have  in  our  code  of  ethics,  in 
licensing  requirements  and  in  hospital  facili- 
ties. • 
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ABSTRACT 


Evaluation  of 
bleeding  during  late  pregnancy* 

J.  Robert  Willson,  M.D.,  Philadelphia,  Pa. 


Bleeding  which  begins  during  the  last  few 
weeks  of  pregnancy  often  is  of  little  conse- 
quence, but  it  may  indicate  the  presence  of 
a serious  lesion  such  as  placenta  previa,  rup- 
tured marginal  sinus  or  abruptio  placentae. 
Each  patient  who  complains  of  bleeding,  re- 
gardless of  how  small  the  amount,  deserves 
careful  study  in  an  attempt  to  determine  the 
cause.  A diagnosis  can  usually  be  made  by 
history,  physical  examination  and  x-ray  stud- 
ies designed  to  locate  the  placenta. 

Placenta  previa 

Since  the  placenta  is  implanted  low  in 
the  uterus  it  may  separate  prematurely  when 
the  lower  uterine  segment  begins  to  lengthen. 
Bleeding  may  occur  as  early  as  28-30  weeks 
but  usually  appears  later.  It  is  slight  in 
amount  at  the  onset  but  each  successive  epi- 
sode is  likely  to  be  heavier.  The  bleeding  is 
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for  March,  1960 


bright  red  and  there  is  no  associated  pain. 

Since  the  earliest  bleeding  is  usually 
slight  and  appears  at  a time  when  the  chances 
of  the  infant’s  surviving  are  slight,  one  should 
avoid  interfering  with  the  pregnancy  unless 
delivery  becomes  necessary  to  control  hemor- 
rhage. If  the  pregnancy  is  less  than  36  weeks’ 
duration,  inspection  of  the  cervix  through  a 
speculum  and  x-ray  to  determine  placental 
location  are  all  that  is  necessary.  If  bleeding 
is  profuse,  sterile  pelvic  examination  is  nec- 
essary. 

Abruptio  placentae 

Premature  separation  of  the  normally  im- 
planted placenta  usually  is  accompanied  by 
pain,  tenderness  in  the  tetanically  contracted 
uterus  and  evidence  of  blood  loss  out  of  pro- 
portion to  the  amount  of  visible  bleeding  be- 
cause the  blood  is  concealed  within  the  uter- 
ine cavity.  Patients  with  severe  abruptio 
placentae  frequently  are  hypertensive.  In 
contrast  to  placenta  previa,  the  initial  epi- 
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sode  may  be  accompanied  by  overwhelming 
hemorrhage  and  a clotting  defect  due  to 
hypofibrinogenemia  may  develop. 

When  abruptio  placentae  is  suspected,  the 
clotting  time  should  be  determined  and  a 
sterile  vaginal  examination  performed.  X-ray 
examination  is  of  little  value  and  may  even 
be  dangerous  if  bleeding  is  profuse.  Early 
delivery  usually  is  necessary  to  control  bleed- 
ing. 

Rupture  of  the  marginal  sinus 

Symptoms  from  rupture  of  the  marginal 
sinus  are  like  those  of  placental  previa.  In 
fact,  the  bleeding  in  the  latter  is  in  part  from 


the  marginal  sinus.  The  lesion  is  usually  less 
serious  than  either  placenta  previa  or  abrup- 
tio placentae  and  an  accurate  diagnosis  can 
only  be  made  by  examining  the  placenta; 
before  delivery  one  can  only  suspect  a sinus 
rupture  to  be  present  after  placenta  previa 
and  abruptio  placentae  have  been  eliminated. 

Other  lesions 

A number  of  other  conditions  of  varying 
severity  can  also  cause  bleeding.  The  most 
common  of  these  are  premature  labor  and 
cervical  lesions.  These  causes  usually  become 
obvious  during  the  examination.  • 


What  anesthetic  drug  shall  I use  today?* 

C.  R.  Stephen,  M.D.,  Durham,  N.  C. 


Let  us  understand  the  basic 
capabilities  of  today  s splendid 
anesthetic  agents- — then  leave  the 
“driving”  to  the  anesthesiologist. 


Thirty  years  ago  this  question  could  have 
been  answered  simply.  Ether  was  the  main- 
stay of  anesthetic  administration — to  it  could 
be  added  nitrous  oxide  or  ethylene,  and  the 
more  brave  might  instil  Avertin  rectally,  but 
that  was  about  the  sum  and  substance  of  it. 
Today  the  situation  is  vastly  different.  One 
of  our  orthopedic  friends  stimulated  the  title 
of  this  talk  today.  He  has  the  habit  of  walk- 
ing into  the  operating  room,  peering  up  to 
the  head  of  the  table  and  asking,  not  in  an 
unfriendly  manner,  “Well,  what  new  drug 
are  we  using  today?”  His  tone  of  inflection 
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is  such  that  he  might  equally  well  be  saying, 
“Well,  what  new  poison  are  we  using  today?” 

One  has  the  impression  that  many  physi- 
cians are  bewildered  by  what  is  going  on 
today  at  the  head  of  the  table.  Some  are 
implying  that  the  art  and  science  of  anes- 
thesia is  tumbling  ahead  of  itself  and  that, 
in  the  zeal  for  advancement,  more  harm  than 
good  is  the  end  result  for  the  patient.  They 
point  to  the  new  shiny  machines,  the  syringes 
full  of  different-colored  solutions  and  the 
automatic  machines  which  go  up  and  down 
or  those  that  squeak  and  squawk  with  each 
heartbeat  and  say,  “What  kind  of  a wilder- 
ness is  he  lost  in?” 

Some  of  our  own  members  have  been 
known  to  join  the  protest.  They  are  known 
as  the  pharmacologic  purists.  They  say  anes- 
thesiologists are  becoming  slaves  to  the  cult 
of  polypharmacy — the  cult  which  says  that 
if  one  gives  a sufficient  variety  of  drugs,  one 
will  be  certain  to  produce  the  desired  result. 
This  attitude  has  permeated  in  some  circles 
to  the  antibiotic  field,  and  has  been  aided  by 
the  demand  of  the  public  for  “all  of  the  best.” 
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Orderly  progress 

I would  like  to  offer  some  degree  of  solace, 
some  ray  of  hope  that  the  progress  of  anes- 
thesiology is  along  orderly  avenues,  that  the 
stability  of  the  specialty  is  not  being  under- 
mined by  its  rapid  advancements.  This  is  not 
meant  to  be  the  litany  of  an  apologist,  but 
rather  an  explanation  of  how  anesthesia  is 
changing.  Two  or  three  overlapping  factors 
may  be  considered: 

1.  Anesthesia  is  a rapidly-growing  spe- 
cialty. Dr.  Ralph  Waters  describes  how,  less 
than  35  years  ago,  he  embarked  almost  alone 
on  the  path  of  full  professional  concentration 
on  anesthesia.  Growth  and  recognition  have 
been  gradual.  As  recently  as  1942  I can  recall 
full  well  an  older  surgical  colleague  shaking 
his  head  in  mingled  dismay  and  chagrin 
when  hearing  I had  decided  to  devote  my 
medical  career  to  anesthesia.  But  the  impetus 
is  rapid  today,  and  one  of  the  outgrowths  of 
the  tremendous  interest  in  anesthesia  is  that 
many  brains  are  now  being  mobilized  to  con- 
centrate on  problems  related  to  the  state  of 
narcosis,  and  the  reactions  which  this  state 
produces  in  vital  physiologic  processes.  With 
this  concentration  of  brainpower  many  rid- 
dles are  in  the  process  of  being  solved,  for- 
tunately by  evolutionary  rather  than  by  revo- 
lutionary means. 

2.  The  stimulation  which  has  arisen  re- 
garding the  anesthetic  state  has  changed  the 
approach  to  the  specialty.  In  the  not  too 
distant  past,  anesthesia  was  administered  for 
anesthesia’s  sake  alone.  Little  attention  was 
paid  to  the  process  of  oxygenation,  to  the 
cardiovascular  status  of  the  patient,  to  the 
extent  to  which  cerebral  activity  was  damp- 
ened. Drugs  were  administered  for  the  pur- 
pose of  producing  immobility,  period. 

Today  the  emphasis  has  shifted  to  the 
ideal  of  maintaining  a normal  physiologic 
status  in  the  patient  coincident  with  good 
operating  conditions.  Clinical  administration 
is  being  knit  closely  with  the  basic  sciences 
of  pharmacology,  physiology,  and  biochem- 
istry. We  are  probing  deeply  into  the  secrets 
of  altered  physiology  associated  with  the 
narcotic  state  and  are  learning  day  by  day 
to  be  better  guardians  of  the  welfare  of  the 
patient  during  operative  procedures.  We  are 
realizing,  for  example,  that  proper  ventila- 


tion of  the  patient,  with  preservation  of  nor- 
mal acid-base  balance,  is  perhaps  as  impor- 
tant in  ensuring  proper  cerebral,  hepatic,  and 
renal  function  as  the  proper  administration 
of  drugs. 

3.  A word  of  explanation  is  in  order  to 
explain  the  so-called  polypharmacy  practiced 
in  anesthesia  today.  Within  recent  years  it 
has  come  to  be  realized  that  in  the  average 
anesthetized  patient  we  are  producing,  as 
circumstances  demand,  different  degrees  of 
hypnosis,  analgesia,  and  relaxation.  Rarely 
are  all  three  requirements  needed  to  a pro- 
found extent  throughout  operation.  Now 
these  needs  can  be  met  by  a single  anesthetic 
drug — a 100  per  cent  anesthetic  drug — such 
as  ethyl  ether.  But  they  cannot  be  met  by 
nitrous  oxide  alone,  because  it  is  a weak  an- 
esthetic drug;  nor  by  pentothal  sodium  alone, 
because  it  is  primarily  a hypnotic  compound; 
nor  by  d-tubocurarine  alone,  because  it  pro- 
duces only  muscle  relaxation. 

Why  do  we  not  conduct  all  our  anesthetics 
with  ether  alone,  if  it  will  do  the  job?  Why 
do  we  try  to  confuse  ourselves  by  employing 
several  drugs  in  any  one  patient?  As  a prem- 
ise to  the  answer,  one  must  realize  that  all 
anesthetic  drugs  are  toxic,  i.e.,  if  they  are 
employed  in  a sufficiently  high  concentra- 
tion they  are  capable  of  interfering  with 
cellular  viability,  in  the  extreme  instance  in 
an  irreversible  manner,  e.g.,  ether  forced  by 
artificial  ventilation  into  a patient.  So  the 
concept  has  developed  of  employing  specific 
drugs  for  specific  purposes,  each  being  ad- 
ministered to  the  patient  in  sufficiently  small 
amounts  that  it  is  relatively  nontoxic  and 
will  not  impose  undue  hardship  on  the  organs 
of  metabolism.  This,  then,  is  the  concept  of 
balanced  anesthesia — hypnosis,  analgesia,  re- 
laxation— produced  as  required  during  oper- 
ation by  specific  identifiable  drugs. 

Is  such  a concept  actually  safer  for  the 
patient?  We  believe  sincerely  that  it  is.  We 
know  that  it  imposes  fewer  physiologic  alter- 
ations on  cerebral  activity,  on  cardiovascular 
mechanics,  on  endocrine  activity  and  on  he- 
patic and  renal  functions.  In  most  instances, 
however,  it  does  compromise  the  adequate 
spontaneous  performance  of  respiration.  This 
knowledge  is  an  outgrowth  of  experimental 
work  which  has  shown  that  nearly  all  the 
drugs  employed  in  anesthesia  today  interfere 
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with  respiratory  exchange,  either  by  a direct 
action  on  the  respiratory  center,  or  by  an 
action  on  the  peripheral  muscles  of  respira- 
tion. For  this  reason,  the  well-trained  anes- 
thesiologist today  has  his  hand  constantly  on 


the  reservoir  bag  of  the  anesthetic  gas  ma- 
chine and  with  confidence  assists  or  controls 
the  respiration  of  his  patient,  striving  con- 
stantly to  maintain  the  physiologic  status  quo 
of  his  charge.  • 


W The  mechanical  heart 

Preliminary  report 
Charles  S.  Houston,  M.D.,*  Aspen,  Colorado 


Fascinating  speculations  challenge  us 
to  search  further  for  a “mineral  and 
vegetable”  pump  to  replace  the  outworn 
or  defective  “animal”  heart. 


To  THE  MIND  OF  MAN  the  heart  is  the  seat  of 
life,  carrying  emotional,  spiritual,  and  physi- 
cal connotations  far  beyond  physiological 
proof.  Yet  so  far  as  is  now  known,  the  heart 
is  a mechanical  organ  whose  sole  function 
is  to  propel  blood  through  the  greater  and 
lesser  circulations.  If  this  be  true,  then  such 
a mechanical  function  might  be  assumed  per- 
manently by  a man-made  pump.  Life  might 
thus  be  sustained  and  made  tolerable  for  an 
individual  whose  heart  was  irretrievably  in- 
competent, confining  him  to  a life  of  total 
inactivity.  The  purpose  of  this  report  is  to 
discuss  some  of  the  parameters  of  such  a 
pump  and  to  report  briefly  on  preliminary 
work  in  its  design  and  use. 

T ivo  decades  of  progress 

Twenty  years  ago  the  artificial  kidney  was 
but  a dream  and  early  methods  of  sustaining 
kidney  function  by  artificial  means  were  in- 
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adequate.  Today  the  artificial  kidney  is  used 
in  hundreds  of  hospitals  throughout  the 
world.  Ten  years  ago  temporary  by-pass  of 
heart  and  lungs  during  cardiac  surgery  was 
equally  nebulous;  today  the  heart-lung  ma- 
chine is  used  during  open  heart  surgery 
throughout  the  world  and  is  largely  respon- 
sible for  the  astonishing  strides  this  specialty 
has  made.  It  seems  therefore  entirely  feasible 
that  a mechanical  pump  might  permanently 
replace  the  incompetent  heart. 

Before  such  a pump  can  be  successfully 
used  in  humans  for  prolonged  periods,  many 
problems  must  be  solved.  Blood  is  a delicate 
substance,  requiring  tender,  loving  care  in  its 
handling.  Clot  formation,  red  cell  destruction, 
fibrin  formation,  platelet  destruction  and 
other  ill-defined  complications  occur  if  the 
blood  is  roughly  handled.  A mechanical  heart, 
designed  to  operate  for  months  or  years,  must 
therefore  closely  approach  the  living  heart  in 
its  impact  upon  the  blood.  Trauma  by  com- 
pression or  turbulence  is  probably  the  prin- 
cipal cause  of  hemolysis  and  platelet  destruc- 
tion and  must  be  kept  at  a minimum.  Fibrin 
formation  may  depend  as  much  upon  the 
presence  of  any  foreign  material  in  the  blood 
stream  as  upon  its  chemical  structure;  ma- 
terials must  be  found  to  decrease  such  a 
reaction.  The  material  of  which  ventricles, 
valves  and  vessels  of  a mechanical  heart  are 
best  made  is  not  yet  clear,  but  Teflon,  Poly- 
urethane, and  Polyvinyl  are  currently  con- 
sidered among  the  best. 
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Pump  design 

Many  types  of  pumps  may  be  designed; 
the  ventricles  may  be  compressed  by  air  or 
hydraulic  fluid  driven  by  a simple  hydraulic 
pump — which  is  a gentle  and  non-traumatic 
method — or  mechanical  compression  by  pis- 
tons, plates,  rollers,  or  even  mechanical 
fingers  may  be  used.  It  might  even  be  pos- 
sible to  wrap  a muscle  such  as  the  pectoralis 
or  the  diaphragm  around  a plastic  heart,  driv- 
ing this  muscle  periodically  by  a pace-maker. 
The  Archimedes  screw,  though  probably  too 
traumatic,  could  be  used.  Regardless  of  de- 
sign, the  pump  must  be  gentle,  forceful,  non- 
heating, nontraumatic,  inert,  and  adjustable 
for  rate  and  volume. 

Ideally  such  a pump  should  be  implanted 
in  the  cavity  left  by  removal  of  the  living 
heart,  although  it  could  be  fixed  in  either 
hemithorax  or  even  within  the  abdomen.  If 
possible,  the  pump  and  power  plant  should  be 
combined,  leaving  only  wires  to  pass  through 
the  chest  wall.  Alternatively  the  ventricular 
sac  might  be  intrathoracic  with  the  compress- 
ing pump  externally  placed,  driving  the  heart 
by  hydraulic  fluid  passing  through  tubes  en- 
tering the  chest.  At  present  an  electric  drive 
(magnetic  or  by  motor)  is  the  only  feasible 
power  available.  But  thermo-electric  conver- 
sion, metabolic  conversion,  or  even  atomic 
energy  may  lie  in  the  not  too  distant  future. 

Contemplation  of  such  a pump  raises  ques- 
tions which  have  not  required  consideration 
before.  For  example,  must  cardiac  output  be 
pulsatile?  Study  of  cine-angio-cardiograms 
suggests  that  a steady  nonpulsatile  flow  may 
be  acceptable.  Is  it  necessary  that  the  ventri- 
cles beat  synchronously  or  may  they  alter- 
nate? There  seems  to  be  no  compelling  reason 
why  alternating  beats  may  not  be  possible, 
and  the  power  requirements  would  be  less 
were  the  motor  to  compress  only  one  ven- 
tricle at  a time. 

Is  the  natural  pressure  flow  curve  neces- 
sarily the  ideal?  Must  we  have  an  abrupt  rise 
in  systole,  a brief  plateau  at  the  peak  of 
systole,  and  a gradual  fall  during  diastole? 
May  we  content  ourselves  with  a simple  sine 
wave  pressure  rise  and  fall?  Must  we  con- 
form to  the  “normal”  systolic  and  diastolic 
pressures,  or  is  there  greater  latitude  than 
we  now  know?  In  all  probability  diastole 
must  occupy  approximately  twice  as  much 


time  as  does  systole  to  permit  adequate  ve- 
nous return.  The  answers  to  these  questions 
will  determine  to  a considerable  extent  the 
characteristics  of  our  pump. 

Plumbing  problems 

Is  the  pressure  of  ventricular  systole  a 
major  or  a minor  determinant  in  peripheral 
pressure?  Is  it  not  probable  that  systole  gen- 
erates pressure  in  excess  of  need,  and  that 
both  systemic  and  pulmonary  resistances  are 
the  dominant  factor  in  determining  the  pres- 
sures? If  this  be  true,  as  seems  almost  certain, 
we  may  pump  the  two  ventricles  with  the 
same  force,  relying  on  the  wide  difference 
between  pulmonary  and  peripheral  resistance 
to  effect  the  perfusion  pressures.  This  would 
give  us  latitude  in  pump  design. 

Is  the  stroke  volume  of  one  ventricle 
exactly  equal  to  the  stroke  volume  of  the 
other  ventricle?  Not  only  is  this  unlikely,  but 
it  seems  impossible  when  one  considers  the 
rapidly  changing  fluid  losses  and  additions 
which  take  place  during  passage  of  blood 
through  lung,  kidney,  intestinal  tract  and 
skin,  changes  dictated  by  a host  of  factors, 
including  metabolic  demands,  activity,  emo- 
tional and  temperature  changes.  The  stroke 
output  from  each  ventricle  may  not  be  equal, 
but  it  is  certain  and  essential  that  outputs 
over  a period  of  time  measured  in  hours  be 
identical;  otherwise  congestion  and  edema 
would  inevitably  result  in  the  overloaded  cir- 
cuit. Does  a ventricle  empty  completely  on 
each  stroke?  Current  concepts  suggest  that 
it  does,  but  is  this  necessary,  or  may  we  have 
a small  residual  volume?  Obviously  each 
ventricle  must  put  out  exactly  what  it  re- 
ceives, otherwise  distention  would  occur  rap- 
idly, but  must  this  occur  with  each  stroke, 
or  is  some  latitude  permissible?  There  must 
be  no  stagnation — we  know  that  this  pro- 
duces thrombi — and  there  must  be  minimal 
turbulence,  although  it  is  hard  to  imagine 
that  there  is  not  considerable  turbulence  in 
and  about  the  papillary  muscles  in  the  living 
heart. 

Power  sources 

The  power  output  of  the  human  heart, 
though  not  known  precisely,  is  not  great — 
four  or  five  watts  is  ample  for  mild  activity 
in  the  average  adult.  This  amount  of  power 
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may  be  provided  either  by  large  storage  bat- 
teries (for  DC  motors)  or  by  standard  house 
current  for  AC  motors.  In  either  case  it  will 
be  necessary  for  wires  to  pass  through  the 
chest  wall.  Nuclear  power  may  be  feasible 
within  the  near  future;  thermo-electronic 
conversion  is  not  impossible,  and  even  me- 
tabolic conversion  is  not  out  of  the  question. 

Each  ventricle  must  be  capable  of  dis- 
charging between  35  and  50  cc.  per  stroke 
and  ideally  we  would  like  to  vary  the  rate 
from  80  to  100  strokes  per  minute.  But  may 
it  not  be  possible  to  fix  both  rate  and  stroke 
output  and  still  restore  to  some  measure  of 
enjoyable  life  the  incurable  cardiac?  Possibly 
by  fixing  stroke  output  and  leaving  rate  to  be 
regulated  by  the  patient  we  may  accomplish 
our  objective. 

The  past  year  and  a half  has  seen  a sudden 
growth  of  interest  in  this  challenging  project, 
the  leader  in  the  field  being  Dr.  Willem  Kolff 
of  the  Cleveland  Clinic.  In  early  1959,  I had 
the  opportunity  of  working  with  Dr.  Kolff 
and  during  this  time  was  able  to  develop  a 
small  pump  almost  naive  in  its  simplicity.  A 
small  motor,  four  inches  long  by  one  and  one- 
half  inches  in  diameter,  was  fixed  in  a cone 
shaped  housing  by  pivots  one-third  of  the 
distance  from  shaft  to  base.  A lever  arm  fixed 
at  its  one  end  to  the  edge  of  the  housing  and 
at  its  other  end  by  a universal  ball  bearing 
joint  to  an  eccentric  flywheel  on  the  motor 
shaft,  impelled  the  body  of  the  motor  back- 
wards and  forwards  in  the  wide  end  of  the 
cone  shaped  housing.  As  the  body  of  the 
motor  swung  toward  the  housing  it  com- 
pressed a tapered  sac  of  polyurethane,  thus 
driving  fluid  through  a valve  into  the  “ar- 
tery”; inflow  was  through  another  valve  from 
atria  when  compression  was  relaxed.  The 
motor  compressed  first  one  ventricle  and 
then  the  other  at  a rate  of  100  strokes  per 
minute,  the  degree  of  compression  fixing  the 
output,  and  being  controlled  by  the  length 
of  the  lever  arm  as  well  as  the  distance  from 
the  shaft  center  to  the  ball  bearing  joint  fixa- 
tion on  the  flywheel.  The  entire  pump  was 
totally  encased  in  plastic,  only  the  ventricles, 
the  valves  and  atria  coming  in  contact  with 
blood. 

On  a mock  circulation,  against  an  aortic 
diastolic  pressure  of  80  cm.  of  water,  the 
pump  delivered  up  to  2,200  cc.  per  minute 


while  the  pulmonary  circuit,  pumping  against 
20  cm.  of  water,  delivered  a like  amount.  The 
output  of  the  two  ventricles  was  self-regulat- 
ing,  output  being  determined  by  venous  re- 
turn. Pressure  tracings  made  by  Statham 
transducers  and  recorded  on  a Sanborn  multi- 
channel recorder  showed  sharp  systolic  pres- 
sure rise  with  a slower  fall  during  diastole. 
Using  fresh  human  blood  in  the  mock  circu- 
lation under  the  same  pressures,  hemolysis 
was  found  to  be  15  to  25  mg.  per  cent  per 
hour  of  free  hemoglobin.  Negligible  heating 
occurred. 

T rial  run 

On  June  26,  1959,  this  pump  was  placed 
within  the  thorax  of  an  anesthetized  26  kg. 
dog.  The  heart  was  removed,  amputating 
each  atria  at  its  midpoint,  and  the  artificial 
atria  were  sewn  to  these  stumps.  Arterial 
connections  were  readily  made,  the  entire 
connection  being  completed  in  less  than  one 
hour  while  circulation  was  maintained  by  a 
Biorck  heart-lung  machine.  The  chest  was 
then  closed,  and  the  artificial  heart  main- 
tained a peripheral  systolic  pressure  above 
80  mm.  of  mercury  for  almost  six  hours; 
venous  pressures  varied  from  six  to  17  cm. 
of  water.  During  this  period,  spontaneous  res- 
piration was  restored,  and  tendon  and  cor- 
neal reflexes  were  present.  L-arteronol  was 
needed  for  35  minutes  during  the  first  four 
hours  to  sustain  systolic  pressure  above  80 
mm.  of  mercury.  This  experiment  demon- 
strated that  adequate  pressure  and  circula- 
tion could  be  maintained  by  alternate  com- 
pression of  the  two  mechanical  ventricles, 
and  since  autopsy  revealed  no  pulmonary 
edema  it  was  apparent  that  pulmonary  pres- 
sure lay  within  physiologic  limits.  Autopsy 
showed  no  unusual  bleeding,  and  little  fibrin 
deposition.  This  is  but  the  first  step  in  a field 
that  requires  much  further  work  to  elucidate 
answers  to  the  questions  posed  above.  This 
experiment  will  be  reported  elsewhere  in 
greater  detail. 

Summary 

Replacement  of  the  irretrievably  incom- 
petent living  heart  by  a mechanical  prosthesis 
is  feasible  and  will  be  a major  advance  in 
the  management  of  hopeless  cardiac  disease. 
There  is,  in  all  probability,  considerable  lati- 
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tude  in  the  physical  characteristics  of  such 
a device.  A simple  pump  is  described  here, 
which  performed  well  on  a mock  circulation, 
and  caused  less  hemolysis  than  is  acceptable 
by  the  body.  This  pump,  implanted  in  the 
thorax  of  an  anesthetized  animal,  maintained 
adequate  circulation  and  pressure,  permitted 


spontaneous  respiration,  and  maintained  cor- 
neal and  tendon  reflexes  for  a period  of  six 
hours.  Work  in  this  exciting  field  is  barely 
begun:  the  artificial  heart  is  now  in  the  same 
position  as  was  the  artificial  kidney  20  years 
ago,  and  the  heart-lung  machine  10  years 
ago.  • 


Research  and  health' 


Austin  Smith,  M.D.,  Washington,  D.  C. 


The  spokesman  for  the  drug  industry 
here  presents  the  story  of  modern 
medicines  including  comments  on  our 
aging  population,  the  why  and  wherefore 
of  drug  prices,  and  the  importance 
of  advertising  and  other  promotional 
literature. 


For  two  decades  there  has  been  heard  so 
much  about  the  miracles  of  drug  therapy  that 
sight  has  been  lost  of  several  very  important, 
even  basic,  problems.  Overlooked  too  often 
is  the  fact  that  modern  chemotherapy,  for  all 
practical  purposes,  is  a recent  development. 
Overlooked,  too,  is  the  fact  that  it  has  limita- 
tions but  too  many — professional  people  and 
others — do  not  fully  appreciate  the  signifi- 
cance of  these  limitations.  Also  overlooked 
at  times  are  the  areas  of  disease  not  yet  fully 

•Address  presented  at  meeting  of  State  Medical  Journal  Ad- 
vertising Bureau,  October  26,  1959.  The  author,  formerly 
editor  of  the  J.A.M.A.,  is  now  President  of  the  Pharmaceutical 
Manufacturers  Association. 
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explored  as  we  glory  in  what  has  been  ac- 
complished. In  addition,  there  is  forgotten 
the  fact  that  as  one  disease  is  conquered  an- 
other arises  to  take  its  place.  Another  fact 
forgotten  by  some  is  the  limitation  the  human 
body  has  as  we  probe  it  for  its  manipulative 
possibilities,  chemotherapeutically  or  other- 
wise. But  not  to  be  forgotten  are  changing 
social  concepts  concerning  how  the  compo- 
nent parts  of  a society  are  responsible  to  each 
other. 

This  presentation  could  have  been  begun 
with  a few  comments  on  how  much  has  been 
achieved  in  our  attempt  medically  to  control 
the  illnesses  of  man  and  of  those  factors  on 
which  more  depends  for  survival,  such  as 
animals  and  agricultural  products  and  sanita- 
tion. This  is  in  itself  a dramatic  story.  Or,  I 
could  outline  some  of  the  research  projects 
now  under  investigation  and  the  significance 
of  the  results  of  these  investigations.  Herein 
also  lies  a dramatic  and  hopeful  story.  But 
instead,  I would  like  to  discuss  briefly  a few 
of  the  problems  research  has  created  for  it- 
self, the  problems  the  drug  industry  and  the 
medical  profession  have  created  for  them- 
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selves — and  what  can  be  done  about  some  of 
these  scientific  and  social  problems.  Probably 
the  greatest  drama  for  the  future  lies  in  the 
impact  of  these  problems  on  our  lives. 

When  the  drug  industry  uncovered  agents 
to  combat  infections,  neither  it  nor  the  medi- 
cal profession  anticipated  the  broad  signifi- 
cance of  what  would  happen.  The  control  of 
pneumonia,  streptococcal  infections  and  other 
bacterially  induced  diseases,  when  coupled 
with  supporting  medical  measures  such  as 
improved  sanitation,  improved  nutrition  and 
surgical  intervention,  has  pushed  back  death 
in  the  early  years  of  life  and  has  helped  add 
to  the  years  at  the  other  end  of  life.  Thus  the 
life  span  has  increased  from  less  than  50 
years  at  the  turn  of  the  century  to  almost  70 
years  within  six  decades.  The  greatest  gain, 
five  years,  was  in  the  forties,  the  so-called 
age  of  the  antibiotics,  since  this  was  the 
period  during  which  the  antibiotics  came  into 
their  own. 

Segment  of  society  created 

Such  health  gains  should  be  cheerful 
news.  But  at  the  same  time  they  have  created 
problems.  For  example,  they  have  produced 
an  older  population  much  of  which  is  past 
retirement  age.  With  reduced  income,  some 
of  these  people  are  complaining  about  the 
cost  of  drugs  which  helped  them  along  the 
path  to  longevity.  And  they  are  complaining 
about  the  cost  of  the  medical  care  from  physi- 
cians who  by  their  work  help  remove  the 
obstacles  caused  by  illness  in  the  path  to 
longevity.  The  complaints,  however,  are  not 
yet  as  frequent  or  as  serious  as  some  people 
would  like  the  rest  of  the  world  to  believe. 
Those  seeking  headlines  or  personal  advance- 
ment have  done  much  to  confuse  the  public 
and  we  who  are  members  of  the  health  team 
have  provided  them  with  the  ammunition, 
not  because  of  questionable  actions  but  be- 
cause we  helped  create  a segment  of  society 
that  others  are  not  yet  prepared  to  deal  with 
businesswise,  governmentally  or  sociological- 
ly. Here,  then,  is  an  area  for  which  is  needed 
understanding  and  leadership  by  all  members 
of  the  health  team.  If  such  is  not  forthcoming 
it  will  be  only  a matter  of  time  before  they 
are  led  instead  of  leading.  The  life  span  will 
not  increase  indefinitely  but  the  percentage 
of  those  in  the  older  age  groups  will  increase 


and  if  they  are  not  helped  and  are  not  taught 
to  or  permitted  to  help  themselves  they  will 
provide  an  excuse  for  government  captiva- 
tion of  all  of  us.  Only  in  Australia  have  there 
been  any  signs  of  rebellion,  so  far,  of  youth 
against  a government  controlled  and  tax  sup- 
ported “cradle-to-the-grave”  philosophy. 

Another  problem  created  by  medical  prog- 
ress is  the  change  in  cause  of  death.  Young 
people  are  saved  from  infections  to  die  later 
of  degenerative  diseases. 

And  now  another  problem;  The  dissem- 
ination of  information  on  new  drugs  and  new 
medical  knowledge  is  sometimes  based  on 
keenly  competitive  practices  in  business 
circles  and  sometimes  on  frustrating  “hit  and 
miss”  methods  in  professional  circles.  As 
editors  of  journals,  members  of  this  audience 
are  appreciative  of  the  difficulties  of  getting 
papers  that  always  are  prepared  so  they  are 
attractive,  informative  and  helpful.  As  re- 
searchers, on  the  other  hand,  they  also  know 
how  difficult  it  is  at  times  to  prepare  such 
papers.  And  as  educators  they  can  appreciate 
the  difference  between  a feast  of  good  ma- 
terial offered  by  author  and  editor  and  a self- 
induced  limited  diet  maintained  by  readers. 
As  editors  it  is  your  job  to  share  the  informa- 
tion you  receive.  At  least  this  was  my  Job 
when  I was  an  editor.  And  so  it  is  for  those 
who  have  new  products,  new  devices,  new 
technics  to  distribute  to  medical  practitioners. 
In  this  respect,  drug  manufacturer,  teacher, 
and  medical  editor  are  in  the  same  boat,  the 
direction  for  which  is  set  by  medically  sound 
information.  Without  such  a compass  the  boat 
will  do  no  more  than  drift. 

The  dissemination  of  information  is  not 
always  easy,  however,  and  it  may  vary  ad- 
vantageously according  to  the  audience  and 
the  times.  The  printed  page  alone  offers  for- 
midable possibilities  for  publisher,  reader, 
and  indexer.  One  student  of  the  scientific 
literature  has  estimated  that  there  are  pub- 
lished annually  in  the  world  20  to  25  thousand 
periodicals  that  include  medical  and  biologi- 
cal articles.  These  periodicals  are  supposed 
to  offer  2,000,000  articles.  How  much  of  this 
can  be  indexed  and  how  much  of  it  is  worth 
indexing  may  be  questionable,  but  it  is  said 
that  in  the  U.  S.  A.  about  36,000  articles  are 
indexed  and  abstracted  each  year.  One  also 
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wonders  how  much  of  this  represents  prema- 
ture publication. 

At  the  moment  I have  no  idea  how  many 
medical  and  medically  related  books  are  pub- 
lished each  year,  or  how  many  films  are 
made  for  showing  to  doctors,  or  how  many 
television  shows  or  telephone  conferences  on 
medical  meetings  are  prepared  for  physi- 
cians but  the  numbers  probably  would  seem 
astronomical.  Many  are  based  on  new  medical 
findings,  others  on  reviews.  But  who  is  pre- 
pared to  say  which  are  essential  and  which 
are  nonessential,  which  are  important  and 
helpful,  and  which  are  unimportant  and  of 
little  usefulness?  Obviously,  critiques  can  be 
prepared  as  are  done  for  books  and  films, 
and  the  weaknesses  of  misleading  articles 
can  be  revealed  by  other  authors,  and  the 
inadequate  medical  meetings  and  conferences 
can  be  shown  for  what  they  are  by  lack  of 
attendance.  This  critical  appraising  goes  on 
all  of  the  time  and  is  probably  the  most 
effective  way  of  bringing  about  improvement 
because  it  leaves  in  the  hands  of  the  doctors 
the  right  of  decision  and  action.  To  do  other- 
wise would  require  elaborate  screening  mech- 
anisms which  could  become  as  ponderous 
and  paternal  as  some  government  agencies. 
In  fact,  all  of  us  from  personal  experience 
know  that  even  editorial  boards  for  medical 
journals  are  not  infallible. 

New  methods  welcome 

As  time  passes,  new  ideas  and  new  tech- 
nics for  the  dissemination  of  medical  infor- 
mation will  be  tried,  sometimes  by  medical 
organizations,  sometimes  by  medical  schools, 
sometimes  by  pharmaceutical  houses,  some- 
times by  others.  While  this  might  seem  to  be 
a threat  to  an  already  crowded  field,  it  could 
be  and  will  be  helpful  by  stimulating  im- 
provements for  already  existing  methods  and 
perhaps  by  introducing  new,  truly  helpful, 
concepts  to  complement  the  older  ones.  Com- 
petition for  available  time  can  be  stimulating. 
It  seems  apparent  from  surveys  and  other 
studies  that  physicians  in  general  believe 
there  is  a need  for  a variety  of  approaches 
when  medical  information  is  disseminated 
and  welcome  more  than  one  medical  journal, 
well-prepared  promotional  literature,  films, 
books  and  other  forms  of  postgraduate  medi- 
cal educational  aids.  Medical  education  is  a 


continuing  lifelong  process  and  there  is  not 
one  method  which  can  be  exclusively  used  to 
provide  it.  Such  education  is  a need  created 
by  modern  research  and  its  effect  on  health. 
Modern  drug  therapy,  as  well  as  other  aspects 
of  medical  practice,  has  helped  create  this 
need. 

For  a moment  I would  like  to  pause  to 
comment  on  so-called  promotional  literature 
for  new  products.  Formerly,  as  a teacher, 
researcher  and  editor,  I could  recognize  its 
need  but  saw  also  the  opportunities  for  abuse. 
What  I did  not  contemplate  was  its  effect 
on  mass  production  and  resultant  decrease  in 
prices,  and  the  lag  in  time  that  would  other- 
wise ensue  between  discovery  and  general 
availability  and  utilization.  These  are  im- 
portant for  physician  and  patient.  I used  to 
think  that  advertising  costs  were  added  to 
the  selling  prices  of  drugs.  Now  I know  better 
since  I have  learned  that  advertising  cost  is 
not  one  of  the  factors  taken  into  considera- 
tion when  the  price  for  a new  drug  is  deter- 
mined. 

Similarly,  I too  seldom  paused  to  consider 
other  by-products  of  research  such  as  the 
sending  of  promotional  material  to  physicians 
not  interested  in  the  products  mentioned,  the 
marketing  of  products  under  different  trade 
names,  and  the  development  of  drug  combina- 
tions. When  better  selective  addressing  ma- 
chines become  available,  physicians  will  bene- 
fit so  far  as  accumulation  of  mail  and  samples 
on  their  desks  are  concerned.  As  for  the  mar- 
keting of  different  brand  of  the  same  drug, 
this  is  not  unique;  it  is  a common  practice 
for  any  free  enterprise  system  and  is  used  to 
sell  socks,  shirts,  ties,  electrical  appliances, 
tools,  housing  materials,  food,  beverages,  and 
shoes.  Furthermore,  since  generic  names 
sometimes  are  urged  to  the  exclusion  of  trade 
names,  I can  only  point  a finger  of  long 
experience,  gained  in  part  at  the  American 
Medical  Association,  to  the  unpronounceable 
chemical  names  and  the  often  difficult-to- 
remember  generic  names.  Furthermore,  use 
of  only  a generic  name  when  several  brands 
of  a drug  exist  may  lead  to  the  prescribing 
or  dispensing  of  drugs  varying  widely  in 
purity,  potency  and  disintegration  time.  As 
for  drug  combinations,  I will  pause  only  long 
enough  to  point  out  that  most  of  them  cost 
less  than  their  separate  ingredients  would 
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cost,  which  along  with  the  convenience  of 
administration  helps  encourage  the  patient 
to  adhere  to  his  prescribed  therapeutic  regi- 
men. If  at  times  mixtures  are  not  therapeuti- 
cally sound,  the  prescribing  physician  can 
determine  this  and  in  addition  make  known 
his  beliefs  to  the  manufacturers  who  are 
quick  to  recognize  what  in  a store  would  be 
called  sales  resistance.  The  drug  manufac- 
turer has  a tremendous  commercial  stake  in 
the  products  he  markets  and  he  cannot  afford 
to  waste  time  with  items  not  therapeutically 
useful  or  not  accepted  by  the  profession.  And 
over  the  years  most  drug  manufacturers  have 
barred  the  foolhardiness  of  deliberately  try- 
ing to  deceive  physicians.  Furthermore,  there 
is  no  industry  more  tightly  regulated  than 
the  drug  industry;  if  it  isn’t  a government 
agency  breathing  down  its  neck,  it’s  an  ad- 
vertising committee  or  a researcher  or  a com- 
petitor or  a practicing  doctor. 

I have  paused  for  a few  minutes  to  com- 
ment on  certain  promotional  problems  for 
the  drug  manufacturer.  This  I have  done  not 
to  create  sympathy  for  him  but  to  emphasize 
these  problems  which  arise  because  of  the 
advancement  of  research.  If  there  was  no 
new  knowledge,  there  would  be  fewer  prob- 
lems. Unfortunately,  some  of  these  problems 
are  made  worse  by  misunderstanding,  some- 
times, I suspect,  by  sheer  vindictiveness.  In 
this  respect  editors  have  special  responsibili- 
ties; they  can  help  keep,  or  set,  the  record 
straight.  During  the  past  few  months  I have 
seen  a number  of  articles  in  well-known  med- 
ical journals  which  contained  downright  false 
statements.  I was  surprised  to  read  such 
statements  but  was  more  surprised  that  the 
editors  would  permit  their  publication.  Un- 
fortunately, some  of  the  statements  may  apj 
pear  in  legislative  hearings  in  the  near  future 
and  it  may  be  embarrassing  for  editors  and 
authors  alike  as  the  accusations  in  print  are 
taken  apart  and  disproved  one  by  one.  Such 
a procedure  will  bring  no  credit  to  the  medi- 
cal literature. 

Security  and  comfort,  or  freedom? 

Some  months  ago  the  Secretary  of  the 
U.  S.  Treasury  said  in  a public  address: 

“In  writing  of  the  Greeks  and  Romans, 
one  of  our  greatest  classical  scholars  summed 
up  their  story  in  these  words:  ‘In  the  end. 


more  than  they  wanted  freedom,  they  wanted 
security,  they  wanted  a comfortable  life,  and 
they  lost  it  all — security  and  comfort  and 
freedom.  . . . When  the  Athenians  finally 
wanted  not  to  give  to  society  but  for  society 
to  give  to  them,  when  the  freedom  they 
wished  most  was  freedom  from  responsibility, 
then  Athens  ceased  to  be  free  and  was  never 
free  again.’  ” 

Next  to  this  observation  can  be  placed 
one  by  Dean  Earl  L.  Butz  of  Purdue  Uni- 
versity who  recently  said: 

“There  has  been  for  some  years  a wide- 
spread and  growing  disposition  to  look  to  the 
federal  government  to  ‘do  it  for  us’  in  matters 
of  social  welfare.  Problems  of  individual  and 
community  health  that  once  were  solved  on 
a local  basis  are  increasingly  being  shifted  to 
state  and  national  levels.  ...  A generation 
ago  nearly  all  of  our  health  facilities  and 
services  were  provided  on  a local  community 
basis.  Sometimes  service  was  inadequate  to 
be  sure.  But  this  is  no  reason  to  throw  the 
system  overboard.  It  is  better  to  plug  the  in- 
adequacies and  strengthen  our  community 
programs  for  health  and  social  welfare.  . . . 
In  political  science,  it  is  axiomatic  that  gov- 
ernment moves  into  a void.  If  those  services 
which  a community  decides  it  must  have  are 
not  provided  by  local  people  and  local  or- 
ganizations, they  will  be  provided  by  govern- 
ment. . . . Powerful  forces  have  been  working 
to  push  the  mammoth  social  security  program 
into  a broad  and  bitterly  controversial  new 
field — medical  care.  In  this  way  it  may  be 
possible  to  accomplish  by  indirection  what 
the  socialized  medicine  boys  failed  to  do  in  a 
direct  frontal  attack  a few  years  ago.  There 
are  substantial  numbers  of  our  people  who 
don’t  really  want  their  health  facilities  pro- 
vided at  federal  cost.  They  are  willing  to  pay 
for  them,  provided  they  can  be  convinced 
that  they’re  getting  their  money’s  worth.” 

Another  outstanding  economist.  Profes- 
sor Jules  Backman,  with  specific  examples 
strengthens  Dean  Butz’s  statements  and  it 
is  suggested  that  the  October,  1959,  issue  of 
the  Journal  of  the  American  Pharmaceutical 
Association  be  read  for  information  of  inter- 
est to  all  members  of  the  health  team.  In  fact, 
contained  therein  are  many  bits  of  informa- 
tion that  can  be  shared  advantageously  with 
the  people  at  large.  Used  effectively,  these 
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bits  of  information,  based  largely  on  research, 
can  prove  to  people  they  can  get  their 
money’s  worth  and  still  be  free  citizens. 

What  do  such  statements  have  to  do  with 
research  and  health,  with  the  medical  pro- 
fession and  the  drug  industry?  Much.  Each 
group  depends  on  the  others.  On  one’s  re- 
search goes  forward  the  research  of  the  other. 
On  one’s  findings  goes  the  health  interests 
of  the  other.  On  one’s  inadequacies  rests  the 
weakness  of  the  other.  And  whether  we’re 
discussing  the  preservation  of  teachers  and 
investigators  for  medical  science,  the  study 
of  chemical  and  physical  processes  underly- 
ing living  phenomena,  the  support  of  re- 
search, medical  communications  or  the  criti- 
cisms directed  against  the  cost  of  medical 
care,  we  must  listen  to  and  share  sympatheti- 
cally problems  of  mutual  interest.  To  do  so 
is  to  our  benefit  and  to  the  benefit  of  those 
we  are  trying  to  serve.  To  do  otherwise  is  to 
court  disaster.  We  have  much  to  gain  by 
meeting,  discussing,  and  exploring;  we  have 
much  to  lose  by  sniping  and  maintaining  an 
attitude  of  indifference  toward  each  other. 
While  the  horizon  offers  much  promise  thera- 
peutically, it  also  has  hanging  over  it  some 
ominous  clouds  representing  lost  freedom. 
To  give  and  receive  the  best  medical  care 
and  the  best  medical  tools  we  must  have  free- 
dom of  choice  of  doctor,  hospital,  and  drugs. 
To  assure  this,  you  and  I and  our  colleagues 
have  much  to  do  if  we  are  to  promote  better 
understanding  and  less  confusion.  If  we  fail, 
research  and  health  will  be  less  intimately 
interdependent  and  everyone  will  suffer  be- 
cause of  it. 

For  many  years  I worked  with  the  mem- 
bers of  the  American  Medical  Association  to 
tell  the  story  of  medicine  and  by  so  doing  to 
promote  better  health  and  to  preserve  free- 
dom for  doctor  and  patient.  The  story  of 
medicine  in  the  U.  S.  A.  is  a wonderful  one 


with  much  to  be  said  on  its  behalf.  But  it 
must  be  told  and  retold  and  new  ways  of 
again  telling  it  explored. 

And  so  it  is  for  other  members  of  the 
health  team.  Now  I am  lending  my  efforts 
to  the  drug  industry  which  also  has  a great 
story  to  tell,  such  as  the  190  million  dollars 
now  spent  on  research,  the  20  million  dollars 
given  to  medical  education  and  schools,  the 
millions  spent  on  development  and  control  to 
assure  purity  and  potency,  and  the  effects  of 
modern  medical  care  on  the  economy  of  this 
country  and  its  population.  In  fact,  many  of 
us  are  now  bringing  together  pieces  of  this 
story  such  as  has  never  before  been  done. 
When  completed,  it  will  be  given  to  all  who 
are  interested  and  I hope  included  in  those 
who  are  interested  will  be  members  of  this 
audience.  Saying  this  does  not  reflect  a self- 
ish interest  on  behalf  of  the  drug  manufac- 
turers. Those  who  have  known  me  for  years 
will  recall  I have  been  urging  for  20  years 
a communion  of  ideas  and  health  efforts  be- 
tween members  of  the  health  team.  I have 
long  believed  that  together  we  can  tell  our 
stories  more  effectively  than  when  we  try 
to  do  this  alone.  And  this  becomes  increasing- 
ly important  each  year.  With  the  develop- 
ment of  new  potent  drugs,  the  financial  prob- 
lems confronting  medical  schools,  the  lack  of 
scientific  personnel,  the  growing  interest  of 
the  federal  government  in  medical  care,  re- 
search and  education,  all  of  us  are  faced  with 
obligations  more  pressing  than  a few  years 
ago.  It  behooves  all  of  us,  then,  to  do  what 
we  can  to  be  helpful  to  those  whom  we  serve 
and  to  those  with  whom  we  work.  One  of  the 
most  important  obligations  facing  each  of 
us  is  the  need  for  being  certain  we  have  the 
facts  when  criticism  arises.  If  we  fail  to  meet 
this  obligation,  we  may  be  adding  so  much 
to  confusion  that  the  sick  will  suffer  even 
more  than  those  under  attack.  • 


Congenital  heart  disease 

Congenital  heart  disease  will  be  the  subject 
of  Deborah  Hospital’s  second  International  Sym- 
posium on  Current  Concepts  in  Medicine.  The 
symposium  will  be  held  April  28,  29  and  30,  1960, 
in  the  Bellevue  Stratford  Hotel,  Philadelphia,  Pa. 

Specialists  in  every  branch  of  cardiology  will 
present  papers  on  the  most  recent  developments 
in  the  diagnosis,  treatment  and  surgical  correction 


of  heart  ailments  present  from  birth.  Eight  ses- 
sions have  been  planned  during  the  three  days, 
each  closing  with  open  discussion  and  a summary 
of  the  subject  material. 

The  Deborah  Symposium  is  open  to  all  inter- 
ested physicians.  There  is  no  registration  fee. 

More  information  available  from  “What  Goes 
On”  office,  835  Republic  Building,  Denver  2. 
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AS  YOU  LIKE  IT... 


A medical  potpourri 

Compiled  by  Andrew  M.  Babey,  M.D.,  Las  Cruces,  New  Mexico 


1.  “Why  should  we  take  more  notice  of  the  sounds 
that  come  through  a stethoscope  or  the  rhythms  of 
an  electrical  tracing  than  the  sounds  that  come 
from  a man’s  mouth?  Organ  language,  what  the 
patient  says,  is  the  most  important  factor  in  di- 
agnosis. . . . The  G.P.  requires  not  greater,  bigger, 
nor  better  machines,  but  more  time  for  listening.” 
Nichols,  L.  A.:  Cardiac  Pain  (Correspondence), 
Brit.  M.J.  1:1043  (April  18)  1959. 

2.  “Unfortunately,  remission  of  hypertension  does 
not  always  occur  when  such  diseased  kidneys  are 
removed.  Only  one  out  of  four  or  five  patients 
with  unilateral  pyelonephritis  are  improved.”  Pon- 
tasse,  E.  F.:  Discussion  in  Case  430  (Diagnosis  & 
Treatment  of  Hypertension  Due  to  Unilateral  Re- 
nal Disease),  from  Medical  Grand  Rounds,  Massa- 
chusetts General  Hospital,  Am.  Pract.  & Digest 
Treat.  10:688  (April)  1959. 

3.  “It  is  now  recognized  that  there  are  three  types 
of  renal  diseases  associated  with  hypertension: 
arterial,  that  is,  lesions  of  the  main  renal  artery 
or  its  branches;  parenchymal,  of  which  pyelone- 
phritis and  glomerulonephritis  are  the  commonest 
forms;  and  perinephritic,  such  as  a posttraumatic 
intracapsular  hematoma  compressing  the  kidney. 
In  distribution,  these  diseases  can  be  unilateral  or 
bilateral  and  they  may  exist  singly  or  in  combina- 
tion with  each  other.”  Ibid,  page  689. 

4.  “Any  young  patient  with  hypertension  should 
have  a renal  angiogram  even  if  the  intravenous 
urogram  is  normal  and  provided  other  forms  of 
secondary  hypertension  have  been  excluded.  Like- 
wise, every  patient  over  the  age  of  55  who  de- 
velops severe  or  malignant  hypertension  should 
probably  have  renal  angiography  as  part  of  his 
investigation  because  of  the  relatively  high  inci- 
dence of  this  type  of  secondary  renal  hypertension 
at  this  age.”  Ibid,  page  690. 

5.  “Great  medical  organizations  from  the  size  of  a 


state  medical  society  and  larger  have  many  ex- 
penses in  holding  a medical  meeting.  They  must 
pay  for  administrators,  secretaries,  mailings,  pro- 
grams, stenographic  aid,  rooms  for  the  press,  and 
a place  for  the  meeting,  including  room  for  com- 
mercial and  scientific  exhibits.  At  the  large  meet- 
ings, there  are  reunions,  dinners,  banquets,  or- 
ganized activity  for  the  wives,  and  less  and  less 
emphasis  on  strictly  scientific  portions  of  the  pro- 
gram.” Bean,  William  B.:  Joint  Responsibility 
(Editorial),  A.M.A.  Arch.  Int.  Med.  103:24/684 
(May)  1959. 

6.  “Each  exhibitor  is  expected  to  bring  back  evi- 
dence of  attention  in  the  form  of  the  names  of 
physicians  who  have  registered  at  his  booth.  So- 
ciety officers  and  those  conducting  meetings  urge 
everyone  to  register  at  each  exhibit  and  remind 
the  audience  that  the  society  is  beholden  to  the 
exhibitors  for  money  to  hold  the  meeting.  The 
emphasis  on  strictly  professional  and  scientific 
activities  dwindles  in  comparison  with  the  com- 
mercial aspects.”  Ibid,  page  24/684. 

7.  “Censorship  has  arisen  in  some  medical  societies 
which  avoid  scheduling  papers  by  speakers  who 
might  be  critical  of  the  exhibitor’s  products.  Some 
editors  have  refused  to  publish  articles  criticizing 
particular  drugs  and  methods  of  therapy,  lest 
advertising  suffer.”  Ibid,  page  24/684. 

8.  “It  is  indeed  a melancholy  fact  that  all  the  root 
causes  of  tension  in  our  contemporary  world,  all 
the  disputes  that  lead  to  enmity  and  war,  can  be 
found  equally  well  in  tribal  society.  The  character- 
istic state  of  the  African  interior  when  Western 
missionaries  first  explored  it  a hundred  years  ago 
was  almost  universal  tribal  warfare  springing  from 
the  economic  pressures  of  hunger  and  want  or 
the  political  pressures  of  tribal  aggrandizement.’’ 
Ward,  Barbara:  Five  Ideas  That  Change  the  World 
(Ghana  Univ.  Aggery-Fraser-Guggisburg  Lectures, 
Series  1)  New  York,  Norton,  1959,  page  16. 
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The  first  specific  aldosterone-blocking  agent . . . 


ALDA  CLONE' 

effectively  extends  the  medical  control  of  edema  or  ascites. 
It  introduces  a new  therapeutic  principle  in  the  treatment  of. . . 

CONGESTIVE  HEART  FAILURE  • HEPATIC  CIRRHOSIS 
THE  NEPHROTIC  SYNDROME  • IDIOPATHIC  EDEMA 


ALDACTONE  introduces  a new  class  of  therapeutic 
agent,  the  aldosterone-blocking  agent  providing: 

satisfactory  relief  of  resistant  or  advanced 
edema  even  when  all  other  agents,  alone  or  in 
combination,  are  ineffective  or  are  only  partially 
effective. 

A New  Order  of  Therapeutic  Activity 

ALDACTONE  acts  by  blocking  the  effect  of  aldo- 
sterone, the  principal  mineralocorticoid  governing 
the  reahsorption  of  sodium  and  water  in  the  distal 
segment  of  the  renal  tubules. 

By  so  doing  Aldactone  establishes  a fundamen- 
tally new  and  effective  approach  to  the  control  of 
edema  or  ascites,  including  edema  resistant  or  un- 
responsive to  conventional  diuretic  agents. 

Further,  because  of  its  different  site  and  mode 
of  action  in  the  renal  tubules,  Aldactone  has  a true, 
highly  valuable  synergistic  activity  when  used  with 
a mercurial  or  thiazide  diuretic. 

What  Physicians  May  Expect  of  Aldactone 

It  is  fully  expected  that  Aldactone  will  change 
present  medical  concepts  of  the  therapeutic  limita- 
tions of  managing  edema.  Many  patients  living  in 
a greater  or  lesser  state  of  edematous  invalidism 
can  now  be  edema-free.  To  others,  gravely  ill, 
Aldactone  will  be  life-saving. 


When  used  alone,  Aldactone  will  produce  a sat- 
isfactory diuresis  in  about  half  of  those  patients 
whose  edema  is  resistant  to  conventional  diuretic 
agents. 

When  Aldactone  is  used  in  a comprehensive 
therapeutic  regimen,  which  includes  a mercurial 
or  a thiazide  diuretic,  a satisfactory  diuresis  and 
relief  of  edema  may  be  expected  in  approximately 
85  per  cent  of  edematous  patients  who  would  not 
otherwise  respond. 

dosage:  For  most  adult  patients  the  optimal  dos- 
age of  Aldactone,  brand  of  spironolactone,  is  100 
mg.  four  times  daily.  Aldactone  should  be  admin- 
istered for  at  least  four  or  five  days  before  apprais- 
ing the  initial  response,  since  the  onset  of  thera- 
peutic effect  is  gradual  when  it  is  used  alone. 
Aldactone  manifests  accelerated  activity  with 
greater  response  as  early  as  the  first  and  second 
days  when  used  in  combination  with  a mercurial 
■ or  thiazide  diuretic. 

supplied:  Aldactone  is  supplied  as  compression- 
coated  yellow  tablets  of  100  mg. 

e.  D.  S EARLE  & CO. 

Chicago  80,  Illinois 
Research  in  the  Service  of  Medicine 


When  you  want  to  prescribe  a regimen  to 
reduce  serum  cholesterol  and  beta  lipoproteins, 
are  drastic  diet  changes  necessary'? 

a 

Fortunately,  no.  Often  only  two  steps 

are  necessary;  («  control  of  the  amount  of 

calories  and  of  dietary  fat,  and 

(2)  a simple  modification  of 
food  preparation  method  in 
which  poly-unsaturated  vege- 
table oil  is  used  in  place  of 
saturated  fats. 


\ 


Where  a vegetable  (salad)  oil  is  medically  recom- 
mended as  part  of  a cholesterol  depressant  regimen. 
Wesson  is  unsurpassed  by  any  readily  available  brand. 

Uniformity  you  can  depend  on.  Wesson  has  a poly- 
unsaturated content  better  than  50% . Only  the 
lightest  cottonseed  oils  of  highest  iodine  number 
are  selected  for  Wesson  and  no  significant  varia- 
tions in  standards  are  permitted  in  the  22  exacting 
specifications  required  before  bottling. 


Obviously,  in  any  special  diet,  the  fewer  required 
changes  in  the  patient’s  eating  habits,  the  more 
likelihood  there  is  that  the  patient  will  adhere  to 
the  prescribed  diet. 

Once  total  fat  and  calorie  intake  is  adjusted,  the 
simple  replacement  of  saturated  fats,  used  at  the 
table  and  in  cooking,  with  poZy-unsaturated  Wesson 
makes  possible  a most  subtle  dietary  change,  yet 
conforms  completely  to  therapeutic  requirements. 
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This  flaky  pie  crust,  crisp  cookies.  Chiffon  cakes, 
biscuits  can  all  be  made  easily  with  Wesson. 
Decrease  the  calories  of  pie  by  preparing  with 
single  crust  and  a fresh  fruit  or  gelatin  filling. 

It  is  delicious. 

FREE  Wesson  recipes  are  available  in  quantity  for 
your  patients,  showing  them  how  to  prepare  these 
treats  as  well  as  main  dishes,  vegetables  and  salads 
with  poly-unsaturated  vegetable  oil.  Request 
quantity  needed  from  The  Wesson  People,  Dept.  N., 
210  Baronne  St.,  New  Orleans  12,  La, 


Wesson  satisfies  the  most  exacting  appetites.  To 

be  effective,  a diet  must  be  eaten  by  the  patient. 
The  majority  of  housewives  prefer  Wesson  par- 
ticularly by  the  criteria  of  odor,  flavor  (blandness) 
and  lightness  .of  color.  (Substantiated  by  sales 
leadership  for  59  years  and  reconfirmed  by  recent 
tests  against  the  next  leading  brand  with  brand 
identification  removed,  among  a national  proba- 
bility sample.) 


Wesson’s  Important  Constituents 

Wesson  is  100%  cottonseed  oil  . . . 
winterized  and  of  selected  quality 


Linoleic  acid  glycerides  (poly-unsaturated)  50-55% 

Oleic  acid  glycerides  (mono-unsoturated)  19-28% 

Total  unsaturated  75-80% 

Polmitic  and  stearic  glycerides  (saturated)  20-25% 

Phytosterol  (predominantly  beta  sitosterol)  0.4-0.7% 

Total  tocopherols  0.09-0.12% 

Never  hydrogenated— completely  salt  free 


Each  pint  of  Wesson  contains  437-524  Int. 
Units  of  Vitamin  E, 
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Carcinoma  of  the  fundus  uteri 

H.  D.  Palmer,  M.D.,  Moderator 
E.  W.  Koneman,  M.D.,  Resident  in  Pathology* 


From  a review  of  the  classical  literature,  one 
gains  the  impression  that  carcinoma  of  the  uterine 
cervix  occurs  about  eight  times  more  frequently 
than  its  fundic  counterpart.  More  recent  reviews 
of  the  subject  reveal  a change  in  this  ratio  to  as 
low  as  two  to  one  in  some  series,  Webb,  Margolis 
and  Traut’,  in  a study  at  the  University  of  Cali- 
fornia Hospital,  found  a change  from  six  to  one 
in  the  decade  between  1918  to  1927,  to  three  to  one 
in  a five-year  period  between  1948  and  1953.  From 
1955  to  1959,  144  hysterectomies  were  performed 
for  carcinoma  of  the  uterus  at  Presbyterian  Hos- 
pital. The  cervix  uteri  was  the  primary  site  in  102 
of  these  cases,  and  the  fundus  in  42  cases,  resulting 
in  a ratio  of  2.4  to  one.  Increasing  longevity  of  the 
population,  increasing  use  of  estrogenic  drugs  in 
the  postmenopausal  female,  and  better  care  of 
inflammatory  conditions  of  the  cervix  are  con- 
sidered prominent  factors  in  this  relative  increase 
in  the  incidence  of  carcinoma  of  the  fundus.  Paren- 
thetically, the  ratio  of  cervical  to  fundic  carcinoma 
in  hysterectomy  specimens  received  from  outlying 
hospitals  is  still  five  to  one.  The  reason  for  this 
discrepancy  has  not  as  yet  been  analyzed.  Fundic 
carcinoma  is  a disease  primarily  of  postmeno- 
pausal women  with  the  average  age  at  the  time 
of  diagnosis  in  the  mid  sixth  decade  and  occur- 
rence before  the  age  of  40  is  infrequent.  In  a recent 
review  of  cases  of  carcinoma  of  the  fundus  uteri 
admitted  to  Presbyterian  Hospital  between  1950 
and  1959,  DaFoe'  found  an  average  age  of  55.5 
years  at  the  time  of  diagnosis.  In  his  series,  30 
patients  were  under  50  years  of  age  (30  per  cent), 
and  only  three  (3  per  cent)  were  under  40  years. 
Because  of  the  increasing  importance  of  carcinoma 
of  the  fundus  uteri,  we  present  the  following  cases 
for  discussion: 


Case  1 

(Dr.  Richard  Harvey,  Resident  in  Obstetrics 
and  Gynecology):  A 53-year-old  white  female  was 
admitted  to  Presbyterian  Hospital  on  December 
27,  1959,  with  the  chief  complaint  of  vaginal  spot- 
ting of  one  week’s  duration.  A diagnostic  curettage 
for  excessive  vaginal  bleeding  eight  years  prior 
to  admission  revealed  endometrial  hyperplasia. 
Continued  postcurettage  bleeding  was  treated 
with  x-ray  and  artificial  menopause  was  inci- 
dentally induced  at  that  time.  Moderately  heavy 
doses  of  estrogen  have  been  given  since  meno- 
pause. Recurrent  cystitis  required  hospitalizations 
in  1954  and  early  in  1959,  but  otherwise  the  patient 
has  had  no  other  complaints.  Physical  examination 
and  routine  laboratory  tests  were  not  remarkable 
during  the  present  admission.  Despite  a negative 
Papanicolaou  smear  taken  six  weeks  prior  to  ad- 
mission, a diagnostic  curettage  was  done.  Histo- 
logical study  of  the  curettage  material  revealed 
low  grade  adenocarcinoma.  Superficial  invasion 
was  found  upon  examination  of  the  subsequent 
hysterectomy  specimen. 

Case  2 

(Dr.  Charles  DaFoe,  Resident  in  Obstetrics  and 
Gynecology):  A 50-year-old  white  female  was 
admitted  to  Presbyterian  Hospital  on  December  7, 
1959,  with  the  chief  complaint  of  vaginal  bleeding 
of  three  months’  duration.  Spontaneous  uncompli- 
cated menopause  occurred  18  months  prior  to  ad- 
mission. Mild  supra-pubic  pain,  15-pound  weight 
loss  over  the  past  six  months,  weakness  and  easy 
iatiguability  were  accompanying  complaints.  The 


♦Supported  by  grant  from  the  Frieda  L.  Maytag  Memorial 
Cancer  Fund,  Colorado  Division,  American  Cancer  Society. 


56 


Rocky  Mountain  Medical  Journal 


The  impression  that  TAO  is  an  unusually  active  antibiotic 
has  steadily  gained  recognition  by  impressive  clinical  per- 
formance. Now  come  reports  of  in  vivo  and  in  vitro  biological 
and  biochemical  evaluations  that  show  TAO  to  be  indeed 
unique.'* 

TAO  differs  from  other  antibiotics  in  that  it  is  metabolized  to 
multiple  active  compounds  which  remain  active  throughout 
their  presence  in  the  body.  These  7 derivatives  (in  addition 
to  TAO)  show  activity  against  common  Gram-positive  patho- 
gens, including  resistant  strains  of  Staph,  aureus. 

In  light  of  these  findings,  take  another  look  at  TAO  perform- 
ance: • 92%  success  in  published  cases  of  Gram-positjve 
respiratory,  skin,  soft  tissue  and  genitourinary  infection 

• Effective  against  78%  of  64  “antibiotic-resistant”  epi- 
demic staphylococci.  (In  the  same  study,  chloramphenicol 
was  active  against  52%;  erythromycin  against  only  25%)’ 

• No  side  effects  in  94%;  infrequent  reactions  mild  and 
easily  reversed  • Quickly  absorbed  • Highly  palatable. 

Sound  reasons  to:  Start  with  TAO  to  end  9 out  of  10  common 
Oram-positive  infections. 

Supplied:  TAO  Capsules— 250  mg.,  and  125  mg.,  bottles  of  60. 
TAO  for  Oral  Suspension— 125  mg.  per  tsp.  (5  cc.)  when  re- 
constituted; unusually  palatable  cherry  flavor;  60  cc.  bottle. 
Prescription  only. 

Other  TAO  forms  available:  TAO  Pediatric  Drops:  flavorful,  easy 
to  administer.  TAO®-AC:  TAO  analgesic,  antihistaminic  com- 
pound. TAOMIO®:  TAO  with  triple  sulfas.  Intramuscular  or  Intra- 
venous: in  clinical  emergencies.  Prescription  only. 
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Dr  Clark  speaking — are  you  sure  there  aren't 
anv  emergency  calls  for  me?" 


patient  appeared  pale  upon  physical  examination, 
and  a blood  count  revealed  a hemoglobin  of  11.45 
grams  and  a hematocrit  of  38  volumes  per  cent. 
Remaining  physical  examination  and  admission 
laboratory  tests  were  within  limits  of  normal.  A 
diagnostic  curettage  revealed  adenocarcinoma,  un- 
differentiated, about  Grade  3.  Eight  radioactive  co- 
balt 60  capsules  were  placed  in  the  uterine  cavity 
and  removed  after  48  hours.  Because  of  the  degree 
of  anaplasia  of  the  tumor,  immediate  hysterectomy 
after  removal  of  the  cobalt  was  advised,  instead 
of  waiting  the  conventional  six  weeks.  Examina- 
tion of  the  hysterectomy  specimen  revealed  inva- 
sion of  the  myometrium  up  to  0.6  cm.,  but  the 
serosa  was  not  involved.  Surgery  was  followed 
with  a course  of  radiation  therapy  to  the  pelvis. 

Moderator:  Before  we  discuss  the  above  two 
cases  specifically,  would  the  x-ray  department 
give  the  present  status  of  x-ray  therapy  of  carci- 
noma of  the  fundus  uteri? 

Dr.  R.  W.  Lackey:  Through  the  years,  radiation 
methods  have  changed.  Several  years  ago  here  at 
Presbyterian  Hospital,  preoperative  radiation  ther- 
apy in  cases  of  carcinoma  of  the  fundus  was  ad- 
ministered by  placing  radium  high  in  the  uterine 
fundus  in  the  form  of  tandems.  This  resulted  in 
the  administration  of  a relatively  high  dose  around 
the  tandem  and  low  dosage  in  other  areas  in  the 
uterus.  Cases  are  now  treated  by  using  radioactive 
cobalt  in  multiple  sources  after  the  methods  of 
Heyman.  The  cobalt  capsules  are  packed  through- 
out the  uterine  cavity  and  down  into  the  canal. 
In  a few  cases,  we  used  a combination  of  radium 
and  cobalt.  When  the  uterus  was  removed  after 
such  treatment,  we  found  fibrosis  in  the  body  of 
the  uterus  where  the  cobalt  was  placed.  In  the 


canal  close  to  the  radium  sources,  there  was 
necrotic  slough.  Cobalt  delivers  a homogenous 
dosage  of  radiation  in  the  million  voltage  range. 
The  radium  delivers  a mixture  of  energies  of  radi- 
ation and  it  is  the  low  energy  group  which  is 
present  adjacent  to  the  radium  source  which 
causes  the  necrosis.  Incidentally,  complications 
such  as  proctitis  or  cystitis  were  seen  frequently 
in  the  combination  method  of  treatment  and  thus 
it  has  been  discontinued. 

Dr.  K.  E.  Chapman  (Resident  in  Radiology): 
Statistics  as  compiled  by  Arneson^  on  the  treat- 
ment of  endometrial  carcinoma  show  that  surgical 
management  alone  results  in  a five-year  cure  rate 
of  60  to  65  per  cent.  Treatment  with  irradiation 
alone  results  in  a lower  percentage  of  good  results. 
In  patients  receiving  preoperative  radiation,  it  is 
found  that  if  the  tumor  is  recognized  histologically 
after  irradiation,  survival  rates  are  about  45  per 
cent,  but  if  no  tumor  is  seen,  survival  rates  are 
up  to  75  or  80  per  cent.  Thus  all  such  cases  would 
have  a five-year  survival  rate  of  71  per  cent. 

Freed  and  Pendergrass^  summarized  the  litera- 
ture and  found  that  the  incidence  of  histopatho- 
logical  presence  of  cancer  after  treatment  by  intra- 
uterine tandem  was  50  to  91  per  cent,  after  special 
applicators,  47  to  54  per  cent,  and  after  packing 
with  multiple  capsules,  25  per  cent.  Moreover,  with 
preoperative  radiation,  it  is  extremely  rare  to 
have  recurrence  in  the  vaginal  vault — an  event 
that  has  an  incidence  of  10  to  12  per  cent  in  non- 
irradiated  patients. 

Schmitz,  Smith  and  Fetherston’  reported  that 
preoperative  irradiation  in  their  series  destroyed 
endometrial  carcinoma  in  75  per  cent  of  the  cases 
and  that  they  had  an  over-all  five-year  survival 
rate  of  81.6  per  cent.  Of  the  patients  found  to  have 
no  residual  tumor  at  surgery,  they  could  salvage 
96  per  cent. 

Dr.  K.  C.  Sawyer:  I doubt  very  much  if  the 
early  literature  supports,  with  any  degree  of  ac- 
curacy, any  basis  for  the  belief  that  preoperative 
irradiation  is  an  essential  in  the  optimum  therapy 
of  cancer  of  the  body  of  the  uterus.  Javert*  reports 
an  80  per  cent  five-year  survival  when  the  disease 
apparently  was  limited  to  the  uterus,  or  an  over- 
all survival  of  65  per  cent  when  the  large  number 
of  advanced  cases  in  their  material  were  included. 
These  workers  also  have  offered  statistical  evi- 
dence that  preoperative  irradiation  does  not  reduce 
the  incidence  of  vaginal  metastases. 

McLennan’  reported  on  clinical  experiments 
with  endometrial  cancer  using  various  therapeutic 
combinations.  Guided  by  the  results  of  this  study, 
all  preoperative  radiation  has  been  abandoned  and 
extension  of  the  operability  rate  to  more  than  90 
per  cent  has  been  effected  and  this  has  been 
attended  by  increasing  rate  of  survival.  In  a more 
recent  paper,  McLennan*  has  reported  nearly  84 
per  cent  five-year  survival  of  105  patients  who  had 
received  no  preoperative  radiation  therapy. 

In  my  own  experience,  I have  had  23  cases  of 
carcinoma  of  the  body  of  the  uterus  since  the  war. 
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Squibb  Announces 

Chemipen 

Squibb  Alpha-Phenoxyethyl  Penicillin  Potassium 

new  chemically  improved  penicillin 
which  provides  the  highest  blood 
levels  that  are  obtainable  with  oral 
penicillin  therapy 


As  a pioneer  and  leader  in  penicillin  therapy 
for  more  than  a decade,  Squibb  is  pleased 
to  make  Chemipen,  a new  . chemically  im- 
proved oral  penicillin,  available  for  clinical  use. 

With  Chemipen  it  becomes  possible  as  well  as  . 
convenient  for  the  physician  to  achieve  and  main-^S|j 


And  the  economy  for  your  patients  will  he  of 
particular  interest — Chemipen  costs  no  more 
than  comparable  penicillin  V preparations. 

Dosage:  Doses  of  125  mg.  (200,000  u.)  or 
250  mg.  ( 400,000  u. ) , t.i.d.,  depending  on  the 
severity  of  the  infection.  The  usual  precautions 

tain  higher  hlood  levels — with  greater  speed — than 

must  he  carefully  observed  with  Chemipen,  as  with 


those  produced  with  comparable  therapeutic  doses  of 
potassium  penicillin  V.  In  fact,  Chemipen  is  shown  to 
have  a 2:1  superiority  in  producing  peak  blood  levels 
over  potassium  penicillin  V.* 

Extreme  solubility  may  contribute  to  the  higher  blood 
levels  that  are  so  notable  with  Chemipen.*  Equally  nota- 
ble is  the  remarkable  resistance  to  acid  decomposition 
(Chemipen  is  stable  at  37°C.  at  pH  2 to  pH  3),  which 
in  turn  makes  possible  the  convenience  of  oral  treatment. 


all  penicillins.  Detailed  information  is  available  on 
request  from  the  Professional  Service  Department. 

Supply:  Chemipen  Tablets  of  125  mg.  (200,000  u.)  and 
250  mg.  (400,000  u.),  bottles  of  24  table^.  Chemipen 
Syrup  (cherry-mint  flavored,  nonalco- 
holic ) , 125  mg.  per  5 cc.,  60  cc.  bottles. 

*Knudsen,  E.  T,  and  Rolinson,  G.  N.: 
Lancet2:1105(Dec.l9)1959. 
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Of  these,  only  one  has  expired  and  this  was  a case 
that  had  a free  perforation  of  the  uterus.  I believe 
that  no  one  can  show  that  survival  rates  are  sig- 
nificantly increased  when  radium  is  used.  There 
is  no  other  organ  in  the  body  which  is  subjected 
routinely  to  radiation  prior  to  operation.  As  Mc- 
Lennan says,  “preliminary  irradiation  is  economi- 
cally wasteful  in  terms  of  the  patient’s  money,  the 
physician’s  time,  and  occupancy  of  hospital  beds. 
It  entails  at  least  minor  medical  hazards  in  the 
form  of  perforated  uteri  and  irradiation  damage 
to  the  intestinal  segment.  It  provokes  unmeasured 
psychic  trauma  inherent  to  the  waiting  period  be- 
tween irradiation  and  ultimate  operation.” 

Dr.  R.  W.  Lackey:  Statistics  are  frequently 
developed  from  selected  cases  and  any  relatively 
small  series  can  be  made  to  tell  whatever  story 
the  author  wishes.  A few  years  ago  a group  in 
Europe  surveyed  many  of  the  large  clinics  through- 
out the  world.  In  considering  several  thousands  of 
unselected  cases  of  carcinoma  of  the  fundus,  they 
concluded:  Those  patients  treated  by  radiation 
only  had  a 45  per  cent  five  to  ten-year  survival. 
Those  treated  with  surgery  only  had  from  60  to 
75  per  cent  five  to  ten-year  survivals.  Those  that 
had  preoperative  radiation  after  the  method  we 
have  been  discussing  this  morning  showed  an  in- 
crease in  survival  rate  from  3 to  12  per  cent, 
depending  on  the  clinic. 

Dr.  N.  Mumey:  I have  a few  patients  who  have 
received  radiation  therapy  who  show  stenotic  va- 
ginas. Is  it  necessary  to  obliterate  the  vagina? 

Dr.  Lackey:  When  cobalt  needles  are  implanted 
into  tissues  one  sees  erythema,  but  in  the  usual 
dosage  range  slough  and  necrosis  are  not  observed 
as  they  are  in  radium  treatment.  Adhesions  can 
form  after  radiation  therapy  unless  dilatation  is 
carried  out.  Some  of  the  vaginal  shortening  is 
probably  due  to  surgery. 

Moderator:  Dr.  Coppinger,  would  you  discuss 
the  surgery  of  the  first  case? 

Dr.  W.  R.  Coppinger:  This  case  has  some  inter- 
esting points.  The  patient  had  menorrhagia  eight 
years  ago  and  a curettage  showed  endometrial 
hyperplasia.  Subsequent  uterine  bleeding  was 
stopped  with  x-ray  therapy;  however,  severe  meno- 
pausal symptoms  developed  and  estrogen  in  mod- 
erately high  doses  had  to  be  given.  Recurrent 
cystitis  was  also  a major  problem.  It  is  my  belief 
that  x-ray  therapy  should  be  used  only  for  neo- 
plastic conditions  in  the  uterus.  In  this  case,  there 
was  only  superficial  invasion  of  the  myometrium 
and  we  believe  that  the  prognosis  is  good.  I would 
like  to  ask  if  either  the  radiation  therapy  or  the 
estrogen  therapy  were  factors  in  the  development 
of  the  carcinoma. 

Dr.  W.  W.  Tucker:  I would  like  to  comment 
on  the  estrogen  question.  The  literature  generally 
states  that  there  is  little  danger  of  inducing  endo- 
metrial malignancy  from  giving  estrogen.  Three 
per  cent  of  the  101  carcinoma  cases  reviewed  at 
Presbyterian  Hospital  by  Dr.  DaFoe  received  estro- 
gen. Personally,  I know  of  five  patients  who  re- 


ceived large  doses  of  estrogen  and  then  developed 
carcinoma  of  the  fundus.  Hertig  and  others  have 
revealed  a high  incidence  of  previous  endometrial 
hyperplasia  in  patients  with  fundal  carcinoma, 
and  hyperplasia  has  been  associated  with  con- 
tinued administration  of  estrogens.  Dr.  Ronald 
Greene  of  Chicago  is  following  a series  of  patients 
with  endometrial  hyperplasia  to  see  how  many 
develop  carcinoma. 

Dr.  Sawyer:  I concur  with  Dr.  Tucker  and 
statistics  seem  to  show  that  the  instance  of  car- 
cinoma of  the  body  of  the  uterus  is  in  direct 
proportion  to  the  estrogen  production  by  the  indi- 
vidual patient  and  is  said  to  occur  more  often-  in 
individuals  who  have  delayed  menopause.  I should 
also  like  to  know  how  many  of  the  patients  with 
fundic  carcinoma  in  the  Presbyterian  Hospital 
series  had  an  accompanying  thecoma  or  granulosa 
cell  tumor  of  the  ovary. 

Moderator:  Statistics  given  me  by  Dr.  DaFoe 
reveal  that  about  2 per  cent  of  the  cases  in  his 
Presbyterian  Hospital  series  of  fundic  carcinomas 
had  an  associated  estrogen  producing  lesion  in 
the  ovary  (gradulosa  cell  tumors).  It  must  also  be 
remembered  that  patients  who  are  past  menopause 
and  have  atrophic  ovaries  or  even  some  patients 
who  have  been  oophorectomized  may  still  excrete 
estrogen  in  the  urine.  In  the  latter  situation  the 
adrenal  glands  are  probably  the  source  of  the 
hormone.  Such  patients  often  present  with  hyper- 
plasia of  the  endometrium,  either  typical  or  atypi- 
cal. Genuine  hyperplasia  of  the  endometrium  oc- 
curring either  pre-  or  postmenopausally  is  an 
expression  of  hyperestrinism. 

Dr.  Earhart,  what  were  the  problems  confront- 
ing you  in  the  second  case? 

Dr.  H.  T.  Earhart:  In  contrast  to  the  first  case, 
this  patient  had  received  no  estrogen  therapy. 
The  preoperative  symptom  of  concern  was  a san- 
guinous  vaginal  discharge  and  despite  a negative 
Papanicolaou  smear  six  weeks  prior  to  admission, 
I decided  to  do  a diagnostic  curettage.  When  the 
diagnosis  of  undifferentiated  carcinoma  was  made, 
cobalt  was  inserted.  It  is  usual  to  wait  six  to  eight 
weeks  after  cobalt  therapy  to  do  a hysterectomy; 
however,  members  of  both  the  pathology  and 
radiology  departments  advised  that  hysterectomy 
be  done  immediately  due  to  the  de-differentiation 
of  the  tumor.  My  question  is,  why  do  we  ever  wait 
six  weeks?  Irradiation  kills  cancer  cells  only  as 
long  as  it  is  in  contact  with  them  and  will  have  no 
effect  after  it  is  removed,  so  I feel  that  nothing 
is  to  be  gained  by  waiting.  Once  in  a while  a 
patient  will  refuse  surgery  because  there  have 
been  no  symptoms  during  the  six  to  eight-week 
waiting  period. 

Dr.  Lackey:  Many  people  do  not  agree  with 
the  six  weeks’  wait  following  radiation.  Other 
therapists  insist  upon  it.  The  advantage  of  waiting 
for  six  weeks  to  do  surgery  are  several.  In  the 
first  place,  the  large  turrior  filled  uterus  becomes 
small  and  fibrotic.  This  makes  surgery  easier. 
Also,  infection  and  inflammatory  processes  are 
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cleared  up  and  there  is  less  surgical  morbidity. 
We  also  feel  that  there  is  a better  prognosis  if  you 
wait  six  weeks  since  the  epithelial  tumor  cells 
have,  for  the  most  part,  been  rendered  incapable 
of  mitosis  and  spread.  These  tumor  cells,  if  any, 
which  remain  at  the  end  of  this  period  will  be 
encapsulated  in  the  fibrous  tissue  and  there  is  less 
chance  of  dissemination  of  these  as  well. 

Dr.  Tucker:  Several  clinics  strongly  advise 
either  performing  a hysterectomy  within  two  or 
three  days  of  intra-uterine  intervention  such  as 
D & C with  or  without  implantation  of  radium 
or  cobalt,  or  to  wait  for  one  month.  This  has  been 
advised  because  increased  postoperative  sepsis  has 
been  observed  when  hysterectomy  is  performed 
between  these  dates. 

Moderator:  I would  like  to  comment  on  the 
negative  Pap  smears  in  these  two  cases.  In  squa- 
mous cell  carcinoma  of  the  cervix  one  expects 
a very  high  detection  rate  with  the  Pap  smear 
technic — well  above  90  per  cent.  In  fundic  car- 
cinoma the  Pap  smear  is  nearer  60  per  cent  at  best. 
This  is  because  one  has  to  depend  upon  finding 
the  malignant  cells  in  the  vaginal  pool  rather  than 
taking  them  directly  from  the  lesion  as  one  does 
in  cervical  carcinoma.  If  the  vaginal  pool  smear 
is  omitted — as  it  frequently  is — then  the  detection 
rate  will  fall  to  nil.  Best  results  are  obtained  when 
endometrial  washings  are  examined  where  the 
detection  rate  also  is  over  90  per  cent. 

While  speaking  about  Pap  smears,  I would  like 
to  mention  the  availability  of  dacron  cotton,  a 
nonabsorbent  material  for  swabs  with  which  to 
take  smears.  Its  use  results  in  more  cells  on  the 
slide  and  less  thrown  away  with  the  swab. 

I would  also  like  to  make  a side  remark  in 
relation  to  Pap  smears  in  carcinoma  of  the  cervix. 
The  presence  of  endocervical  glandular  cells  in 
cervical  smears  is  a proven  index  of  “good”  smears 
from  the  standpoint  of  detection  rate.  It  has  been 
suggested  that  if  the  swab  is  turned  in  the  cervical 
canal  and  then  rotated  in  the  opposite  direction 
on  the  slide  to  unroll  the  mucin  these  cells  are 
apt  to  be  present.  The  squamo-columnar  junction 
must  also  be  covered.  Finally,  every  cytologist  is 
constantly  pleading  for  prompt  fixation  of  smears, 
because  they  are  almost  worthless  when  not  fixed 
immediately  while  still  wet. 

Are  there  any  more  questions? 

Dr.  C.  A.  Hager:  For  a while  the  x-ray  depart- 
ment was  inserting  radium  at  the  time  of  curettage 
in  any  case  of  postmenopausal  bleeding,  removing 
it  the  next  day  if  the  pathology  report  was  nega- 
tive. Is  this  a safe  procedure? 

Dr.  Lackey:  Although  in  general  we  do  not 
recommend  radiation  for  benign  conditions,  this 
procedure  should  not  be  criticised.  Should  the 
case  prove  to  be  malignant,  it  saves  the  patient 
one  anesthesia  and  one  surgical  procedure.  We 
have  followed  many  patients  with  carcinoma  of 
the  cervix  treated  by  heavy  irradiation  alone. 
These  cases  do  not  have  a hysterectomy  and  cer- 
tainly we  do  not  see  a high  incidence  of  carcinoma 


of  the  fundus  in  these  patients.  I believe  this  also 
answers  Dr.  Coppinger’s  earlier  question  concern- 
ing the  effect  previous  radiation  therapy  might 
have  had  in  producing  the  fundic  carcinoma  in  the 
first  case.  However,  we  insist  that  all  of  these 
patients  do  not  receive  estrogen  therapy,  and  it 
is  my  feeling  that  estrogen  can  be  the  carcinogenic 
agent  in  the  cases  under  discussion  rather  than 
the  low  dose  of  radiation  that  we  are  talking  about. 
Radiation  is  always  a destructive  agent  and  is  not 
a stimulating  agent. 

Dr.  Mumey:  I would  like  to  ask  a practical 
question.  What  should  be  done  in  the  case  of  a 
postmenopausal  patient  with  a negative  Pap  smear 
who  continues  to  bleed  after  a negative  curettage? 

Dr.  Tucker:  There  is  no  hard  and  fast  rule 
how  many  times  a D & C should  be  done  in  these 
patients.  There  is  always  a danger  that  a patient 
may  be  bleeding  from  a carcinoma  of  the  Fallopian 
tube  or  from  an  estrogen  producing  carcinoma  of 
the  ovary.  Perhaps  a D & C should  be  done  two 
times  before  surgery.  The  second  D & C could 
be  performed  just  prior  to  the  contemplated  hys- 
terectomy, to  re-establish  the  absence  of  obvious 
carcinoma  of  the  fundus,  and  if  the  curettings  are 
not  suggestive  by  gross  inspection,  a hysterectomy 
could  be  performed  under  the  same  anesthestic. 
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The  next  scheduled  examinations  (Part  II), 
oral  and  clinical,  for  all  candidates  will  be  con- 
ducted at  the  Sdgewater  Beach  Hotel,  Chicago, 
Illinois,  by  the  entire  Board  from  April  11  through 
16,  1960.  Formal  notice  of  the  exact  time  of  each 
candidate’s  examination  will  be  sent  him  in  ad- 
vance of  the  examination  dates. 

Candidates  who  participated  in  the  Part  I 
examinations  will  be  notified  of  their  eligibility 
for  the  Part  II  examinations  as  soon  as  possible. 

The  deadline  date  for  the  receipt  of  new  and 
reopened  applications  for  the  1961  examinations 
is  August  1,  1960.  Candidates  are  urged  to  submit 
their  applications  as  soon  as  possible  before  that 
time. 
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GREATLY  HEIGHTENED  REACTIVITY 

to  acid  characterizes  the  action  of  New  Creamalin  Ant- 
acid Tablets.'  * They  act  faster  and  longer  than  other 
leading  tablets  and  neutralize  considerably  more  acid.' 
These  tablets  provide  virtually  the  same  effects  as  a 
liquid®  with  the  convenience  of  a tablet.  New  Creamalin 
tablets  give  faster,  greater  and  more  prolonged  relief. 


NOT  CONSTIPATING,  New  Creamalin  Antacid 
Tablets  will  not  produce  “acid  rebound”  or  alkalosis. 
They  have  a pleasant  taste. 


EACH  NEW  CREAMALIN  ANTACID 

TABLET  contains  320  mg.  of  specially  processed, 
highly  reactive,  short  polymer  dried  aluminum  hydrox- 
ide gel  (stabilized  with  hexitol),  with  75  mg.  of  mag- 
nesium hydroxide. 

Adult  dosage:  Gastric  hyperacidity— 2 to  4 tablets  as  neces- 
sary. Peptic  ulcer  or  gastritis— 2 to  4 tablets  every  two  to 
four  hours.  Tablets  may  be  chewed,  swallowed  whole  with 
water  or  milk,  or  allowed  to  dissolve  in  the  mouth. 

How  Supplied:  Bottles  of  50, 100,  200  and  1000. 


Creamalin,  trademark  reg.  U.  S.  Pat.  Off. 
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and  Tainter,  M.  L.:  J.  Am.  Pharm.  A.  (Scient. 
Ed.)  48:384,  July,  1959. 
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Rapid  peak  attainment  — • for  early  control  ~ 
KYNEX®  Sulfamethoxypyridazine  reach^  peak 
plasma  levels  in  1 to  2 hours'  " ...  or  approximately 
one-half  the  time  of  other  once-a-day  sulfas.^  Unin- 
terrupted control  is  then  sustained  over  24  hours  with 
the  single  daily  dose  . . . through  slow  excretion  with- 
out renal  alteration. 

High  free  levels  — for  dependable  control  — 
More  efficient  absorption  delivers  a Mgher  percentage 
of  sulfamethoxypyridazine  — averaging  20  per  cent 
greater  at  respective  peaks  than  glucuronide-conver- 
sion  sulfas.'^  Of  the  total  circulating  levels,  95  per  cent 
remains  in  the  fully  active,  unconjugated  form  even 
after  24  hours.'' 


Extremely  low  toxicity'*  . . . only  2.7  per  cent 
incidence  in  recommended  dosage  -■  Typical  of 
KYNEX  relative  safety,  toxicity  studies®  in  223 
patients  showed  TOTAL  side  effects  {both  subjective 
and  objective)  in  only  six  cases,  all  temporary  and 
rapidly  reversed.  Another  evaluation'*  in  110  patients 
confirmed  the  near-absence  of  reactions  when  given 
at  the  recommended  dosage.  High  solubility  of  both 
free  and  conjugated  product®  obviates  renal  compli- 
cations. No  crystalluria  has  been  reported. 

Successful  against  these  organisms:  strepto- 
cocci, staphylococci,  E.  coli,  A.  aerogenes,  paracolon 
bacillus,  Gram-negative  rods,  pneumococci,  diphthe- 
roids, Gram-positive  cocci  and  others. 
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1958-1959,  New  York,  Medical  Encyclopedia,  Inc.,  1959,  p.  48.  3.  Sheth,  U.  K.;  Kulkarni,  B.  S.,  and  Kamath,  P.  G.:  Antibiotic  Med'.  & Clin. 
Ther.  5:604  (Oct.)  1958.  4.  Vinnicombe,  J.;  Ibid.  5:474  (July)  1958.  5.  Anderson,  P.  C.,  and  Wissinger,  H.  A.:  U.  S.  Armed  Forces  M.  X 10:1051 
{Sept.)  1959.  6.  Roepke,  R.  R.;  Maren,  T.  H.,  and  Mayer,  E.:  Anji.  New  York  Acad.  S^,  60:457  (Oct.)  1957. 


KYNEX 


IS  your 


once-a-day  sulfa , . . 


NOTE;  Investigators  note  a tendency  of  some  patients  to 
misinterpret  dosage  instructions  and  take  KYNEX  on  the 
familiar  q.i.d.  schedule.  Since  one  KYNEX  tablet  is  equiva- 
lent to  eight  to  twelve  tablets  of  other  sulfas,  even  mod- 
erate overdosage  may  produce  side  effects.  Thus,  the 
single  dose  schedule  must  be  stressed  to  the  patient. 

KYNEX  Tablets,  0.5  Gm.,  bottles  of  24  and  100.  Dosage; 
Adults,  0.5  Gm.  (1  tablet)  daily,  following  an  initial  first 
day  dose  of  1 Gm.  (2  tablets). 

KYNEX  Acetyl  Pediatric  Suspension,  cherry-flavored,  250 
mg.  sulfamethoxypyridazine  activity  per  teaspoonful  (5  cc.). 
Bottles  of  4 and  16  fl.  oz.  Recommended  Dosage:  Children 
under  80  lbs.:  1 teaspoonful  (250  mg.)  for  each  20  lb.  body 
weight,  the  first  day,  and  Vz  teaspoonful  per  20  lb.  per  day 
thereafter.  For  children  80  lbs.  and  over:  4 teaspoonfuls 
(1.0  Gm.)  initially  and  2 teaspoonfuls  daily  thereafter.  Give 
immediately  after  a meal. 


Sulfamethoxypyridazine  Lederle 


NEW— for  acute  G.U.  infection  AZO-KYNEX®-  Phenylazodiaminopyridine  HCI  — Sulfa- 
methoxypyridazine Tablets,  contains  125  mg.  KYNEX  in  the  shell  with  150  mg. 
phenylazodiaminopyridine  HCI  in  the  core.  Dosage:  2 tablets  q.i.d.  the  first  day; 
1 tablet  q.i.d.  thereafter. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Modernize  without  capitai  outiay 
on  the  G-E  Maxiservice*  x-ray  rentai  pian 


Think  of  renting  x-ray  equipment  as 
conveniently  as  you  subscribe  for 
telephone  service!  Exclusive  Maxi- 
service rental  plan  offers  all  new-model 
G-E  x-ray  emits  . . . takes  no  capital 
from  your  savings.  Makes  it  worry- 
free  to  “go  modern”  in  x-ray  and 
always  stay  that  way.  For  complete 
details,  contact  your  G-E  x-ray  rep- 
resentative, listed  below. 


All  this  for  one  monthly  fee  — 

• Modern  x-ray  equipment,  free  of 
obsolescence  worries 

• Comprehensive  coverage:  periodic 
inspection,  maintenance,  tubes,  parts, 
emergency  repairs 

• Freedom  to  add  or  replace  equipment 
as  improvements  appear 

• Full  property  insurance  on  equipment  — 
in  case  of  accidental  damage  or  loss,  G.E. 
repairs  or  replaces  equipment 

• Local  property  taxes  paid  in  full 
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DIRECT  FACTORY  BRANCHES 
BUTTE 

103  N.  Wyoming  St.  • Phone  2-5871 


RESIDENT  REPRESENTATIVES 
ALBUQUERQUE 

C.  C.  CARTER,  708  California  St.,  S.E.  • Phone  3-3585 


DALLAS 

1616  Oak  Lawn  Avenue 
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DENVER 

3031  E.  40th  Ave.  • DUdley  8-4088 
SALT  LAKE  CITY 
215  S.  4th,  E.  • EMpire  3-2701 


COLORADO  SPRINGS 
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nervous 

patient 


relief  comes  fast  and  comfortably 

—does  not  produce  autonomic  side  reactions 
-does  not  impair  mental  efficiency,  motor 
control,  or  normal  behavior. 


♦trade-mark 


Usual  Dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar- 
coated  tablets  or  as  Meprotabs*~-400  mg. 
unmarked,  coated  tablets. 

Miltown’ 

meprobamate  (Wallace) 

WALLACE  LABORATORIES  / New  Brunswick,  N.  J. 


k. 


CM-ina 


New... conservative  treatment 
for  muscle  and  joint  disease 


■ potent . . . fast  relief  in  acute  conditions 

■ safe . . . even  for  prolonged  use  in  chronic  cases 


low  back 
pain 

bursitis 

strains 
and  sprains 

traumatic 

conditions 

arthritis 


myalgias 


SOMA  RELIEVES  PAIN  in  a unique  way  by  modifying  central  perception  of  pain 
without  abolishing  natural  defense  reflexes. 

SOMA  RELAXES  MUSCLE  SPASM  . . . approximately  8 times  more  potent  than 
meprobamate  or  mephenesin. 


PHYSICIANS’ 

REPORTS:  "Marked  pain-relieving  effects  of  the  new  drug  [Soma]  were  seen  in  con- 

ditions involving  muscle  spasm  and  stiffness,  whether  acute  or  chronic. 
Relief  from  pain  was  usually  rapid  and  sometimes  dramatic.”  (90  patients.) 

Kuge,  T.:  Submitted  for  publication. 

"In  86  percent  of  the  patients  there  were  excellent  or  good  results.  . . . 
Relief  of  pain  was  noted  by  the  patients’  statements,  by  the  diminished 
need  for  analgesic  drugs,  and  hy  improved  sleep.”  (154  patients.) 

Wein,  A.  B.;  The  Use  of  Carisoprodol  in  Orthopedic  Surgery  and  Rehabilitation.  Proceed- 
ings of  the  Symposium  on  The  Pharmacology  and  Clinical  Usefulness  of  Carisoprodol. 
Wayne  State  University  Press,  Detroit,  1959,  p.  156. 

In  a double-blind  study.  Soma  was  reported  to  be  "clinically  effective  to 
a highly  significant  degree.”  (92  patients.) 

Cooper,  C.  D.,  and  Epstein,  J.  H.:  The  Clinical  Evaluation  of  Carisoprodol  by  a double- 
blind  technique.  Ibid.  p.  97. 


Notable  safety — extremely  low  toxicity;  no  known  contraindications;  side  effects 
are  rare;  drowsiness  may  occur,  usually  at  higher  dosage 

Rapid  action — starts  to  act  quickly 

Sustained  effect — relief  lasts  up  to  6 hours 


Supplied — as  white,  coated,  350  mg.  tablets,  bottles  of  50. 

Also  available  for  pediatric  use:  250  mg.  orange  capsules,  bottles  of  50. 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  AM. A. 

Congress  appears  headed  for  a showdown  this 
session  on  legislation  for  the  federal  government 
to  provide  medical  care  for  aged  persons. 

The  medical  profession  and  allied  groups 
stepped  up  their  activities  in  opposition  to  such 
legislation  as  indications  mounted  that  the  issue 
was  approaching  a crucial  stage.  Several  state 
medical  societies  planned  to  send  delegations  to 
Washington  to  personally  express  their  opposition 
to  their  Congressmen. 

Pressure  behind  such  legislation  began  to  build 
up  early  in  February. 

The  Eisenhower  Administration  announced  it 
was  working  on  three  possible  programs  for  pro- 
viding health  care  for  aged  persons  in  cases  of 
catastrophic — lengthy  and  costly — illness. 

Without  amplification,  President  Eisenhower 
told  a news  conference  that  there  was  under  con- 
sideration “a  possible  change”  in  the  Social  Se- 


curity Act  “to  run  up  the  taxes  by  a quarter  of  a 
per  cent  ...  to  make  greater  provision  for  the 
care  of  the  aged.”  The  President’s  statement  that 
“there  has  been  no  conclusion  reached  in  the 
administration”  was  backed  up  by  Arthur  S. 
Flemming,  Secretary  of  Health,  Education  and 
Welfare,  in  a clarifying  announcement. 

Flemming  said  his  department  was  working  on 
two  other  approaches  to  what  he  called  a serious 
problem  in  addition  to  the  possible  revision  of  the 
Social  Security  law  mentioned  by  Mr.  Eisenhower. 
The  HEW  Secretary  said  consideration  also  was 
being  given  to:  (1)  stepped-up  federal  assistance 
under  the  federal-state  public  assistance  program, 
and  (2)  the  federal  government  supplementing 
voluntary  insurance  programs. 

Flemming  again  expressed  opposition  to  the 
Forand  bill  which  would  increase  Social  Security 
taxes  by  one-quarter  of  one  per  cent  each  on 
employers  and  employes  to  provide  hospitalization, 
surgical  benefits  and  nursing  home  care  for  Social 
Security  beneficiaries.  The  Secretary  said  he 
wanted  to  “underline  that  the  position  of  the 
administration  is  opposition  to  the  Forand  bill.” 

Flemming  said  he  hoped  to  have  an  administra- 
tion bill  ready  to  submit  in  early  April  to  the 
House  Ways  and  Means  Committee  where  the 
Forand  bill  is  pending.  The  committee  is  sched- 
uled to  take  up  in  late  March  or  early  April  pro- 
posed changes  to  the  Social  Security  Act. 


When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 
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Proponents  of  the  Forand  bill — which  is  vigor- 
ously opposed  by  the  American  Medical  Associa- 
tion and  allied  groups — were  pointing  their  cam- 
paign toward  securing  the  House  committee’s 
approval  of  the  legislation  at  that  time. 

The  AFL-CIO,  a main  supporter  of  the  Forand 
bill,  urged  labor  union  members  to  write  to  Con- 
gressmen on  the  committee  urging  them  to  vote 
for  it.  The  AFL-CIO  also  distributed  a pamphlet 
quoting  a handful  of  physicians  as  supporting  the 
legislation.  But  the  labor  organization  didn’t  men- 
tion that  the  overwhelming  majority  of  doctors 
oppose  it. 

The  Senate  Subcommittee  on  Problems  of  the 
Aged  and  Aging,  headed  by  Sen.  Pat  McNamara 
(D.,  Mich.),  issued  on  behalf  of  its  Democratic 
majority  a report  stating  that  use  of  the  Social 
Security  program  “is  the  most  efficient  procedure 
for  providing”  health  care  for  older  persons. 

The  A.M.A.  and  the  subcommittee’s  Republican 
minority  promptly  disputed  this  conclusion.  An 
A.M.A.  statement  issued  in  Chicago  said: 

“The  American  Medical  Association  today 
sharply  disagreed  with  the  recommendation  of  the 
McNamara  subcommittee  regarding  government 
medicine  for  Social  Security  beneficiaries. 

“Dr.  Louis  M.  Orr,  Orlando,  Florida,  President 
of  the  A.M.A.,  said: 

“ ‘This  is  a politically  inspired  committee. 
Senator  McNamara,  Democrat  from  Michigan,  has 


long  supported  political  medicine.  The  fact  is  that 
at  the  seven  subcommittee  hearings  held  through- 
out the  United  States,  observers  heard  little  sup- 
port expressed  by  the  older  citizens  who  attended 
the  hearings  for  government  medicine  financed  by 
additional  taxes  and  administered  through  Social 
Security.’  ” 

The  Republican  minority  stated  that  testimony 
before  the  subcommittee  “proves  that  it  is  possible 
for  elderly  people  to  secure  private  insurance  to 
provide  hospitalization  and  surgical  benefits  with- 
out any  intervention  by  public  authorities.” 

Sen.  John  F.  Kennedy  (D.,  Mass.),  a leading 
contender  for  the  Democratic  nomination  for 
President,  introduced  legislation  similar  to  the 
controversial  Forand  bill  but  broader  in  scope. 
The  Kennedy  bill  would  eliminate  surgical  bene- 
fits but  would  add  diagnostic  outpatient  and  home 
nursing  services. 


Nuclear  Medicine  meeting 

The  Southwestern  Society  for  Nuclear  Medi- 
cine will  meet  March  26  and  27,  1960,  at  the 
Menger  Hotel  in  San  Antonio,  Texas. 

For  program  information,  write  Dr.  N.  T. 
Werthessen,  Program  Chairman,  Southwest  Foun- 
dation for  Research  and  Education,  Rural  Route  4, 
Box  86,  San  Antonio  7,  Texas. 
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Our  Prescription 
for  a Happy 

QqDdQe] 


You’ll  find  Reno  to  be  a 
real  tonic  when  you  stay  at 
Newt  Crumley’s  Holiday  Hotel, 

Reno’s  newest  and  finest.  The  Holiday 
offers  beautiful  sundeck  rooms  at  modest 
prices . . . superb  dining . . . extiting,  nationally 
known  entertainers... the  unique  Comstock 
Lounge... and  a seven-month  pheasant 
season — no  license,  no  limit — on  a 
1,000  acre  private  preserve. 

Enjoy  Reno  as  you  never  have 
before ...  at  the  Holiday 
Gateway  to  the  1960 
Winter  Olympics. 


J^ewt  Crumley’s 


in  T>owHtowH  Keno 
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Summer  clinics  at  Granby,  Colorado 

The  Twelfth  Annual  Summer  Clinics  of  the 
Denver  Children’s  Hospital  will  be  held  June  15, 
16,  17  and  18,  1960,  in  the  Granby  Recreational 
Area  as  a part  of  Children’s  Hospital  50th  Anni- 
versary Celebration.  There  will  be  four  half-day 
sessions  allowing  registrants  to  enjoy  the  recrea- 
tional facilities  with  their  families  in  the  after- 
noons. 

Guest  speakers  this  year  are  Dr.  James  B. 
Arey,  pathologist,  St.  Christopher’s  Hospital  for 
Sick  Children,  Philadelphia;  Dr.  John  Caffey,  ra- 
diologist, Babies  Hospital,  New  York  City;  Dr. 

H.  William  Clatworthy,  Surgeon  in  Chief,  Chil- 
dren’s Hospital,  Columbus,  and  Dr.  Harry  H. 
Gordon,  Department  of  Pediatrics,  Sinai  Hospital 
of  Baltimore. 

For  further  infoimation  write  “Pediatric 
Round  Up,”  Denver  Children’s  Hospital. 

Obituaries 

Springfield  loses  one  of  its  oldest 

David  Doom  Hamilton,  M.D.,  of  Springfield, 
Colorado,  died  on  December  8,  1959.  Dr.  Hamilton 
was  born  in  Jasper,  Texas,  on  January  30,  1875, 
and  graduated  from  the  University  of  Texas  School 
of  Medicine  in  1896. 

Engaging  in  active  general  practice  at  Howard, 
Colorado,  in  1902,  he  became  a member  of  the 
Fremont  County  Medical  Society  in  1903  and  prac- 
ticed in  Colorado  until  1918  when  he  left  for 
Raton,  New  Mexico.  He  practiced  there  from  1918 
to  1924  and  also  practiced  in  Texas. 

In  1954,  Dr.  Hamilton  was  elected  to  life  emeri- 
tus membership  in  the  Colorado  State  Medical 
Society.  One  son,  Lesfer  L.  Hamilton,  is  practicing 
medicine  in  Springfield,  Colorado. 

Former  deputy  manager  of  health  dies 

Theodore  J.  Williams,  M.D.,  died  on  February 

I,  1960,  in  Bloomington,  Indiana.  “Ted”  Williams 
was  born  in  Cheyenne  Wells,  Colorado,  on  De- 
cember 9,  1902,  and  was  a graduate  of  the  Uni- 
versity of  Colorado  Medical  School.  He  was  li- 
censed to  practice  in  Colorado  on  June  11,  1934, 
and  interned  at  Denver  General  Hospital  from 
January  1935  until  July  1936.  From  1936  to  1941, 
he  was  Deputy  Manager  of  Health  and  Ch^ity 
in  Denver.  Since  June  of  1959,  he  was  a physician 
in  the  Indiana  University  Student  Health  Service 
in  Bloomington. 

Dr.  Williams  was  a member  of  the  Masonic 
bodies,  Acacia  social  fraternity  and  Alpha  Omega 
Alpha  Medical  Society.  In  addition  to  being  a 


member  of  the  Denver  County  Medical  Society, 
Dr.  Williams  was  a member  of  the  Moore  County 
Chapter  of  the  Indiana  State  Medical  Association, 
the  Indiana  Society,  and  the  American  Association 
of  Industrial  Physicians. 

Surviving  are  his  wife,  a daughter  and  son. 


Local  pathologist  to  speak 

Richard  A.  Call,  M.D.,  pathologist  of  the  Utah 
Valley  LDS  Hospital,  has  been  invited  to  present 
a paper  on  “Industrial  Poisons”  at  the  quadrennial 
convention  of  the  Pan-American  Medical  Associa- 
tion, May  5-7,  in  Mexico  City. 

Ogden  surgeon  tours  Jordan 

C.  M.  Swindler,  M.D.,  an  Ogden  orthopedic 
surgeon,  left  in  January  for  a six  weeks  tour  of 
duty  in  the  Arab  refugee  camps  and  deserts  of 
Jordan.  Dr.  Swindler  will  pay  his  own  traveling 
costs  and  expenses  while  he  is  in  Jordan.  It  will 
be  a trip  to  spread  good  will  and  to  help  doctors 
in  Jordan  in  their  diagnosis  and  treatment  of 
crippling  diseases. 

Obituary 

WILLIAM  BOWKER  PRESTON 
William  Bowker  Preston,  M.D.,  Logan  physi- 
cian and  former  medical  director  of  the  Utah 
State  University,  died  January  5 as  the  result  of 
a heart  ailment  and  complications.  Dr.  Preston 
was  72  years  old. 

Dr.  Preston  was  born  August  2,  1887,  in  Logan 
to  William  B.  and  Catherine  D.  Preston,  Jr.  He 
married  Mabel  Rasmussen,  June  18,  1912,  in  Salt 
Lake  City,  after  filling  a three-year  mission  to 
Germany  for  the  Church  of  Jesus  Christ  of  Latter- 
day  Saints.  He  graduated  in  medicine  from  the 
University  of  Illinois  in  1916  and  later  specialized 
in  eye,  nose  and  throat  at  the  New  York  Polyclinic. 
He  served  in  the  U.  S.  Army  Medical  Corps  two 
years  in  World  War  I. 

Dr.  Preston  retired  as  USU  medical  director 
in  1957  after  38  years’  service.  He  had  been  a 
volunteer  Red  Cross  worker  more  than  25  years 
and  a Logan  practitioner  for  41  years. 

Surviving  Dr.  Preston  are  his  widow,  three 
sons,  a daughter,  two  brothers  and  a sister. 

continued  on  page  78 
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The  first  synthetic  penicillin 
available 

for  general  clinical  use 


FOB  YOUR  NEXT  PATIENT  WHERE  PENICILLIN  IS  INDICATE! 


PEAK  BLOOD 
LEVELS  TWICE  AS 
HIGH  AS  WITH 
POTASSIUM 
PENICILLIN  V 


ORAL  ROUTE  PROVIDES 
HIGHER  PEAK 
BLOOD  LEVELS  THAN 
INTRAMUSCULAR 
PENICILLIN  G 


IMPROVED 
ANTIBIOTIC 
ACTION  FROM 
ISOMERIC 

COMPLEMENTARITY 


CONSIDER  THESE  6 IMPORTANT  THERAPEUTIC  ATTRIBUTES  OF 


POTASSIUM  PENICILLIN-152 


ANTIBIOTIC 
ACTIVITY 
DIRECTLY 
PROPORTIONAL 
TO  ORAL  DOSE 


REDUCED 
RATE  OF 
INACTIVATION 
BY  STAPH 
PENICILLINASE 


MANY  STAPH 
STRAINS  MORE 
SENSITIVE  TO 
SYNCILLIN 
IN  VITRO 


FOR  HIGHLY  EFFECTIVE  THERAPY 
OF  THE  LARGE  VARIETY  OF  INFECTIONS 
CA USED  BY  SUSCEPTIBLE  PATHOGENS.  ..NEW 


Significance  of 
complementary 
action  of  isomers 
in  SYNCILLIN 


Significance  of 
higher  Mood 
levels  with 
SYNCILLIN 


The  antibiotic  efiEect  of  the  clinically  available  mix- 
ture, SYNCILLIN,  is  greater  than  that  of  either  of  its 
two  component  isomers  alone  against  many  im- 
portant pathogens,  including  some  penicillin- 
resistant  staphylococci.  This  phenomenon  has  been 
described  as  Isomeric  Complementarity. 


Higher  blood  levels  may  be  of  value  with  organ- 
isms of  only  moderate  penicillin  sensitivity  where 
doubling  the  blood  concentration  may  be  essential 
for  effective  bactericidal  action.  In  addition,  these 
higher  levels  may  be  necessary  where  there  is 
infection  in  areas  with  a poor  blood  supply. 
Under  these  circumstances  a higher  blood  concen- 
tration may  provide  the  increased  diffusion  pres- 
sure required  to  deliver  adequate  amounts  to  the 
tissue.  Also,  antibiotic  activity  of  SYNCILLIN  is 
directly  proportional  to  oral  dosage.  Increasing 
the  dosage  may,  therefore,  enhance  the  drug’s 
effectiveness  in  certain  cases. 


Effcacy  of 
SYNCILLIN 
against  staphylococci 
and  other 
resistant  organisms 


major  therapeutic  advantages  accompany  molecular  asymmetry 


Studies  have  shown  that  SYNCILLIN  is  effective  in 
vitro  against  60  to  75%  of  hospital  “staph” 
strains,  while  penicillin  G and  penicillin  V are  now 
effective  against  only  30  to  50%.^’^  Therefore,  if 
clinical  judgment  indicates  the  use  of  penicillin, 
SYNCILLIN  would  be  expected  to  be  the  most  effec- 
tive. However,  since  some  strains  are  still  resistant 
to  SYNCILLIN  as  well  as  to  the  other  penicillins, 
cultures  and  sensitivity  tests  should  be  performed 
where  indicated  by  clinical  judgment. 

There  have  recently  been  reports  of  decreased 
efficacy  of  penicillin  in  streptococcal®  and  gono- 
coccaU’  ® infections.  The  emergence  of  penicillin- 
resistant  gonococci  appears  to  be  associated  with 
an  increase  in  the  incidence  of  gonorrhea  all 
over  the  world.  When  a less  sensitive  strain  is 
encountered  the  higher  blood  levels  produced  by 
SYNCILLIN  may  be  most  helpful. 
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Relation  of 
intermittent 
high  blood  levels 
ofSYNCILLIN 
to  antibacterial 
efficacy 


SYNCILLIN,  like  all  clinically  available  penicillins, 
is  bactericidal.  Periodic  high  blood  concentrations 
may  be  sufficient  to  permit  complete  eradication  of 
sensitive  pathogens.  According  to  Eagle,®  “Soon 
after  penicillin  attains  effective  concentrations,  the 
bacteria  cease  multiplying;  and  the  bacteriostatic 
effect  persists  for  a number  of  hours  after  penicil- 
lin has  fallen  to  concentrations  that  are  wholly 
ineffective.  . . . The  therapeutic  significance  of  this 
postpenicillin  recovery  period  is  enhanced  by  the 
fact  that  the  recovering  bacteria,  damaged  but  not 
killed  by  the  previous  exposure  to  penicillin,  are 
abnormally  susceptible  to  the  host  defenses.  In 
consequence,  the  bactericidal  process  in  vivo  con- 
tinues for  many  hours  after  the  drug  itself  has 
fallen  to  ineffective  concentrations.” 


Reduced  rate  of 
inactivation 
OfSYNCILLIN 
by  staph 
penicillinase 


Bacterial  resistance  to  penicillin  has  been  attrib- 
uted to  the  action  of  penicillin-inactivating  enzymes 
produced  by  the  invading  organisms.  SYNCILLIN 
is  less  affected  by  staphylococcal  penicillinase 
than  either  of  its  component  isomers.  Further, 
SYNCILLIN  is  shown  to  be  less  inactivated  by  this 
enzyme  than  penicillin  V or  penicillin  G. 
Penicillinase  from  B.  cereus  likewise  inactivates 
SYNCILLIN  less  rapidly  than  penicillin  V or  G. 


Precautions : At  the  present  time  it 
is  not  possible  to  draw  definite 
conclusions  regarding  the  incidence  of 
allergenicity  to  SYNCILLIN  or  its 
cross-allergenicity  with  natural 
penicillins.  Therefore,  the  usual 
precautions  for  oral  penicillin  therapy 
should  always  be  observed.  Patients 
with  histories  of  asthma,  hay  fever, 
urticaria,  or  previous  reactions  to 
penicillin  should  be  watched  with 
special  care.  Administration  of  oral 
penicillin,  in  rare  instances,  may 
provoke  acute  anaphylaxis, 
particularly  in  penicillin-sensitive 
individuals. 

Diarrhea  has  been  reported 
occasionally  following  heavy  dosage. 

If  this  occurs,  lengthen  the  interval 
between  dosages. 

If  superinfection  occurs  during 
therapy,  appropriate  measures  should 
be  taken.  Since  some  strains  of  staphy- 
lococci are  resistant  to  SYNCILLIN 
as  well  as  to  other  penicillins,  cultures 
and  sensitivity  tests  should  be 
performed  where  indicated  by  clinical 
judgment.  As  is  true  with  all 
antibiotics,  clinical  response  does  not 
always  correlate  with  laboratory 
bacterial  sensitivity  reports. 


Indications:  SYNCILLIN  is  recommended  in  the  treatment  of 
infections  caused  by  pneumococci,  streptococci,  gonococci,  cory- 
nebacteria,  and  penicillin-sensitive  staphylococci.  In  addition, 
SYNCILLIN  is  effective  against  certain  strains  of  staphylococci 
resistant  to  other  penicillins.  SYNCILLIN,  like  other  oral  penicil- 
lins, is  not  recommended  at  the  present  time  in  deep-seated  or 
chronic  infections,  subacute  bacterial  endocarditis,  meningitis, 
or  syphilis. 

Dosage:  125  mg.  or  250  mg.  three  times  daily,  depending  on  the 
severity  of  infection.  Larger  doses  (e.g.,  500  mg.  t.i.d.)  may  be 
used  for  more  severe  infections.  SYNCILLIN  may  be  administered 
without  regard  to  meals.  Beta  hemolytic  streptococcal  infections 
should  be  treated  with  SYNCILLIN  for  at  least  ten  days. 


Supply : 125  and  2.50  mg.  tablets, 
bottles  of  25  and  100.  125  mg.  powder 
for  oral  solution,  60  ml.  vials. 
References:  1,  Wright,  W.  W. : 
Microbiology  Report  to  Bristol 
Laboratories  Inc.  2.  Morigi,  E.  M.  E.; 
Wheatley,  W.  B.,  and  Albright,  H. : 

Paper  presented  at  the  Seventh  Antibiotic 
Symposium,  November  4*6,  1959, 
Washington,  D.C.  3.  Editorial:  New 
England  J.  Med.  261:305  (Aug.  6)  1959. 
4.  King,  A. : Lancet  1 :651  (March  29) 
1958.  5.  Epstein.  E.:  J.  A.M.  A.  169:1055 
(March  7)  1959.  6.  Eagle.  H.  and 
Musselman,  A.  D. : J.  Bart.  .58:475.  1949. 


BRISTOL  LABORATORIES,  Division  of  Bristol-Myers  Company,  SYRACUSE,  NEW  YORK 


for  March,  1960 


77 


Organization  cont.  from  page  73 


You  can  order  Reprints 

of  any  Feature  Article 

or  Advertisement  in  the 

Rocky  Mountain 
Medical  Journal 

Orders  must  be  placed  within  30  days  of  date  of 
publication.  Minimum  charge  applies  for  300  copies 
or  less. 

The  cost  is  reasonable.  For  further 
details  write  to  your  Medical 
Journal  home  office  or  to — 

Publishers  Press 

(Printers  of  The  Rocky  Mountain  Medical  Journal) 

1830  Curtis  Street,  Denver,  Colo. 


Obituary 

D.  R.  CLAIBORN 

Drura  R.  Claiborn,  M.D.,  of  Big  Timber,  died 
on  December  30,  1959,  at  the  Big  Timber  Hospital. 
Dr.  Claiborn  was  born  on  April  26,  1875,  at  Han- 
cock, Missouri.  He  graduated  from  Washington 
University  School  of  Medicine,  St.  Louis,  in  1898. 
Following  graduation,  he  was  engaged  in  the 
general  practice  of  medicine  in  Waynesville,  Mis- 
souri, until  1907,  when  he  moved  to  Big  Timber. 

Dr.  Claiborn  was  active  in  community  affairs 
and  served  as  Mayor  of  Big  Timber  for  several 
years.  In  1957,  Dr.  Claiborn  became  a member  of 
the  Fifty  Year  Club  of  this  Association,  since  he 
had  been  engaged  in  the  private  practice  of  medi- 
cine for  half  a century. 

Our  sincere  sympathy  to  the  family  and  friends 
of  Dr.  Claiborn. 


PROMPT  SERVICE 


Abstract  of  minutes 

Second  Interim  House  of  Delegates 

New  Mexico  Medical  Society* 

November  5,  1959 
Roswell,  N.  M. 

FIRST  SESSION 
November  5,  1959,  2:00  p.m. 

President  Lewis  M.  Overton,  M.D.,  called  the 
House  of  Delegates  to  order  at  2:00  p.m.,  in  the 
Roswell  High  School  Auditorium,  Roswell,  N.  M. 
Dr.  Overton  pointed  up  that  it  was  the  desire  of 
the  House  of  Delegates  to  have  a Speaker,  and 
that  the  Constitution  was  in  the  process  of  being 
amended  to  carry  out  this  wish;  however,  it  could 
not  be  finally  voted  on  until  May.  Therefore,  Dr. 


‘Condensed  from  the  shorthand  record  of  Mrs.  Ralph  Marshall, 
Reporter.  Records  referred  to  but  not  reproduced  herein  were 
distributed  to  all  members  of  the  House  of  Delegates  at  the 
Interim  Session  in  the  mimeographed  Handbook  or  were  dis- 
tributed to  all  members  of  the  House  in  mimeographed  form 
at  the  opening  session.  Copies  of  such  reports  are  filed  in  the 
Executive  Office  of  the  Society  and  are  available  for  study  by 
any  member  of  the  Society. 
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aA  ! a drug  is  safe  and  effective.  Of  the  many  Rauwolfia 
/ A Fr  compounds,  there  is  one  alkaloidal  fraction  capable  of 
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and  drowsiness  consistently  reported  with  reserpine. 

IN  MILD  HYPERTENSION 

EAUTENSIN' 

(Tablets  containing  2 mg.  purified  alseroxylon  complex) 

IN  MODERATE  TO  SEVERE  HYPERTENSION 

KAUVERA 

(Tablets  containing  1 mg.  Rautensin  and  3 mg.  alkavervir) 

Raulensin  bibliography:  1.  WRIGHT,  W.  T.,  JR.;  POKORY,  C.,  AND  FOSTER,  T.;  AM.  PRACT.  & DIGEST. 
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M.  SOC.  55:31,  195S.  6.  FORD,  R.  V.,  AND  MOYER,  J.  H.:  POSTGRAD.  MED.  23:41.  195S. 
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Overton  assumed  the  Chair’s  prerogative  of  ap- 
pointing a Speaker  for  this  session,  and  appointed 
C.  Pardue  Bunch,  M.D.,  of  Artesia,  as  the  Acting 
Speaker,  and  turned  the  meeting  over  to  Dr. 
Bunch. 

The  Secretary-Treasurer,  T.  L.  Carr,  M.D., 
called  the  roll  of  Delegates  and  vouched  for  the 
credentials  of  the  Delegates  present,  declaring  that 
a quorum  was  present. 

The  minutes  of  the  77th  Annual  Meeting  were 
approved,  as  published  in  the  Rocky  Mountain 
Medical  Journal. 

The  Speaker  of  the  House,  C.  Pardue  Bunch, 
M.D.,  appointed  R.  C.  Derbyshire,  M.D.,  Santa  Fe, 
to  serve  as  Vice  Speaker  of  the  House  and  ap- 
pointed Omar  Legant,  M.D.,  Albuquerque,  to  serve 
as  Parliamentarian.  The  Speaker  called  upon  the 
President,  Dr.  Overton,  for  his  Presidential  Re- 
port. 

Presidential  report: 

An  analysis  of  some  of  the  problems 
before  the  House  of  Delegates 

Mr.  Speaker,  Members  of  the  House  of  Dele- 
gates of  the  New  Mexico  Medical  Society:  This 
session  marks  the  inauguration  of  the  operation  of 
this  House  under  direction  of  a Speaker  and  Vice- 
Speaker.  The  problems  of  medical  practice  have 
become  greater  each  year.  Until  now,  they  have 
reached  the  point  where  they  are  taxing  the  time 
and  the  ingenuity  of  your  President.  You  will  be 
able  to  operate  more  efficiently  under  the  direc- 
tion of  one  who  will  have  more  time  to  devote  to 
your  deliberations.  I am  privileged  to  be  the  first 
to  address  you  on  this  occasion. 

The  changing  times  have  confronted  organized 
medicine  with  many  difficult  problems  which 
must  be  met  and  overcome,  if  the  free  choice  of 
physician,  which  we  believe  is  the  right  of  every 
individual,  is  to  continue.  The  House  of  Delegates 
of  the  American  Medical  Association  at  its  last 
annual  meeting  requested  that  the  Board  of  Trus- 
tees transmit  to  all  constituent  Medical  Associa- 
tions that  “free  choice”  of  physician  is  an  im- 
portant factor  in  the  provision  of  good  medical 
care.  In  order  that  the  privilege  of  “free  choice” 
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of  physician  be  maintained,  the  medical  profession 
should  discharge  more  vigorously  its  self-imposed 
responsibility  for  assuring  the  competency  of  phy- 
sicians’ services,  and  their  provision  at  a cost  which 
the  people  can  afford. 

Your  national  and  local  state  officers  are  cog- 
nizant of,  and  will  fight  to  the  end,  to  preserve 
the  basic  principles  and  traditions  of  good  medical 
care.  However,  we  must  be  adaptable  to  the  chang- 
ing times  in  which  we  live.  This  does  not  mean 
that  we  can,  or  will,  assume  the  role  of  appease- 
ment, but  rather,  that  we  must  be  fully  aware  of 
all  of  the  tricks  and  gimmicks  of  those  who  would 
lead  us  to  socialized  medicine.  Further,  we  must 
also  be  aware  of  the  influence  these  may  have  on 
a public  that  is  becoming  more  concerned  about 
its  security  than  it  is  about  its  freedom.  This  trend 
cannot  be  stopped  by  assuming  just  a role  of  op- 
position. The  time  is  here  when  a solution  must 
be  found  that  will  be  of  sufficient  appeal  to  the 
public  to  warrant  its  acceptance  in  preference  to 
some  legislative  edict  of  the  federal  government. 
While  medicine  is  fighting  the  passage  of  such 
legislation,  it  should,  and  must,  provide  leadership, 
objective  study,  workable  alternates  and  practical 
demonstrations  on  how  the  best  medical  care  can 
be  made  available  without  resort  to  the  federal 
government. 


Problems  of  aging 

The  agenda  of  this  House  of  Delegates  includes 
a review  and  discussion  on  the  reports  of  several 
committees.  Two  of  these  reports  are  of  such 
major  importance  that  I should  like  to  discuss 
them  briefly  from  the  point  of  view  that  they  are 
very  important  in  our  fight  against  the  trends  to- 
ward socialism,  and  of  immediate  concern  in  our 
fight  against  federal  medical  legislation. 

The  first  of  these  concerns  our  aging  popula- 
tion. It  should  be  of  interest  to  us  to  know  that 
during  the  last  15  years  there  has  been  a 22  per 
cent  increase  in  population.  Of  this  increase,  those 
under  21  years  of  age  have  increased  38  per  cent, 
and  those  over  65  years  of  age  have  increased  35 
per  cent,  while  the  ones  in  between  have  increased 
only  9 per  cent. 

Thus,  one  can  see  the  marked  increase  in  the 

continued  on  page  83 
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eases  mental  adjustment  to  menopause 

NIAMID  brightens  the  outlook  of  depressed  menopausal  patients  — 
gradually  helps  them  become  alert,  cheerful,  relaxed,  and  better  able 
to  cope  with  their  surroundings. 

Start  with  75  to  100  mg.  of  niamid  daily  and  adjust  according  to  response. 
In  routine  use,  up  to  200  mg.  is  given.  The  gradual  response  to 
NIAMID  may  be  noted  within  several  days  or  weeks. 

Infrequent,  mild  side  effects  may  occur  but  often  are  lessened  or 
eliminated  by  dosage  reduction,  niamid  has  not  been  reported  to  cause 
jaundice,  disturbances  of  color  vision,  ankle  edema,  or  skin  eruptions. 

niamid  (brand  of  nialamide)  is  available  as  25  mg.  (pink)  and 
100  mg.  (orange)  scored  tablets. 

Already  prescribed  for  more  than  500,000  patients. 

A Professional  Information  Booklet  is  available  on  request  from  the  Medical 
Department,  Pfizer  Laboratories,  Div.,  Chas.  Pfizer  & Co.,  Ine.,  Brooklyn  6,  N.  Y. 
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dependent  groups  which  will  need  care.  It  is  only 
a question  of  time  when  the  smaller  group  will 
become  imable  to  carry  this  burden.  Therefore,  a 
sound,  long-range  program  must  be  evolved  that 
will  help  this  large  group  of  elderly  people  to 
become  more  self-sufficient.  As  has  been  pointed 
out  in  the  report  of  the  Committee  on  Aging,  much 
is  being  accomplished  but  much  more  must  be 
done,  and  time  is  of  the  essence;  because  the  fed- 
eral government  has  before  it  legislation  which, 
if  enacted,  will  revolutionize  the  practice  of  medi- 
cine. Some  of  these  problems  will  be  presented  to 
you  at  this  session  by  a representative  of  the  Amer- 
ican Medical  Association. 

In  order  to  develop  a successful  program,  we 
must  convince  the  elderly  people  that  we  are  as 
interested  in  having  them  maintain  their  dignity 
as  for  them  to  have  good  health.  This  can  be  ac- 
complished only  by  formulating  successful  pro- 
grams in  each  local  community.  The  medical  pro- 
fession can  gain  much  prestige  by  taking  a leading 
role  in  formulating  and  carrying  out  these  pro- 
grams. I should  like  for  you  to  study  the  commit- 
tee’s report  carefully  and  then  urge  expediency 
in  putting  into  effect  its  recommendations. 

Relative  value  index 

Your  officers,  both  local  and  national,  and  the 
special  committee  studying  the  problem,  have  not 
sold  private  practice  of  medicine  down  the  river, 
as  indicated  by  some  members,  by  proposing  the 
adoption  of  a resolution  approving  the  Relative 
Value  Index  study.  Much  thought  and  time  has 
been  given  in  the  study  of  means  or  methods  by 
which  good  and  adequate  medical  care  can  be 
continued  to  be  furnished  at  a cost  the  public  can 
afford.  If  this  is  not  done,  some  form  of  federal 
government  health  service  will  be  forced  upon  us. 
The  results  of  such  studies  have  indicated  that  the 
only  way  this  can  be  accomplished  is  by  complete 
health  insurance  coverage  on  a voluntary  basis. 

I am  sure  that  those  who  have  spent  so  much 
time  and  effort  in  trying  to  find  a solution  to  this 
problem  realize  that  the  Relative  Value  Index  may 


not  be  the  ideal  solution.  However,  I can  assure 
you  that  it  is  the  result  of  an  honest  and  consci- 
entious attempt  to  offer  you  the  best  of  which 
they  are  capable.  In  analyzing  this  problem,  we 
plead  with  you  to  give  it  every  consideration  be- 
fore making  a decision.  If  you  oppose  the  recom- 
mendations of  the  committee,  you  should  have 
alternate  solutions  to  present  to  the  reference 
committee.  Those  of  you  who  reject  the  proposed 
solutions  of  critical  problems  as  presented  by  those 
who  have  put  forth  so  much  effort  and  thought 
in  serving  you  are  not  fulfilling  the  obligations  to 
yourselves  or  your  colleagues,  unless  you  have 
something  to  offer,  of  equal  merit. 

Apathy  at  grass-roots 

In  my  travels  through  the  state,  I hear  com- 
plaints that  the  State  Society  is  gradually  depriv- 
ing the  County  Societies  of  their  rights.  This  I 
deny.  The  facts  are  the  apathy  and  complacency 
that  have  become  such  a widespread  disease  at 
the  county  or  grass-roots  level  have  resulted  in 
the  loss  of  individual  rights  by  surrender.  It  is  a 
task  of  no  small  magnitude  each  year  to  fill  the 
vacancies  in  our  standing  committees.  Even  after 
accepting  appointment  to  said  committees,  there  is 
a small  number  who  conscientiously  perform  their 
duties.  The  others  are  too  busy  to  even  attend 
committee  meetings.  I ask,  are  you  too  busy  to 
help  regain  and  retain  the  autonomy  of  your  local 
society?  If  you  are,  then  the  cause  of  organized 
medicine  will  be  lost.  I am  convinced  that  this 
need  not  be.  If  I accomplish  nothing  more  during 
my  term  of  office  than  to  awaken  you  to  the  reali- 
zation that  the  future  of  the  private  practice  of 
medicine  is  in  the  hands  of  you  at  the  grass  roots, 
then  I shall  feel  that  the  year  will  not  have  been 
a complete  loss  to  you. 

Your  officers  not  only  have  the  responsibility 
of  finding  ways  and  means  of  implementing  your 
decisions,  but  also  of  giving  you  intelligent  leader- 
ship. If  they  fail  in  this,  you  should  replace  them 
with  ones  who  will  perform  at  this  level.  However, 
for  you  to  be  in  a position  to  make  decisions  most 
wisely  at  this  level  requires  that  you  keep  your- 
self as  well  informed  of  all  the  problems  confront- 
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ing  our  country — social  and  political,  as  well  as 
medical — as  you  expect  of  those  whom  you  have 
selected  to  lead  you.  How  well  you  fulfill  this 
obligation  to  yourself  will  determine  your  future. 
Let  us  not  jeopardize  the  cause  of  the  private 
practice  of  medicine. 

I wish  to  thank  all  those  members  of  commit- 
tees who  have  performed  so  many  services  in  ful- 
filling the  responsibility  placed  upon  them.  Most 
of  the  material  to  be  presented  to  you  for  your 
consideration  is  the  result  of  their  conscientious 
effort. 

New  A.M.A.  film 

The  Speaker  informed  the  House  that  the  Pub- 
lic Relations  Committee  had  arranged  for  the 
showing  of  the  new  A.M.A.  film,  “I  Am  a Doctor,” 
and  called  upon  A.  H.  Follingstad,  M.D.,  Chairman 
of  the  Public  Relations  Committee,  who  introduced 
the  film. 

Reference  committee  appointments 

The  Speaker  then  announced  the  appointments 
to  the  reference  committees,  as  follows: 

Reference  Committee  on  Council  and  Officers  Reports: 

John  D.  Abrums,  Albuquerque,  Chairman 
Roy  Goddard,  Albuquerque 
Charles  Hargreaves,  Lovington 
Earl  Flanagan,  Carlsbad 
William  Oakes,  Los  Alamos 
James  C.  Sedgwick,  Las  Cruces 
Reference  Committee  on  Miscellaneous  Business: 

W.  W.  Kridelbaugh,  Albuquerque,  Chairman 
H.  O.  Lehman,  Portales 
F.  A.  Rowe,  Albuquerque 
E.  H.  Dellinger,  Las  Vegas 
Rupert  H.  Pate,  Carlsbad 
Reference  Committee  on  Published  Reports: 

Charles  Beeson,  Albuquerque,  Chairman 
Robert  R.  Boice,  Roswell 
William  Hossley,  Deming 
W.  H.  Peacock,  Farmington 
H.  R.  Landmann,  Santa  Fe 


Supplemental  reports 

Omar  Legant,  M.D.,  Chairman,  Constitution  and 
By-Laws  Committee,  reported  three  addenda  to 
his  committee’s  report,  as  follows: 

1.  Chapter  I,  Section  1 (f ) : “Regular  members  who  leave 
the  state  to  practice  in  another  state,  and  provided  they  are 
members  of  that  State  Society  and  the  A.M.A.,  may  apply  to 
continue  membership  in  the  New  Mexico  Medical  Society  on 
an  Associate  basis,  paying  the  regular  Associate  dues  of  $10.00 
annually. 
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2.  Chapter  X,  Section  2 (b) : (2)  Following  the  words,  "may 
reasonably  be  expected  he  will  associate,”  insert  the  follow- 
ing: “On  moving  to  a new  address  in  the  same  city,  it  is 
permissible  for  the  physician  to  send  cards  to  those  patients 
who  are  in  his  files.” 

3.  To  Chapter  X,  Section  2 (b),  add  the  following  sub- 
section: “(6)  These  rules  of  ethics  shall  apply  to  groups  and 
clinics,  as  well  as  individual  physicians.” 

New  business 

Leland  S.  Evans,  M.D.,  presented  the  following 
resolution  from  the  Dona  Ana  County  Medical 
Society: 

“RESOLVED,  That  the  New  Mexico  Medical  Society  recom- 
mend that  insurance  companies  increase  the  fee  payable  to 
physicians  for  life  insurance  examinations  from  $7.50  to  $15.00.” 

The  Speaker  referred  this  resolution  to  the 
Committee  on  Miscellaneous  Business. 

R.  C.  Derbyshire,  M.D.,  stated  that  Albert  S. 
Lathrop,  M.D.,  Chairman,  Convention  Site  Com- 
mittee, was  disturbed  about  the  report  that  ap- 
peared on  page  17  of  the  Handbook  and  had  in- 
formed the  Santa  Fe  County  Medical  Society  that 
he  inferred  no  rudeness.  Dr.  Derbyshire  reported 
that  Dr.  Lathrop  stated  that  the  report  had  been 
abbreviated  and  was  not  printed  in  full  and,  there- 
fore, Dr.  Derbyshire  conveyed  apologies  for  the 
apparent  abruptness  of  this  report  and  offered  the 
following  resolution,  presented  from  the  Santa  Fe 
County  Medical  Society,  which  was  approved  on 
October  13,  1959: 

“WHEREAS,  The  Santa  Fe  County  Medical  Society  believes 
that  under  the  present  system  of  management  of  state  meet- 
ings, the  following  undesirable  conditions  exist:  1.  That  the 
statewide  program  committee  is  unwieldy;  2.  That  the  actual 
work  of  the  meeting  still  devolves  upon  the  County  Society: 
3.  That  this  is  another  facet  of  too  much  centralization  of 
power;  4.  That  the  meetings  lose  money  rather  than,  at  least, 
break  even;  therefore,  be  it 

“RESOLVED,  That  the  management  of  the  Annual  Meetings 
of  the  New  Mexico  Medical  Society  be  returned  to  the  County 
Societies.” 

The  Speaker  referred  this  resolution  to  the 
Committee  on  Published  Reports. 

The  following  resolution  was  presented  from 
the  McKinley  County  Medical  Society: 

“WHEREAS,  Members  of  the  McKinley  County  Medical 
Society  have  been  informed  by  competent  attorneys  that  under 
some  circumstances  completion  of  the  Infant  Mortality  Survey 
forms  issued  by  the  Committee  on  Maternal  and  Infant  Mor- 
tality could  be  interpreted  as  a breach  of  privileged  communi- 
cation laws;  now,  therefore,  be  it 

“RESOLVED,  That  the  New  Mexico  Medical  Society  shall 
take  steps  to  provide  by  insurance,  or  otherwise,  for  legal 
counsel  and  protection  for  any  member  of  the  Society  in- 

continued  on  page  93 
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reater  inhibitory  action 
. . . lower  daily  intake  than 
other  tetracyclines 

A unique  new  fermentation  product  of  Streptomyces  aureofaciens,  DECLOMYCIN 
Demethylchlortetracycline  achieves  notably  greater  antibiotic  activity  against  infec- 
tions^'’’’®  '®  '^  '®'^®’^^  because  of  two  basic  factors:  (1)  inherent  potency,  and  (2)  greater 
stability  in  most  body  fluids.'®  '’  '®’^’  Actual  clinical  activity  has,  in  many  instances, 
been  better  than  expected  on  the  basis  of  in  vitro  sensitivity  tests. '^•‘®’'® 

o 

JL^  road-spectrum  control 
. . . with  far  less  antibiotic 

Activity  levels  of  DECLOMYCIN  Demethylchlortetracycline  are  higher  than 
those  of  previous  broad-spectrum  antibiotics.  Hardier  strains  of  various  organisms 
appear  to  be  somewhat  more  responsive.*  Apparently  some  strains  of  Pseudo- 
monas, Proteus  and  A.  aerogenes,  frequently  refractory  to  therapy,  are  sensitive  to 
DECLOMYCIN.’='^='®='® 


s 

kJ  ustained  peak  activity 
. . . greater  security  of  control 

Prolonged  retention  and  compatibility  of  DECLOMYCIN  with  body  fluids  pro- 
vides peak  activity  between  doses. Inhibition  of  bacteria  is  more  constant. 


24-48 

activity. . .protection 


hours  extra 
against  relapse 


DECLOMYCIN  maintains  effective  antimicrobial  action  for  one  to  two  days  after 
stopping  dosage.’  ’^  Resurgence  of  a few  viable  pathogens,  with  relapse . . . and  low 
patient  defense  against  secondary  bacterial  invasion  during  the  first  post-therapy 
days  . . . are  largely  offset. 


PERFORMANCE 


Susceptibility  Tests 

Roberts,  M.  S.,  et  al.^ 

New  York,  N.  Y. 

Tolerance  & Toxicity 

Boger,  W.  P.,  and  Gavin,  J.  J,^ 
Norristown,  Pa. 


Pre-treatment  sensitivity  tests  in  75  genitourinary  patients  showed 
DECLOMYCIN  Demethylchlortetracycline  to  be  superior  against 
the  large  majority  of  organisms  and  in  no  instance  inferior  to  tetra- 
cycline. DECLOMYCIN  apparently  has  more  effective  coverage... 
several  strains  of  Proteus  and  A . aerogenes  responded. 

Administration  of  the  recommended  600  mg.  (4  capsules)  daily  for 
30  days  to  a small  group  of  elderly  patients  revealed  no  hemato- 
logic, hepatic  and  urinary  alteration  or  other  abnormal  finding. 
No  clinical  side  effects  were  observed. 


Gonococcal  Infection 

Marmell,  M.,  and  Prigot,  A.“ 

New  York,  N.  Y. 

General  Medicine 

Lichter,  E.  A.,  and  Sobel,  S.*® 

Chicago,  111. 


Respiratory  Infection 

Perry.  D.  M.,  et  al.^ 

Seattle,  Wash. 

Various  Infections 

Finland,  M.,  et  alJ 
Boston,  Mass. 


Pyelonephritis 

Vineyard,  J.  P.,et  a/.^ 
Dallas,  Tex. 


All  except  two  of  63  patients  with  acute  gonorrhea  responded 
promptly  to  therapy  with  DECLOMYCIN.  Fifteen  received  250 
mg.  q.i.d.  for  one  day,  the  remainder  received  600  or  750  mg.  in 
divided  doses  over  one  or  two  days.  No  side  effects. 

One  hundred  and  sixty-nine  patients  with  various  infections 
showed  generally  equivalent  response  to  four  dosage  regimens,  in- 
cluding the  recommended  level.  Of  29  pneumococcal  pneumonias, 
all  recovered  with  15  afebrile  in  48  hours  or  less  — except  a few 
patients  with  preterminal  underlying  disease.  All  42  scarlet  fever 
patients  recovered  with  32  afebrile  in  48  hours  or  less.  Other 
patients  also  responded  satisfactorily  with  few  exceptions.  No 
blood,  liver  or  kidney  toxicity  found.  G.I.  side  effects  occurred  in 
only  2 per  cent  at  the  recommended  dosage,  or  less,  and  were 
easily  reversible.  

Good  or  fair  response  in  24  of  30  cases  of  acute  bacterial  pneu- 
monia, and  in  all  of  six  cases  of  acute  bronchitis.  Side  effects  oc- 
curred at  higher  dosage  but  were  uniformly  absent  when  dosage 
was  limited  to  600  mg.  per  day. 

Eighty  patients  with  various  infections  were  treated  with  DECLO- 
MYCIN  Demethylchlortetracycline  and  an  equal  number  with 
tetracycline.  Therapeutic  response  was  indistinguishable  between 
the  two  groups.  However,  DECLOMYCIN  Demethylchlortetra- 
cycline dosage  was  much  lower  (50  to  60  per  cent  of  that  of  tetra- 
cycline.) In  addition,  incidence  of  side  effects  with  demethyl- 
chlortetracycline was  only  half  that  experienced  with  tetracycline. 

Therapy  with  DECLOMYCIN  was  successful  in  12  of  13  patients 
with  pyelonephritis.  Sterile  cultures  were  obtained  in  nine  patients 
within  six  to  14  days.  Among  the  organisms  suppressed  were  strains 
of  A.  aerogenes,  E.  coli  and  paracolon  bacillus.  In  most  cases, 
DECLOMYCIN  was  used  jointly  with  another  antibiotic. 


DECLOMYCIN  was  used  alone  or  auxiliary  to  surgical  measures 
in  150  cases  of  acute  soft  tissue  infection,  mostly  ambulatory.  Full 
resolution  of  infection  was  achieved  in  all  cases,  average  length  of 
treatment  being  six  days.  Dosage  was  600  or  750  mg.  daily.  Side 
effects  consisted  of  transitory  G.I.  disturbances  in  three  cases. 


Soft  Tissue  Infection 

Prigot,  A.,  et  at.'-* 

New  York,  N.  Y. 


Urinary  Infection 

Trafton,  H.  M.,  and  Lind,  H.  E.-® 
Brookline,  Mass. 


Antibiotic-Resistant 


Infections 

Compilation  of  reports  of 
210  clinical  investigators.-'^ 


Clinical  response  was  favorable  in  a majority  of  50  cases  of  urinary 
tract  infections  with  relief  of  symptoms,  elimination,  or  marked 
reduction,  of  pyuria  and  with  urine  sterilization  in  some.  DECLO- 
MYCIN  Demethylchlortetracycline  was  administered  in  one-half 
to  one-third  the  daily  milligram  level  of  related  antibiotics,  for 
8 days. 

No  significant  diarrhea  occurred  in  any  case  although  mild 
nausea  and  upper  G.I.  symptoms  were  fairly  common.  Photo- 
toxicity occurred  in  six  cases. 

In  570  treated  for  a great  variety  of  infections,  DECLOMYCIN 
was  successful  in  resolving  infection  or  in  effecting  marked  im- 
provement in  81  per  cent,  after  failure  of  other  antibiotics. 


Pediatric  Infection 

Fuji!,  R.,  et  al.'‘ 

Tokyo.  Japan 


Therapeutic  results,  elicited  in  309  pediatric  patients  with  average 
daily  dosage  of  15  mg./kg.,  were  equal  to  those  produced  by  30 
mg./kg.  of  buffered  tetracycline  preparations.  Satisfactory  results 
were  obtained  in  75  per  cent.  No  appreciable  side  effects  when 
15  mg./kg./day  dosage  was  not  exceeded. 


Pediatric  Infection 

Hall,  T.  N.>2 
San  Francisco,  Cal. 


All  eight  cases  of  ophthalmic,  respiratory  or  otic  infection  re- 
sponded to  four  to  twelve  days  of  DECLOMYCIN  therapy  (5 
recovered,  2 greatly  improved,  1 improved).  One  skin  reaction,  in 
a case  receiving  the  higher  trial  dosage  of  7 mg./lb.  daily,  occurred. 


Pneumonias 

Duke,  C.  J.,  et  al? 
Washington,  D.  C. 


Results  were  satisfactory  in  all  32  cases  of  acute  bacterial  penu- 
monia,  excepting  for  two  caused  by  non-susceptible  organisms. 
Over  half  had  been  complicated  by  pleural,  suppurative,  bron- 
chial, or  underlying  structural  lung  problems.  Dosage  was  low.  No 
toxicity  found.  Acceptance  and  toleration  were  excellent. 


Intestinal  & 
Respiratory 

Hartman,  S.  A.’^ 
Sherman  Oaks,  Cal. 


Six  cases  of  g.i.  infection  (diverticulitis,  ileitis,  colitis)  responded 
in  three  to  eight  days  on  the  lower  milligram  intake . . . even  after 
failure  in  most  with  sulfa,  neomycin  or  penicillin-streptomycin. 
InfPrtinn  complete  recovery  was  gained  in  5 respiratory  cases  on  a shorter 
lllluuLIUII  schedule;  another  withdrew  with  occurrence  of  thrush.  No  other 
side  effects  were  reported. 


Respiratory  Infection 

Feingold,  B.  F.® 

San  Francisco,  Cal. 


All  13  upper  or  lower  respiratory  infections  demonstrated  very 
good  response  in  2-3  days  on  recommended  dosage.  No  side  effects 
were  reported. 


Various  Infections 

Compilation  of  reports  of 
210  clinical  investigators.-'* 


Of  1,904  patients  with  adequate  follow-up  treated  for  a wide 
diversity  of  infections,  87  per  cent  were  reported  as  cured  or  im- 
proved. Most  patients  received  one  150  mg.  tablet  every  6 hours. 
Therapy  usually  was  for  three  to  eight  days.  Side  effects,  mostly 
referable  to  the  gastrointestinal  tract,  occurred  in  200  patients. 


PERFORMANCE 


PERFORMANCE  (continued) 


Respiratory  Infection 
& Others 

Gates,  G.  E.ii 
South  Bend,  Ind, 


Of  65  cases,  predominantly  respiratory  infections,  but  including 
some  of  cystitis  and  cellulitis,  50  had  a good  response,  12  were  fair 
and  three  were  failures.  One  of  the  failures  was  a case  of  chronic 
ulcerative  colitis  and  two  were  respiratory  infections.  The  only 
complication  was  a slight  vulvular  pruritus  and  burning  tongue 
occurring  near  the  end  of  a week’s  treatment  of  residual  pneu- 
monitis. 


Pustular  Dermatoses 

Kanof,  N.  B.,  and  Blau,  S.’® 

New  York,  N.  Y. 


Surgical  Infection 

Floyd,  R.  D.,  and  Anlyan,  W.  G.® 
Durham,  N.  C. 


Eighty-five  per  cent  of  67  patients  responded  with  excellent  or 
good  results  on  a DECLOMYCIN  schedule  of  one  150  mg.  capsule 
q.i.d.  for  two  to  twelve  weeks.  Three  poor  responses  were  related 
to  highly  resistant  organisms.  No  pruritus  or  drug  eruptions  devel- 
oped. Only  four  cases  showed  nausea  or  diarrhea  in  the  long 
therapeutic  course. 


Successful  results  were  generally  obtained  in  60  patients  given 
600  mg.  DECLOMYCIN  daily  (or  slightly  less)  for  five  to  15  days. 
No  infection  developed  in  the  clean  or  contaminated  prophylaxis 
group.  Most  frank  infections  responded . . . including  several  refrac- 
tory to  previous  antibiotics.  No  toxicity  evidenced.  Intestinal 
toleration  was  excellent. 


Thirty-five  cases,  chiefly  prophylactic,  and  some  traumatic-surgical 
wound  infections  were  treated  usually  on  one  capsule  DECLO- 
MYCIN q.  6 h.  for  two  to  eight  days.  Over  80  per  cent  responded, 
including  one  with  Pseudomonas  etiology.  Minor  itching  or 
nausea  occurred  in  two;  prominent  nausea  developed  in  one  on  a 
q.  4 h.  schedule. 


Of  21  patients  followed,  15  completely  recovered,  four  improved  in 
four  to  42  days  on  600  mg.  daily.  Seven  had  not  responded  to  vari- 
ous other  therapies.  One  had  A.  aerogenes  predominance,  com- 
plicated by  Proteus  and  E.  coli.  Cases  were  traumatic-surgical- 
topical  infections  with  some  respiratory.  One  questionable  reac- 
tion of  anemia  was  encountered. 


Of  four  patients  treated,  three  responded  to  one  capsule  DECLO- 
MYCIN q.  6 h.  for  three  days.  No  change  in  one  case  of  chronic 
proliferating  periodontitis.  No  adverse  reactions  seen. 


All  nine  patients  infected  with  Brucella  rnelitensis  were  afebrile 
on  fourth  or  fifth  day  of  DECLOMYCIN  therapy  and  asymptoma- 
tic within  15  days.  Treatment  lasted  for  45  days.  No  relapses 
occurred.  Hepatic,  renal,  or  hematologic  toxicity  was  not  seen. 
Minor  or  occasional  intestinal  reactions  in  some  cases  did  not 
require  discontinuance. 


Wound  Infections 
& Others 

Meyer,  B.  S.^i 
Birmingham,  Ala. 

Topical  & Wound 
Infections 

Stewart,  J.^® 

New  Orleans,  La. 

Oral  Infection 

Arbour,  E.  F.^ 

New  Orleans,  La. 

Brucellosis 

Chavez,  Max,  G.® 

Mexico,  D.  F. 


IMPORTANCE...  * 

I 

in  the  average  patient  — DECLOMYCIN  reduces  the  possibility  of  gastrointestinal  | 

intolerance  and  increases  the  likelihood  of  an  uneventful  therapeutic  course.  a 

Variants  of  an  infecting  organism  are  less  likely  to  survive  the  high,  sustained 

activity  and  post-dosage  control.  Minor  or  major  reverses  or  “setbacks”  during  | 

therapy  may  be  avoided.  Susceptibility  to  secondary  infection  when  dosage  is 

terminated  is  counteracted  by  the  “extra-day”  activity.  | 


f 

in  mixed  infections  —DECLOMYCIN  provides  satisfactory  control  of  conditions  involv- 
ing multiple  pathogens.  Since  organisms  vary  in  sensitivity  at  given  antibiotic 
levels,  the  higher  DECLOMYCIN  activity  tends  to  inhibit  a greater  proportion 
of  the  less  susceptible  strains.  Remission  and  bacteriologic  cure  can  thus  progress 
at  a faster  pace. 


in  the  3.bSOrption"deficient~The  high  activity/mtake  ratio  of  DECLOMYCIN 

provides  a wider  margin  of  security  for  those  with  disturbed  or  abnormal  absorp- 
tion or  with  underlying  gastrointestinal  dysfunction.  Inhibitory  levels  remain 
more  than  adequate  in  most. 


under  adverse  host  conditions  — In  debility,  malnutrition,  neoplasm,  diabetes, 

or  other  organic,  chronic  or  underlying  disease,  DECLOMYCIN  may  be  vital 
to  successful  resolution  of  infection.  Generally  in  geriatrics,  for  the  same  reason, 
DECLOMYCIN  should  often  be  a broad-spectrum  of  choice. 


if  an  occasional  dose  is  missed— The  sustained  action  of  DECLOMYCIN 

protects  against  possible  loss^  of  control.  In  the  sleeping  patient,  an  occasional 
dose  may  be  foregone  without  adverse  effect,  while  benefits  of  such  rest  are 
gained.  Arbitrary  rejection  of  a dose  by  pediatric  or  geriatric  patients . . .simple 
forgetfulness ...  or  postponing  a dose  will  not  appreciably  reduce  antibiotic 
activity  provided  these  do  not  occur  frequently. 


IMPORTANCE 


Demethylchlortetracycline  Lederle 


a 

masterpiece 

. . . or 

antibiotic 

design 

CAPSULES,  150  mg.,  bottles  of  16  and  100.  Dosage:  Average  adult  1 capsule 
four  times  daily. 

PEDIATRIC  DROPS,  60  mg./cc.  (custard  flavor)  in  10  cc.  bottle  with  calibrated 
dropper.  Dosage:  1-2  drops  (3-6  mg.)  per  pound  body  weight  per  day— divided 
into  4 doses. 

ORAL  SUSPENSION,  75  mg./5  cc.  teaspoonful  (custard  flavor)  in  2 02.  bottle. 
Dosage:  3-6  mg./lb./day  — divided  in  4 doses. 


REFERENCES:  1.  Arbour,  E.  F.:  Clinical  report,  cited  with  permission. 
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LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River.  N.  Y. 


Organization  cont.  from  page  84 

volved  in  litigation  because  of  his  completion  of  the  Infant 
Mortality  Study  forms  issued  by  the  Committee  on  Maternal 
and  Infant  Mortality,  of  the  New  Mexico  Medical  Society.” 

The  Speaker  referred  this  resolution  to  the 
Committee  on  Miscellaneous  Business. 

John  J.  Corcoran,  M.D.,  presented  the  following 
resolution: 

‘■WHEREAS,  Some  confusion  now  exists  among  physicians, 
county  clerks,  and  applicants  for  premarital  examination  cer- 
tificates as  to  whether  the  procedures  required  to  be  per- 
formed by  a physician  who  is  to  certify  in  this  matter  include 
a blood  test  and/or  physical  examination  of  the  applicant; 
therefore,  be  it 

“RESOLVED,  That  the  State  Department  of  Health  be 
requested  to  furnish  again  to  the  Society  an  informational 
letter  stating  whether  a blood  serological  test  for  syphilis  is 
required  and  whether  a physical  examination  sufficiently  de- 
tailed to  satisfy  the  physician’s  professional  judgment  that 
contagious  venereal  disease  can  be  reasonably  ruled  out,  is 
required,  before  the  certifying  physician  may  sign  the  pre- 
merital  certificate,  and  that  this  information  again  be  dis- 
seminated to  the  membership  of  the  Society.” 

The  Speaker  referred  this  resolution  to  the 
Committee  on  Miscellaneous  Business. 

Rupert  Pate,  M.D.,  of  Carlsbad,  read  the  follow- 
ing letter: 

To  House  of  Delegates,  New  Mexico  Medical  Society, 
Gentlemen: 

We  extend  an  invitation  to  hold  the  1960  New  Mexico 
Medical  Society  (Interim  Session)  meeting  in  Carlsbad.  It  is 
tentatively  planned  to  hold  this  meeting  in  conjunction  with 
our  annual  southern  N.  M.  clinical  meeting. 

Sincerely, 

Eddy  County  Medical  Society 

The  Speaker  referred  this  letter  to  the  Com- 
mittee on  Miscellaneous  Business. 


There  being  no  further  business,  the  Speaker 
declared  the  First  Session  in  recess  and  announced 
that  the  Second  Session  would  convene  at  3:00 
p.m.,  November  6,  1959. 


SECOND  SESSION 
November  6,  1959,  3:00  p.m. 

Vice  Speaker  R.  C.  Derbyshire,  M.D.,  called  the 
House  to  order  and  after  a roll  call  by  the  Secre- 
tary-Treasurer, who  declared  a quorum  to  be 
present,  announced  the  Second  Session  ready  for 
the  transaction  of  business. 

Report  on  the  Forand  Bill 

The  Vice  Speaker  introduced  Mr.  Joe  Stetler, 
Director,  Law  Department  of  the  American  Medi- 
cal Association.  Mr.  Stetler  stated: 

It  is  a real  pleasure  for  me  to  be  selected  to 
come  to  New  Mexico,  not  only  because  I like  the 
state,  but  it  gives  me  opportunity  to  renew  ac- 
quaintance with  many  of  your  members  I have 
known  since  I have  been  with  the  A.M.A.  I am 
indebted  to  Ralph  Marshall  for  his  good  invitation 
to  enjoy  your  hospitality. 

The  reason  I am  here  today  is  to  talk  to  you 
about  a subject  of  importance  to  you  and  to  the 
doctors  all  over  the  United  States,  “Federal  Medi- 
cal Legislation.”  To  give  you  some  idea  of  the 
volume  of  this  problem,  last  year  in  the  first  ses- 
sion of  the  86th  Congress,  over  500  bills  were 
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Capsules  — 25,  50,  and  100  mg.  Parenteral  Solution  (as  the  HCl)  — 
25  mg.  per  cc.,  10  cc.  vials  and  2 cc.  Steraject®  Cartridges;  50  mg. 
per  cc.,  2 cc.  ampules. 


j 


Professional  literature  available  on  request  from  the  Medical  Department, 
Pfizer  Laboratories,  Div.,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  New  York 


Science  for  the  world’s  well-being™ 


introduced  in  which  we  had  an  immediate  interest, 
on  22  of  those  bills  we  either  testified  or  sent 
statements  to  Congress.  Today  I am  going  to  ask 
you  to  forget  about  these  499  plus  bills  to  concen- 
trate all  of  your  legislative  interest,  time,  and 
talent  on  one  bill.  By  far,  this  is  the  most  im- 
portant and  most  serious  piece  of  legislation  we 
have  confronting  us  in  the  86th  Congress,  the 
Forand  Bill,  H.B.  4700. 

A lot  has  been  said  about  the  Forand  Bill,  but 
I am  sure  that  many  of  you  here  today  have  been 
properly  busy  with  your  work  in  which  you  are 
trained,  so  that  you  may  know  very  little,  if  any- 
thing, about  this  legislation. 

Briefly,  I would  like  to  tell  you  what  it  is 
about.  Forand  is  the  name  of  the  Congressman  who 
introduced  this  bill,  Aime  J.  Forand.  It  isn’t  new. 
It  has  been  introduced  in  various  forms,  but  he  is 
the  author  this  year.  This  bill,  if  enacted,  would 
amend  the  Social  Security  act  to  provide  nursing 
home  care,  various  types  of  hospital  services,  and 
certain  medical  care  for  beneficiaries  under  the 
Social  Security  act,  that  is,  retired  and  survivor- 
ship benefits. 

Briefly,  in  terms  of  length  of  time,  it  would 
provide  60  days  of  hospitalization  in  any  year,  plus 
60  additional  days,  the  latter  being  authorized  in 
nursing  homes.  Doctors  and  hospitals  would  be 
eligible  to  participate,  provided  that  they  signed 
agreements  with  the  Department  of  Health,  Edu- 
cation and  Welfare. 

I understand  at  this  meeting  you  have  had  dis- 
cussion about  fee  schedules  and  things  of  that  type. 
Under  this  bill  there  would  be  fee  schedules,  but 
they  would  not  be  negotiated,  but  promulgated  by 
the  Department  of  Health,  Education  and  Welfare 
for  doctors  and  hospitals.  Approximately  13  mil- 
lion people  would  be  eligible  to  receive  these  bene- 
fits. Insurance  and  industry  estimate  that  the  cost 
would  be  about  2 billion  dollars  a year. 

How  would  they  raise  it?  They  would  attempt 
to  raise  part  of  it  by  revising  present  Social  Se- 
curity tax  schedules.  At  the  present  time,  em- 
ployees pay  21/2  per  cent.  This  would  be  raised 
until  4%  per  cent  would  be  paid  by  each,  employee 
and  employer,  or  over  9 per  cent  by  1969.  For  the 
self-employed,  which  would  include  doctors  who 
now  pay  4%  per  cent,  the  Social  Security  tax 
would  be  raised  to  TVs  per  cent  by  1969  on  the 
present  base  of  $4,800. 

The  impact  would  be  on  the  public,  but  it 
wouldn’t  raise  2 billion  dollars  a year,  which  is 
estimated  this  bill  would  cost. 

What  does  this  mean  in  terms  of  a doctor  trying 
to  practice  his  profession?  What  about  in  terms 
of  the  general  public?  What  could  they  anticipate 
in  quality  of  care  available  to  them?  Briefly,  I 
will  tell  you  what  has  been  done  by  us  at  the 
A.M.A.  headquarters,  by  various  state  medical 
societies,  and  by  others  who  are  opposing  this 
bill,  and  also  will  tell  you  what  is  planned  to  be 
done.  I want  to  outline  some  of  these  to  you  so 
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you  can  get  an  idea  of  the  magnitude  of  this  prob- 
lem to  try  to  beat  this  bill.  When  you  see  things 
that  are  in  the  mill,  you  can  get  a good  idea  how 
seriously  this  matter  is  being  taken. 

What  has  been  done? 

The  A.M.A.  and  state  medical  societies  have 
been  concerned  with  health  care  problems  of  the 
aged  for  many  years.  We  were  concerned  with 
these  problems  long  before  labor  unions  selected 
Forand  as  the  author  of  this  bill.  He  was  the  ap- 
propriate man  to  sponsor  this  bill  because  of  his 
position  on  the  Ways  and  Means  Committee. 

Medicine  has  been  interested  for  a long  time. 
Medicine  created  these  problems  by  increasing  the 
life  span  of  our  people.  Medicine  has  created  the 
aged.  It  is  our  job  to  solve  some  of  these  health 
care  problems.  It  is  my  purpose  to  outline  some  of 
these  projects  that  are  currently  occupying  our 
attention.  In  1958  the  A.M.A.,  with  state  societies 
(and  your  state  participated) — 482  county  soci- 
eties, 17  commissions  of  health — had  a meeting  to 
try  and  decide  certain  basic  principles  that  should 
be  striven  for  to  solve  some  of  those  problems.  Out 
of  this  grew  a six-point  program  on  the  problems 
of  the  aged. 

As  a result,  48  state  medical  societies  have 
committees  on  the  aged.  Various  states  have  va- 
rious programs  to  try  to  solve  these  problems 
locally.  They  have  met  with  varying  degrees  of 
success,  depending  upon  the  effort  and  time  in- 
volved. 

In  1958,  nationally  a joint  commission  on  Health 
Care  of  the  Aged  was  established.  This  coordinated 
A.M.A.,  hospital,  dental,  and  nursing  home  asso- 
ciations. This  group  is  still  active  and  doing  a good 
job. 

In  February,  1959,  we  joined  the  Department 
of  Health,  Education  and  Welfare  to  hold  another 
national  conference  to  discuss  homemakers’  service 
programs.  The  Council  on  Medical  Service  has 
been  and  is  active.  We  are  scheduling  eight  re- 
gional conferences  in  this  field.  Four  have  been 
held  already.  Four  more  are  scheduled  between 
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now  and  March  of  next  year.  Participants  at  these 
meetings  have  been  representatives  of  labor  and 
religious  groups,  general  public  and  all  health  or- 
ganizations plus  the  medical  profession.  The  con- 
ferences have  run  from  five  to  eight  or  nine  hun- 
dred people  at  each  session. 

The  basic  purpose  of  the  conferences  is  to  stim- 
ulate realistic  attitudes  in  public  minds  of  doctors 
with  respect  to  health  problems  of  the  aged,  and 
to  stimulate  more  personal,  community  and  state 
response  in  solving  these  problems. 

The  A.M.A.  has  put  out  a great  deal  of  litera- 
ture on  these  problems — a question-and-answer 
pamphlet  on  the  Forand  Bill — over  100,000  have 
been  distributed  so  far.  Over  75  speeches  have 
been  given  by  officers,  members  of  our  Board  of 
Trustees,  in  various  parts  of  the  country.  There 
has  been  publicity  in  magazines.  We  are  preparing 
a 30-minute  film  for  television  on  the  health  care 
problems  of  the  aged.  Dr.  Orr’s  remarks  were 
reproduced  by  225  television  and  radio  stations 
and  on  the  program,  “Monitor.”  Three  new  ex- 
hibits have  been  created,  which  are  available  for 
showing  at  your  county  society  meetings,  fairs, 
and  to  the  general  public. 

Legislative  hearings 

As  for  hearings:  Last  July  the  House  Ways  and 
Means  Committee  conducted  hearings.  We  set  up 
headquarters  at  the  Statler  Hotel  in  Washington 
and  attempted  to  interview,  to  brief,  to  question 
all  of  the  witnesses  that  were  to  testify  before  the 
House  Ways  and  Means  Committee  in  opposition  to 
this  bill.  We  set  up  a mock  Ways  and  Means  Com- 
mittee. We  had  them  read  their  statements,  sub- 
jected them  to  questions.  Sixty-five  witnesses  ap- 
peared. They  were  split  about  even — opponents 
and  proponents  of  this  bill.  They  have  enough 
support  from  labor  and  other  groups  to  indicate 
the  seriousness  of  this  problem  which  we  have. 

However,  we  are  not  without  friends  on  the 
House  Ways  and  Means  Committee.  There  are 
two  men  to  whom  the  doctors  owe  a great  debt 
of  gratitude:  Tom  Curtis,  the  Representative  from 
Missouri,  and  Bruce  Alger,  from  Dallas,  Texas. 
If  doctors  permit  these  two  men  to  be  defeated, 
they  have  no  one  to  blame  but  themselves  if  we 
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The  test— you  might  say  the  acid  test— of  an  anticholinergic  is  simple:  wifi 
it  protect  your  patient  from  hyperacidity  around  the  clock,  even  while  he 
sleeps.  The  weakness  of  t.i.d.  or  q.i.d.  preparations  is  well  recognized;  but 
even  some  “b.i.d.”  encapsulations  may  be  unreliable.  McHardy,  for  instance, 
found  a “widely  variable  duration  of  action,  definitely  less  than  that  an- 
ticipated” in  the  “sustained,”  "delayed,”  and  “gradual  release”  anticholiner- 
gics he  studied.' 

COMPARE  THE  DATA  ON  ENARAX  . . .the  new  combination  of  an  inherently 
long-acting  anticholinergic  (oxyphencyclimine)  and  Atarax,  the  non-secretory 
tranquilizer.  Note  the  effectiveness  of  oxyphencyclimine: 

OBSERVE  THE  OXYPHENCYCLIMINE  REPORTS... 

McHardy:  “[Oxyphencyclimine]  has  proved  to  be  an  excellent  sustained- 
action  anticholinergic  in  our  study  of  this  agent  over  a period  of 
eighteen  months.”' 

Kemp:  ". . . for  the  majority  of  patients,  one  tablet  every  12  hours  pro- 

vided adequate  control.  This  characteristic  long  action  . . . may 
constitute  an  advantage  of  this  drug  as  compared  to  coated 
‘long-acting’  preparations  of  other  compounds.”' 

Add  Atarax  to  this  12-hour  anticholinergic.  The  resulting  combination - 
ENARAX- now  gives  relief  from  emotional  stress,  in  addition  to  a reduction 
of  spasm  and  acid.  Atarax  does  not  stimulate  gastric  secretion.  No  serious 
adverse  clinical  reaction  has  ever  been  documented  with  Atarax. 

LOOK  AT  THE  RESULTS  WITH  ENARAX' 

Does  the  medication  you  now  prescribe  assure  you  of  all  these  benefits? 
If  not,  why  not  put  your  next  patient  with  peptic  ulcer  or  G.l.  dysfunction 
on  therapy  that  does. 
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PROVIDE  CONTINUOUS  CONTROL  OF  ACID  SECRETIONF 


“Prolonged  periods  of  achlorhydria"  after  10  mg.  oxyphencyclimlne  q.  12  h.* 

MEAN  GRAPH  OF  GASTRIC  ACIDITY  IN  4 PATIENTS  RECEIVING 
COMPLETE  THERAPEUTIC  REGIMEN  • 24-HOUR  STUDY 


Clinical  Diagnosis:  Peptic  Ulcer  — Gastritis  — Gastro- 
enteritis—Colitis— Functional  Bowel  Syndrome -Duo- 
denitis-Hiatus Hernia  (symptomatic)— Irritable  Bowel 
Syndrome-Pylorospasm-Cardiospasm— Biliary  Tract 
Dysfunctions— and  Dysmenorrhea. 

Clinical  Results:  Effective  in  over  92%  of  cases. 

As  for  Safety:  “Side  reactions  were  uncommon,  usu- 
ally no  more  than  dryness  of  the  mouth. . , 


Each  ENARAX  tablet  contains:' 


Oxyphencyclimine  HCI 10  mg. 

Hydroxyzine  (ATARAX®) 25  mg. 


Dosage:  One-half  to  one  tablet  twice  daily— preferably  in 
the  morning  and  before  retiring.  The  maintenance  dose 
should  be  adjusted  according  to  therapeutic  response. 
Use  with  caution  in  patients  with  prostatic  hypertrophy 
and  with  ophthalmological  supervision  only  in  glaucoma. 
Supplied:  In  bottles  of  60  black-and-white  scored  tablets. 
References;  1.  McHardy,  G.,  et  al.:  J.  Louisiana  M.  Soc. 
111:290  (Aug.)  1959.  2.  Steigmann,  F.:  Study  conducted 
at  Cook  County  Hospital,  Chicago,  Illinois,  in  press.  3. 
Kemp,  J.  A.:  Antibiotic  Med.  & Clin.  Therapy  6:534  (Sept.) 
1959.  4.  Leming,  B.  H.,  Jr.:  Clin.  Med.  6:423  (Mar.)  1959. 
5.  Data  in  Roerig  Medical  Department  files. 
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lose  this  fight.  These  two  men  were  present  at  al- 
most every  meeting  of  the  hearings  for  five  days 
and  never  permitted  a witness  to  present  a side 
in  favor  of  this  bill  without  giving  him  grueling 
cross-examinations. 

We  had  a meeting  October  2 and  3 in  St.  Louis. 
Your  President,  President-elect  and  Executive  Sec- 
retary were  present.  This  was  specifically  for 
representatives  of  state  medical  societies  to  tell 
them  about  the  bill,  what  is  being  done,  what  we 
expect  of  state  societies.  There  was  a panel  of  the 
political  aspects  of  this  and  that  doctors  must  do 
political  and  legislative  work.  We  had  Tom  Curtis 
as  speaker.  Congressman  Alger,  and  Governor 
O’Malley  of  Idaho.  We  had  one  central  theme:  If 
doctors  want  to  continue  to  succeed  in  their  legis- 
lative efforts,  they  are  going  to  have  to  become 
as  active  as  citizens  in  political  activities.  Our 
Field  Service  Division  has  concluded  its  visits  to 
members  on  the  House  Ways  and  Means  Commit- 
tee and  Senate  Finance  Committee.  If  the  bill  is 
reported  favorably  this  year  by  the  House  Ways 
and  Means  Committee,  we  will  have  to  have  a 
great  deal  of  support  from  all  Congressmen. 

We  have  created  a program  to  try  to  encourage 
you  as  physicians  to  contact  your  Congressmen 
while  they  are  at  home.  When  you  think  of  your 
individual  Congressman,  you  think  he  is  all  for 
you  or  against  you.  If  he  is  for  you,  you  feel  you 


(Fortified  Triple  Strength) 


Improved  Douche  Powder 

(Hexachloro phene  deodorant) 


FORTIFIED — With  Sodium  Lauryl  Sul- 
fate and  Alkyl  Aryl  Sulfonate. 

DETERGENT — High  surface  activity  in 
acid  and  alkaline  media. 

LOW  SURFACE  TENSION—Increases 
penetration  into  the  vaginal  rugae 
and  dissolution  of  organisms  such  as 
Trichomonas  and  fungus. 

HIGH  SURFACE  ACTIVITY— Liquefies 
viscus  mucus  on  vaginal  mucosa,  re- 
leasing accumulated  debris  in  the 
vaginal  tract. 

Buffered  to  control  a normal  vaginal  pH. 


C.  M.  CASE  LABORATORIES 
San  Diego,  California 


don’t  want  to  waste  time  to  see  him.  If  he  is 
against  you,  you  think  it  wouldn’t  do  any  good  to 
see  him  anyway.  That  is  a false  philosophy.  We 
haven’t  anyone  for  sure.  This  bill  has  got  a lot  of 
support.  If  we  are  to  keep  our  friends,  we  must 
see  them  while  they  are  home.  You  might  not  be 
able  to  convert  an  adverse  Congressman,  but  you 
might  sufficiently  dampen  his  enthusiasm  to  keep 
him  away  when  a vote  is  taken. 

What  is  being  done? 

Now,  a few  comments  on  what  is  being  done. 
Last  year  the  Senate  Labor  and  Welfare  Commit- 
tee created  a McNamara  Committee,  which  was 
strictly  a political  effort  on  the  part  of  Senator 
McNamara  to  garner  support  for  himself  on  the 
basis  of  problems  of  the  aged — in  all  health  prob- 
lems of  the  aged,  economics,  housing — all  types  of 
problems. 

Early  in  the  game  we  had  Senator  McNamara 
to  come.  Frankly,  I think  we  embarrassed  him. 
They  didn’t  have  a program  and  he  wasn’t  sure 
what  the  program  was  all  about.  We  interviewed 
members  of  his  staff.  We  asked  staff  members 
what  was  the  purpose  of  the  McNamara  hearings. 
They  said  the  purpose  was  to  get  Senator  McNa- 
mara re-elected!  They  have  held  hearings  in  June, 
July,  and  August.  We  testified  at  those  hearings. 
They  are  now  conducting  hearings  throughout  the 
country. 

They  haven’t  been  too  interested  in  hearing 
from  doctors  or  people  who  know  something  about 
the  problems,  but  have  had  town  meetings  where 
they  invite  people  sufficient  with  strength  to  dis- 
cuss their  problems.  They  have  heard  some  pretty 
sad  stories.  They  haven’t  had  the  impact  that 
McNamara  and  his  staff  had  hoped  for.  They 
have  had  the  effect  of  taking  time  of  people  of 
the  A.M.A.,  to  encourage  our  doctors,  hospital 
people,  nursing  home  people  to  make  themselves 
available  at  hearings  and  to  take  care  of  pressing 
problems.  Although  purposes  have  been  political 
and  effect  not  very  good,  they  have  occupied  a 
lot  of  time  and  this  has  been  an  expensive  propo- 
sition. 

The  White  House  Conference  will  be  held  in 
1961.  We  are  trying  to  get  delegates  to  go  to  this 
meeting — official  health  people  and  representatives 
of  medical  societies.  People  with  different  views 
than  ours  are  working  just  as  hard  to  stack  this 
conference  with  people  committed  to  the  Forand 
legislation.  If  the  Y'^hite  House  Conference  comes 
forth  in  favor  of  this,  it  will  be  difficult  to  beat. 

AM. A.  kit 

We  are  planning  an  allied  conference  for  medical 
groups.  We  are  encouraging  every  state  society 
to  set  up  an  active  program.  I have  a kit  of  ma- 
terial that  has  been  prepared  by  our  Public  Rela- 
tions Department  which  really  gets  down  to  the 
minute  details  of  the  tools  you  need  at  the  state 
and  county  level  to  do  the  job.  Some  of  the  things 
that  are  included  to  aid  you  are: 
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Material  for  your  use  to  contact  and  alert  the 
profession 

Materials  to  use  to  alert  the  public 
Analysis  of  the  Forand  Bill 
Question-and-answer  pamphlet 
Health  Insurance  Industry  pamphlet 
Twenty-minute  speech  for  use  by  doctors  in 
addressing  medical  groups 

Outlines  detailed  program  for  Congressmen 
while  they  are  at  home 
Editorials  to  use 

Filler  material  for  your  state  society  publica- 
tion 

Press  release 

On  the  public  side:  There  are  (1)  the  20-minute 
speech  for  use  by  doctors,  with  a press  release  to 
accompany  it;  (2)  12-minute  speech  for  sample, 
plus  press  releases;  (3)  pamphlets  for  your  use 
as  a hand-out  to  your  patients;  (4)  community- 
leader  pamphlets,  “Youth  Is  a State  of  Mind”;  (5) 
a recording  of  a talk  on  comments  on  this  bill  by 
Dr.  Orr,  who  is  President  of  the  A.M.A.;  (6)  a 
group  of  continuous  slides  which  deal  with  the 
bill  and  its  effects.  This  is  prepared  for  your  use 
at  your  county  medical  society  meetings.  This  gets 
the  message  to  the  doctors.  However,  I understand 
there  is  a shortage  of  the  type  of  equipment  that 
is  necessary  to  show  this  film,  but  if  you  get  the 
equipment,  I think  you  would  find  it  profitable. 

Despite  all  that  has  been  done,  we  still  know 
the  biggest  part  of  the  job  lies  ahead  of  us  when 


Congress  reconvenes  on  January  6.  There  may  be 
additional  hearings.  If  the  bill  is  reported  favor- 
ably by  the  committee  and  it  passes  the  House, 
there  will  be  hearings  by  the  Senate  Finance  Com- 
mittee. Labor  had  many  problems  of  their  own  last 
year  to  curb  their  powers  and  effectiveness.  They 
have  told  us  they  are  prepared  to  go  all  the  way 
to  get  the  Forand  Bill  enacted.  They  didn’t  put 
out  a maximum  effort  in  the  first  session  of  Con- 
gress. 

There  are  a lot  of  doctors  in  this  country  who 
think  this  bill  has  a slight  chance  for  passage  be- 
cause it  is  so  obviously  bad,  but  I can  assure  you 
that  anyone  who  feels  that  way  couldn’t  be  more 
wrong.  It  has  about  a 50-50  chance  of  passage. 

If  the  Democratic  party  should  include  as  a 
plank  in  their  platform  sponsorship  of  this  type 
of  proposal,  others  would  shift  in  favor  of  passage. 
If  the  bill  is  amended  to  limit  it  to  hospital  care, 
our  position  would  still  be  weakened.  There  is  no 
question  but  what  we  have  a tough  and  rugged 
fight  ahead  in  1960,  if  we  are  going  to  beat  this 
legislation.  This  fight  is  not  going  to  be  won  in 
Washington  or  Chicago,  but  in  communities  like 
Roswell,  New  Mexico.  It  isn’t  going  to  be  won  or 
lost  by  the  President  of  the  Trustees  of  the  A.M.A., 
but  will  be  won  or  lost  by  individual  doctors  and 
citizens  in  your  community. 

You  know  the  facts.  If  you  don’t  know  the 
facts,  you  have  every  opportunity  to  learn  about 
them.  You  have  the  weapons.  We  have  tried  to 
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devise  every  conceivable  tool  to  put  in  your  hands 
to  beat  this  bill.  We  have  a cause  to  fight  for.  This 
is  a dangerous  bill.  You  still  have  time  to  make  a 
choice — a fight  in  the  next  session  or  letting  this 
bill  pass.  In  the  final  analysis,  whatever  happens 
is  up  to  you  as  individual  doctors. 

Texas  delegate  introduced 

M.  D.  Thomas,  M.D.,  Fraternal  Delegate  from 
Texas,  was  introduced  by  the  Vice  Speaker.  Dr. 
Thomas  stated  that  he  was  happy  to  be  in  attend- 
ance at  the  meeting  and  extended  an  invitation 
to  all  Delegates  to  attend  the  Clinical  Session  of 
the  A.M.A.  in  Dallas,  in  December. 

The  Vice  Speaker  turned  the  meeting  back  to 
the  Speaker,  C.  Pardue  Bunch,  M.D.,  who  called 
for  the  report  of  the  Reference  Committee  on 
Council  and  Officers  Reports,  John  Abrums,  M.D., 
Chairman. 

Report  of  Reference  Committee 
on  Council  and  Officers  Reports 

1.  This  committee  approved  the  report  of  the 
Liaison  Committee  to  Allied  Professions  and  urges 
the  committee  to  pursue  with  diligence  its  liaison 
work  with  the  Hospital  Association,  especially  in 
respect  to  proposed  legislative  activities  of  the  two 
Associations,  and  moved  that  this  report  be  ap- 
proved and  accepted.  Motion  was  duly  seconded 
and  carried. 


2.  The  committee  recommended  acceptance  of 
the  report  of  the  Committee  on  Aging  with  the 
following  revisions:  On  page  2 of  this  report,  third 
paragraph,  change  the  following  sentence:  “.  . . I 
charge  our  Interim  House  of  Delegates.  . . . the 
importance  of  this  problem  and  direct  them  by 
resolution  to  make  it  . . .”  to:  “The  committee 
requests  our  Interim  House  of  Delegates  to  specifi- 
cally indicate  to  constituent  societies  the  impor- 
tance of  this  problem  and  suggests  that  they  make 
it  one  of  their  primary  objectives  of  the  ensuing 
year  or  years.” 

The  reference  committee  noted  with  regret  the 
resignation  of  Samuel  Ziegler,  M.D.,  as  Chairman 
of  the  Committee  on  Aging,  and  expressed  its 
appreciation  to  him  for  the  time  and  effort  he  has 
given  in  behalf  of  this  problem. 

Dr.  Abrums  moved  the  acceptance  of  this  re- 
port as  amended.  The  motion  was  duly  seconded 
and  carried. 

3.  The  committee  approved  the  report  of  the 
American  Medical  Education  Foundation  Commit- 
tee. The  committee  moved  the  acceptance  of  this 
report  for  filing.  The  Speaker  announced  the  re- 
port would  be  filed. 

4.  The  committee  approved  the  report  of  the 
Advisory  Committee  to  the  Board  of  Regents  of 
the  University  of  New  Mexico.  The  Chairman 
moved  acceptance  of  this  report  for  filing.  The 
Speaker  announced  the  report  would  be  filed. 
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5.  The  committee  approved  the  report  of  the 
Advisory  Committee  to  the  Department  of  Public 
Welfare,  with  the  following  changes;  On  page  9, 
section  d,  in  the  following  sentence:  “When  prior 
authorization  has  been  given  and  in  cases  of  emer- 
gency surgery  already  carried  out,  the  physician 
will  . . . add:  “On  request  of  the  Medical  Director 
of  the  Department  of  Public  Welfare  submit  copies 
of  his  operative  record,”  etc.  The  Chairman 
moved  that  the  report  of  the  Advisory  Committee 
to  the  Department  of  Public  Welfare,  as  amended, 
be  adopted.  Motion  was  duly  seconded  and  carried. 

6.  The  committee  recommends  acceptance  of 
the  report  of  the  Constitution  and  By-Laws  Com- 
mittee with  the  following  changes: 

a.  Chapter  I,  Section  1,  paragraph  e:  Change 
“regular  member”  to  read:  “associate  member.” 
The  Speaker  of  the  House  of  Delegates  advised 
that  this  amendment  would  have  to  be  voted  on 
at  the  Annual  Meeting  in  May. 

b.  The  committee  requests  clarification  of  the 
functions  of  the  New  Mexico  Physicians’  Service, 
Chapter  6,  Section  9,  a,  b,  c, 

(a)  Omar  Legant,  M.D.,  Chairman,  Board  of 
Trustees,  N.M.P.S.,  was  accorded  the  floor  and 
stated:  “This  is  no  change  from  the  existing  situa- 
tion, and  in  my  mind,  it  does  not  require  clarifica- 
tion. The  language  used  in  the  recommendation  is 
taken  verbatim  from  the  report  made  by  a com- 
mittee in  1954,  which  met  for  several  days  in 


Albuquerque  hearing  various  insurance  company 
representatives,  and  coming  up  with  a recommen- 
dation to  the  Housfe  of  Delegates,  which  was  sub- 
sequently passed.  The  recommendation  is  listed 
here:  ‘The  service  program  of  the  New  Mexico 
Physicians’  Service  is  the  essence  of  the  plan,  and 
it  is  meant  to  provide  full  medical  coverage  to 
certain  income  groups.  New  Mexico  Physicians’ 
Service  was  created  by  the  Society,  and  its  con- 
tinuation is  possible  only  with  the  continued  sup- 
port of  you  physicians.’  ” 

Dr.  Legant  continued,  indicating  that  there 
were  over  400  members  of  the  Society  participat- 
ing in  this  plan  and  elaborated  on  Board  of  Trus- 
tees’ endorsements  of  insurance  plans  of  insurance 
companies  who  offer  N.M.P.S.  to  citizens  of  this 
state. 

Dr.  Abrums  moved  an  amendment  to  Chapter 
VI,  Section  9,  following:  “For  the  purpose  of,” 
that  “all  of  the  following”  be  added.  Motion  was 
duly  seconded  and  carried. 

c.  (1).  On  page  14,  Chapter  X,  Section  2,  add: 
“(1)  Any  rules  or  customs  of  a County  Society 
shall  be  respected.” 

(2).  Page  14,  Chapter  X,  Section  2 b,  add  to  (5), 
the  following  sentence:  “Except  classified  section 
of  the  community  telephone  books,  there  shall  be 
only  one  listing  under  physicians  and  surgeons, 
M.D.,  and  all  such  listings,  whether  for  individuals, 
groups,  or  buildings,  shall  be  of  uniform  size  and 
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style  of  lettering.”  The  Chairman  moved  adoption 
of  these  changes  to  this  section  of  the  committee 
report.  Motion  was  duly  seconded  and  carried. 

The  Chairman  of  the  committee  reported  that 
it  does  not  find  in  the  new  set  of  By-Laws,  or  in 
the  Constitution  and  By-Laws  Committee  report, 
any  specific  authority  given  to  the  Council  to  act 
for  the  Society  and  to  make  decisions  binding  on 
the  Society  when  the  House  of  Delegates  is  not  in 
session.  The  Chairman  of  the  committee  moved 
that  the  Constitution  and  By-Laws  Committee  be 
instructed  to  draw  up  such  a provision  in  the  By- 
Laws.  Motion  was  duly  seconded  and  carried. 

Dr.  Abrums  moved  the  adoption  of  the  entire 
report  of  the  Constitution  and  By-Laws  Committee 
as  amended.  Motion  was  duly  seconded  and  car- 
ried. 

7.  Council  Reports. 

The  committee  requested  clarification  of  item  3 
of  the  November  4th  Supplemental  Report  of  the 
Council.  After  considerable  discussion,  it  was  duly 
moved,  seconded  and  carried  that  item  3 of  the 
supplemental  report  be  referred  back  to  the  Coun- 
cil for  a report  to  the  next  House  of  Delegates. 

The  Chairman  of  the  committee  moved  an 
amendment  to  the  September  26,  1959,  Council 
meeting,  item  10,  that  the  word  “pathological”  be 
inserted  before  “tissue,”  and  with  this  change,  the 
committee  recommends  the  adoption  of  the  Coun- 
cil reports  and  the  approval  of  the  Council’s  activi- 


ties since  the  last  meeting  of  the  House  of  Dele- 
gates. The  Chairman  moved  the  approval  of  the 
Council  reports,  as  amended.  Motion  was  duly  sec- 
onded and  carried. 

8.  The  committee  approved  the  report  of  the 
Delegate  to  the  American  Medical  Association  and 
moved  that  this  report  be  accepted.  The  Speaker 
announced  that  this  report  would  be  filed. 

Dr.  Abrums  moved  that  the  report  on  the  Ref- 
erence Committee  on  Officers  and  Council  Reports 
as  a whole,  and  as  amended,  be  accepted.  Motion 
was  duly  seconded  and  carried. 

Report  of  the  Committee  on 
Miscellaneous  Business 

The  Speaker  called  on  W.  W.  Kridelbaugh, 
M.D.,  the  Chairman  of  the  Reference  Committee 
on  Miscellaneous  Business,  who  reported  as  fol- 
lows: 

1.  The  committee  approved  the  report  of  the 
Rocky  Mountain  Medical  Conference  Committee 
and  recommends  that  this  report  be  filed.  The 
Speaker  announced  the  report  would  be  filed. 

2.  The  committee  approved  the  report  of  the 
Student  Loan  Fund  Committee  and  recommended 
that  the  report  be  filed.  The  Speaker  announced 
the  report  would  be  filed. 

3.  The  committee  recommends  the  following 
amendments  to  the  Medical-Legal  Committee’s 
suggested  Medical-Legal  Code: 
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(a)  Section  A — Medical  Reports:  Section  2. 
Change  the  entire  paragraph  to  read  as  follows: 
“When  a report  is  requested  by  the  patient’s  attor- 
ney, supported  by  proper  written  authorization 
from  the  patient  where  the  report  is  to  be  based 
on  information  which  the  doctor  can  obtain  from 
his  office  records,  the  doctor  should  furnish  such 
report  with  a reasonable  fee.  Where  the  requested 
report  would  require  an  additional  examination  of 
the  paitent  or  would  require  that  the  doctor  check 
hospital  records,  a reasonable  charge  would  be 
made  in  an  amount  to  be  agreed  upon  between  the 
doctor  and  the  patient,  or  the  patient’s  attorney. 
The  fee  for  the  examination  would  be  in  addition 
to  the  report  charge.  If  a patient  or  his  attorney 
feels  that  he  is  being  overcharged,  he  has  recourse 
to  the  Grievance  Committee  of  the  local  Medical 
Society.” 

The  Chairman  moved  that  this  amendment  to 
Section  2,  of  Section  A of  the  Medical-Legal  Code 
be  adopted.  Motion  was  duly  seconded  and  carried. 

(b)  Under  Section  F,  Evaluation  by  Doctor 
Other  Than  Attending  Doctor:  Following  the  last 
words  in  the  first  sentence,  “casual  relationship,” 
insert  the  following:  “so  long  as  the  attorney  first 
notifies  the  attending  physician  of  his  desire  to 
refer  the  patient  for  further  consultation.”  The 
Chairman  moved  the  committee’s  recommendation 
for  the  foregoing  addition.  Motion  was  duly  sec- 
onded and  carried. 

(c)  Section  1.  Hospital,  Medical  Charts  and 


Records:  The  committee  recommends  that  in  the 
following:  “The  doctor  or  hospital  shall  make  all 
records,  charts,  and  data  available  . . .”  that  be- 
fore “records,”  be  inserted  the  word,  “pertinent.” 
The  committee  further  recommends  the  addition 
of  the  following,  after  the  word,  “copying,”  “ex- 
cept that  the  doctor  may  withold  his  personal 
office  record  from  copying,  if  he  so  wishes  and 
provide  an  abstract  of  same  upon  proper  request.” 
The  Chairman  moved  acceptance  of  these  addi- 
tions to  paragraph  1. 

Motion  was  duly  seconded  and  carried. 

The  Chairman  moved  acceptance  of  the  Code 
as  amended  today  and  that  the  exhibits  attached 
to  the  Code  be  specifically  stated  that  they  are 
not  a part  of  the  Code. 

Motion  was  duly  seconded  and  carried. 

Dr.  Abrums  moved  that  the  exhibits  be  includ- 
ed as  not  part  of  the  Code,  but  as  useful  informa- 
tion in  carrying  out  the  purposes  of  the  Code,  and 
be  published  as  an  addendum  to  the  Code. 

Motion  was  duly  seconded  and  carried. 

4.  The  committee  approved  the  report  of  the 
Scientific  Program  Committee  and  recommended 
that  it  be  filed.  The  Speaker  announced  this  report 
would  be  filed. 

5.  The  committee  recommends  that  in  the  re- 
port of  the  Public  Health  Committee,  under  item 
1,  the  second  paragraph,  that  there  be  added  the 
following:  “The  New  Mexico  Medical  Society  shall 
by  letter  inform  each  member  physician  of  the 
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The  Emory  John  Brady  Hospital 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McCleUan,  M.D. 
James  E.  Edwards,  M.D. 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Croup  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 
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relieves  painful  muscle  spasm 
and  relaxes  the  patient 


Impressive  numbers  of  patients  with  low 
back  pain  and  other  musculospastic 
conditions  treated  with  Trancopal  have 
been  freed  of  symptoms  and  enabled 
to  return  to  their  usual  activities,  according 
to  newly  published  clinical  reports.  In  a 
recent  study  by  Lichtman,^  Trancopal  brought 
excellent  to  satisfactory  muscle  relaxation  to 
817  of  879  patients.  The  patients  in  this 
group  suffered  from  skeletal  muscle  spasm 
associated  with  low  back  pain  (361  cases), 
stiff  neck  (128  cases),  bursitis  (177  cases), 
and  other  skeletal  muscle  disorders 
(213  cases).  Side  effects  were  rare  (2  per 
cent  of  patients),  and  it  was  not 
necessary  to  discontinue  medication  in  any 
of  the  patients.  Lichtman  comments : 
iiChlormethazanone  [Trancopal]  not  only 
relieved  painful  muscle  spasm,  but 
allowed  the  patients  to  resume  their  normal 
activities  with  no  interference  in  performance 
of  either  manual  or  intellectual  tasks.^?- 

When  you  prescribe  Trancopal  for  musculoskeletal  disorders,  you  can  confidently 
expect  that  your  patients  will  be  relieved  of  the  pain  and  stiffness.  You  can  be  sure 
of  their  speedy  return  to  everyday  work  and  recreation. 


Mullin  and  Epifano  call  Trancopal  . a very  effective  skeletal  muscle  spasmolytic.??^ 
They  found  that  Trancopal  brought  good  to  excellent  relief  to  all  of  39  patients  with 
skeletal  muscle  spasm  related  to  trauma,  bursitis,  rheumatoid  arthritis,  osteoarthritis,  and 
intervertebral  disc  syndrome.  (No  side  effects  were  noted  except  that  one  patient  had  slight 
dryness  of  the  mouth.) 

The  pattern  is  similar  in  every  new  series  reported:  Ganz,^  DeNyse,'^  Shanaphy®  and  Stough.'^ 

Trancopal  is  a true  '*tranquilaxanf' 

Trancopal  . . combines  the  properties  of  tranquilization  and  skeletal  muscle  relaxation 
with  no  concomitant  change  in  normal  consciousness.”® 


Relieves  dysmenorrhea 


Trancopal  not  only  is  valuable  in  treating  patients  with  low  back 
pain  and  other  musculoskeletal  disorders,  but  is  also  very  effective 
in  bringing  relief  from  menstrual  cramps  and  discomfort. 
Shanaphy  suggests  that  Trancopal  may  help  the  patient  by  its 
combination  of  muscle  relaxant  and  tranquilizing  actions,  and  he 
finds  that  <<...the  continued  use  of  chlormezanone  [Trancopal]  as 
a therapeutic  agent  in  dysmenorrhea  is  advisable.??®  Trancopal  was 
effective  in  82  per  cent  of  his  series  of  50  patients.  In  another  study, 
which  dealt  with  52  adolescent  girls  and  23  women,  Stough^  reported 
that  Trancopal  gave  complete  or  moderate  relief  in  86.4  per  cent. 


Alleviates  tension 

'And,  of  course,  Trancopal  is  also  very  useful  in  the  treatment  of  patients  in  anxiety 
' and  tension  states.  As  Ganz  says,  <4. . . a most  valuable  drug  for  relieving  tension, 
i apprehension  and  various  psychogenic  states . . . allows  the  patient  to  use  his  energies  in 
a more  productive  manner  in  overcoming  his  basic  problems.??^ 


ProlcssionaJ  modets  used  for  photographs. 


Trancopal 

a true  “tranquilaxant” 

that  relieves  skeletal  muscle  spasm 
and  relaxes  psychogenic  tension 
without  troublesome  side  effects, 
and  keeps  the  patient  on  the  job. 


Indicated  for . . . 

Musculoskeletal  disorders  Psychogenic  disorders 


Low  back  pain  (lumbago) 

Fibrositis 

Anxiety  and  tension  states 

Neck  pain  (torticollis) 

Ankle  sprain. 

Dysmenorrhea 

Bursitis 

tennis  elbow 

Premenstrual  tension 

Rheumatoid  arthritis 

Myositis 

Asthma 

Osteoarthritis 

Postoperative 

Angina  pectoris 

Disc  syndrome 

muscle  spasm 

Alcoholism 

Now  available  in  two  strengths: 

Trancopal  Caplets®,  100  mg. 

( peach  colored,  scored ) , bottles  of  100. 


w Trancopal  Caplets,  200  mg. 

STRENGTH  f AaMMr  (green  colored,  scored) , bottles  of  100. 

Dosage : Adults,  100  or  200  mg.  orally  three  or  four  times  daily.  Relief  of  symptoms 
occurs  in  from  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 


r K s reg.  U.  S.  Pat 


References:  1.  Lichtman,  A.  L.:  Scientific  Exhibit, 
meeting  of  the  International  College  of  Surgeons, 
Miami  Beach,  Fla.,  Jan.4-7, 1959.2.  Lichtman,  A. L.: 
Kentucky  Acad.  Gin.  Pract.  J.  4:28,  Oct.,  1958. 
3.  Mullin,  W.  G.,  and  Enifano,  Leonard:  Am.  Pract. 
& Digest  Treat.  10:1743,  Oct.,  1959.  4.  Ganz,  S.  E.; 
J.  Indiana  M.  A.  52 : 1134,  July,  1959. 5.  DeNyse,  D.  L.: 
M.  Times  8^:1512,  Nov.,  1959.  6.  Shanaphy,  J.  F.: 
Current  Therg.p.  Res.  1:59,  ^Oct.;  1959.  7.  Stough, 
A.  R.:  J.  Oklahoma  M.  A.  52:575,  Sept.,  1959. 


LABORATORIES 
New  York  18,  New  York 


Of  course,  women  like  “Premarin’* 


rpHERAPY  for  the  menopause  syn- 
drome  should  relieve  not  only  the 
j psychic  instability  attendant  the  con- 
dition, but  the  vasomotor  instability 
of  estrogen  decline  as  well.  Though 
they  would  have  a hard  time  explain- 
ing it  in  such  medical  terms,  this  is 
the  reason  women  like  “Premarin.” 

The  patient  isn’t  alone  in  her  de- 


votion to  this  natural  estrogen.  Doc- 
tors, husbands,  and  family  all  like 
what  it  does  for  the  patient,  the  wife, 
and  the  homemaker. 

When,  because  of  the  menopause, 
the  psyche  needs  nursing— “Premarin” 
nurses.  When  hot  flushes  need  sup- 
pressing, “Premarin”  suppresses.  In 
short,  when  you  want  to  treat  the 


whole  menopause,  (and  how  else  is 
it  to  be  treated?),  let  your  choice  be 
“Premarin,”  a complete  natural  es- 
trogen complex. 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 
Ayerst  Laboratories  • New  York  5; 

16,  N.  Y.  • Montreal,  Canada  K 
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action  of  the  House  of  Delegates  in  May,  1959, 
regarding  the  use  of  private  laboratory  facilities.” 
Dr.  Kridelbaugh  moved  that  this  recommendation 
be  added  to  the  Public  Health  Committee  report. 
Motion  was  duly  seconded  and  carried. 

Dr.  Kridelbaugh  moved  that  the  Public  Health 
Committee  report  be  adopted  by  the  House.  Motion 
was  duly  seconded  and  carried. 

6.  The  committee  considered  the  resolution  pre- 
sented by  Leland  S.  Evans,  M.D.,  for  the  Dona  Ana 
County  Medical  Society  concerning  insurance  ex- 
amination fees,  and  recommends  that  following  the 
word  “examinations,”  be  inserted  “in  the  State 
of  New  Mexico,”  and  moved  the  adoption  of  this 
resolution  and  referral  to  the  Medical-Legal  Com- 
mittee for  action. 

Motion  was  duly  seconded  and  carried  by  a 
vote  of  26  in  favor,  7 opposed. 

7.  The  committee  considered  the  invitation 
from  the  Eddy  County  Medical  Society  for  the 
1960  Interim  Session  of  the  House  of  Delegates 
and  recommends  grateful  acceptance.  Dr.  Kridel- 
baugh moved  that  the  House  of  Delegates  accept 
this  invitation. 

Motion  was  duly  seconded  and  carried. 

8.  The  resolution  from  McKinley  County  Medi- 
cal Society  concerning  protection  for  members  of 
the  Society  involved  in  litigation  because  of  their 
completion  of  the  Infant  Mortality  Survey  forms 
was  considered.  The  committee  heard  a report 
from  the  Chairman  of  this  committee,  David  Post, 
M.D.,  who  informed  the  committee  that  extreme 
care  had  been  taken  to  protect  these  reports,  each 
doctor’s  office  carries  malpractice  insurance,  there 
is  a legal  counsel  for  the  Society,  and  it  was  felt 
that  the  resolution  served  no  purpose.  The  Chair- 
man of  the  committee  moved  that  this  resolution 
not  be  adopted.  Motion  was  duly  seconded  and 
carried. 

9.  The  Chairman  pointed  up  that  the  resolu- 
tion concerning  premarital  certificates  had  been 
considered  and  the  committee  recommends  its  ap- 
proval. Motion  was  duly  seconded  and  carried. 

10.  The  Chairman  of  the  Reference  Committee 


on  Miscellaneous  Business  presented  the  following 
resolution  and  moved  its  adoption: 

“RESOLVED,  That  the  House  of  Delegates  of  the  New 
Mexico  Medical  Society  hereby  expresses  its  appreciation  to 
the  Chaves  County  Medical  Society  for  its  hospitality,  for  the 
use  of  the  High  School  and  its  facilities,  at  the  Interim  Ses- 
sion of  the  House  of  Delegates.” 

Motion  was  duly  seconded  and  carried. 

Dr.  Kridelbaugh  moved  that  the  report  of  the 
Committee  on  Miscellaneous  Business  be  adopted 
by  the  House  of  Delegates,  as  amended.  Motion 
was  duly  seconded  and  carried. 

The  Speaker  called  on  C.  R.  Beeson,  M.D., 
Chairman  of  the  Reference  Committee  on  Pub- 
lished Reports,  for  his  report. 

Report  of  the  Reference  Committee 
on  Published  Reports 

1.  The  committee  considered  the  report  of  the 
Convention  Site  Committee  and  the  resolution  in- 
troduced concerning  same  and  moved  that  the 
resolution  presented  to  the  House  of  Delegates  be 
rejected.  Motion  was  duly  seconded  and  carried 
with  three  opposing  votes. 

2.  The  Grievance  Committee’s  report  was  re- 
viewed and  the  committee  moved  that  this  report 
be  filed.  The  Speaker  announced  this  report  would 
be  filed. 

3.  The  Maternal  and  Infant  Mortality  Commit- 
tee report  was  reviewed  and  the  committee  moved 
that  this  report  be  filed.  The  Speaker  announced 
the  report  will  be  filed. 

4.  The  Medicare  Adjudication  Committee  report 
was  reviewed  and  the  committee  moved  that  this 
report  be  filed.  The  Speaker  announced  that  the 
report  would  be  filed. 

5.  The  Society’s  Representative  to  the  State  Co- 
ordinating Committee  on  School  Health  report  was 
reviewed,  and  the  committee  recommends  that  it 
be  filed.  The  Speaker  announced  the  report  would 
be  filed. 

6.  The  Society’s  Representative  to  the  Tuber- 
culosis Coordinating  Committee  report  was  re- 
viewed, and  the  committee  recommends  that  the 
report  be  filed,  with  the  deletion  of  the  last  sen- 
tence of  the  fourth  paragraph.  The  Speaker  an- 
nounced the  report  would  be  filed,  as  amended. 

7.  The  committee  reviewed  the  New  Mexico 


CAMBV 

SKyline  6-3651 


Camby  says:  “CAMBRIDGE  DAIRY  HAS  BEEN  PRODUCING 
QUALITY  MILK  FOR  DENVER  BABIES  SINCE  1892” 


690  So.  Colorado  Blvd.  We  Invite  Your  Inspection  and  Appreciate  Your  Recommendation 


114 


Rocky  Mountain  Medical  Journal 


Physicians’  Service  report  and  moved  the  report 
be  filed.  The  Speaker  announced  the  report  Avould 
be  filed.  5" 

8.  The  Public  Relations  Committee  report  was 
reviewed,  and  the  committee  expressed  its  thanks 
to  Dr.  Follingstad,  Chairman  of  the  committee, 
for  the  film  presentation,  and  moved  that  the 
report  be  filed  with  its  attached  reports.  The 
Speaker  announced  the  report  would  be  filed. 

9.  The  Rehabilitation  Committee  report  was  re- 
viewed, and  the  Chairman  moved  that  the  report 
be  filed.  The  Speaker  announced  the  report  would 
be  filed. 

10.  The  report  on  Relative  Value  Index  Com- 
mittee was  reviewed  and  thoroughly  discussed  in 
open  hearings  and  at  a subsequent  executive  ses- 
sion of  the  committee.  The  amended  report  of  Dr. 
Corcoran’s,  as  presented  to  the  Speaker  of  the 
House  and  referred  to  this  committee,  was  accept- 
ed and  its  contents  thoroughly  discussed. 

The  committee  felt  that  two  very  important 
preliminary  thoughts  should  be  reviewed  at  this 
time.  The  first  problem  for  consideration  is 
whether  the  Relative  Value  Index  Program  should 
be  considered  further  by  this  body.  The  second 
problem  is  whether  the  committee  felt  that  we 
were  ready  to  undertake  an  actual  survey  without 
further  consideration  by  the  New  Mexico  Medical 
Society. 

The  majority  opinion  of  the  committee  was 
that  the  New  Mexico  Medical  Society  was  not  yet 
ready  for  a survey.  The  minority  opinions  may  be 
discussed,  if  desired.  The  following  is  hereby  re- 
solved: 

It  is  deemed  necessary  for  the  New  Mexico  Medical 
Society  to  give  further  consideration  to  Relative  Values;  such 
values  have  been  and  will  be  determined  by  parties  who  are 
not  qualified  and  do  not  have  the  interest  of  physicians  in 
mind,  and  only  practicing  physicians  are  truly  cognizant  of 
proper  medical  values;  therefore,  be  it 

RESOLVED,  That  the  New  Mexico  Medical  Society  continue 
to  study  the  feasibility  of  developing  a Relative  Value  Index 
under  the  direction  of  the  Council  and  present  all  pertinent 
information  to  the  members  of  the  Society  prior  to  the  Annual 
Session  of  the  House  of  Delegates. 

C.  R.  Beeson,  M.D.,  Chairman 
H.  R.  Landmann,  M.D. 

R.  R.  Boice,  M.D. 

Dr.  Beeson,  Chairman  of  the  committee,  moved 
that  the  report,  as  amended  above,  be  adopted. 
Motion  was  duly  seconded  and  carried. 

The  Speaker  of  the  House  thanked  Joe  Cor- 
coran, M.D.,  Chairman  of  the  Relative  Value  Index 
Committee,  for  the  excellent  job  he  had  done  and 
the  vast  amount  of  time  he  had  spent  compiling 
information  on  the  Relative  Value  Index. 

Dr.  Beeson  moved  that  the  report  of  the  Refer- 
ence Committee  on  Published  Reports,  as  amended, 
be  accepted.  Motion  was  duly  seconded  and  car- 
ried. 

The  speaker  thanked  the  members  of  the  ref- 
erence committees,  officers,  etc.,  for  making  this 
session  so  comfortable. 

There  being  no  further  business,  the  meeting 
was  declared  adjourned  without  day. 

Respectfully  submitted, 

T.  L.  Carr,  M.D.,  Secretary-Treasurer. 
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TERFONYL 

Squibb  Triple  Sulfas  (Trisulfapyrimidines) 


Clinical  experience  continues  to  prove  that 
TERFONYL  provides  many  special  advantages 
fundamental  to  successful  antibacterial  therapy. 


. specificity  for  a wide  range  of  organisms  • superinfection  rarely 
encountered  • soluble  in  urine  through  entire  physiologic  pH  range 
• minimal  disturbance  of  intestinal  flora  • excellent  diffusion  through- 
out tissues  . readily  crosses  blood -brain  barrier  • sustained 
therapeutic  blood  levels  . extremely  low  incidence  of  sensitization 

SUPPLY:  Tablets,  0.5  gm.  • Suspension,  raspberry  flavored,  0.5  gm.  per  teaspoonful  (5oc.). 

Squibb  Quality— the  Priceless  Ingredient 

'TERFONYL'^  IS  A SQUIBB  TRADEMARK 


for  March,  1960 


117 


THE  HOSPITAL  BENEFIT  ASSURANCE  PLAN 
GUARANTEED  RENEWABLE 
FOR  LIFE 


B 


A.  LIFE  insurance  CO^iNY 


THE  H. 

;orBO,;,cymsVs;»BT.T»aUTT. 


March  1,  19®^ 


Dear  Doctor:  offices 

we  are  pleased  «.  states.  H.B.A.  is 

in  several  health  writing  company  m 

the  largest  ^ ]_e  years  many  of  our 

Arizona.  During  P neighboring  states.  Yo 

policyholders  Dave  moved  t 

Ly  recall  that  certain 
policyholders  of  ours. 

Approximately  ^t  of  a claim  form.  I am 

t:ld  without  the  ”:fi3°easy,  convenient,  time- 

snre  you  will  appreciate  thi 

saving  procedure. 

we  believe  you  will  find  “-^“f^oholtcystectomy  - 

;s:rone:hrromy  - f-fi-rirrrhrphysioian 

*262.50.  Benefits  are  „ „nke  no  attempt  to 

rendering  the  ' np  policyholders  that  an 

set  your  fee.  We  advise 

portion  of  the  su  directly  to  them, 

allowance  will 

our  new  ^ tniue''you°to  send  me  your 

pnr  at  any  time. 

comments 


m. 


Duke  R.  Gaskins, 
Medical  Director 


DRG;ld 


Offices  in; 
Suite  3, 1045  Acoma  Street 
Denver,  Colorado 
422  Continental  Bank  Building 

Salt  Lake  City,  Utah 


118 


Rocky  Mountain  Medical  Journal 


F®ffi  snMmTAMffi®ins  nMMiiJMnsAvTE®M 

a®mmst4  ©nsEASESg 

Poliomyelitis  -Diphtheria-Pertussis  -Tetanus 


PEDI -ANTICS 
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TgT»?AVAX  1 
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DOCTORS' 
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WHERE 

TETRAVAX 

IS  USED... 


TETRAYAX 

DIPHTHERIA  AND  TETANUS  TOXOIDS  WITH  PERTUSSIS  AND  POLIOMYELITIS  VACCINES 


now  you  can  immunize  against  more  diseases .. .with  fewer  injections 

Dose:  1 cc. 

Supplied:  9 cc.  vials  in  clear  plastic  cartons.  Pack- 
age circular  and  material  in  vial  can  be  examined 
without  damaging  carton.  Expiration  date  is 
on  vial  for  checking  even  if  carton  is  discarded. 

For  additional  information,  write  Professional  Services,  Merck  Sharp  & Dohme,  West  Point,  Pa. 


TETRAVAX  IS  A TRADEMARK  OF  MERCK  & CO,,  INC. 

MERCK  SHARP  & DOHME,  division  of  merck  & co.,  inc.,  Philadelphia  i,  pa. 
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This  is  Panalba 
performance.. 


pneumonia 


. . . into  a mixed  culture  of 
the  three  organisms 
commonly  involved  in 
pneumonia  . . . K.  pneu- 
moniae, Diplococcus 
pneumoniae,  and 
Staphylococcus  aureus 
(in  this  case  a resistant 
strain)  ...  we  introduce 
the  five  most  frequently 
used  antibiotics. 

Twenty-four  hours  later 
(in  this  greatly  enlarged 
photograph),  note  that 
only  one  of  the  five 
leading  antibiotics  has 
stopped  all  the  organisms, 
including  the  resistant 
staph!  This  is  Panalba. 

In  your  next  pneumonia 
patient  ...  in  all  your 
patients  with  potentially- 
serious  infections  . . . 
provide  this  extra 
protection  with  your 
prescription : 

Dosage— 1 or  2 capsules 
3 or  4 times  a day. 

Supplied— Capsules  containing 
Panmycin  phosphate  equivalent 
to  250  mg.  tetracycline 
hydrochloride,  and  125  mg. 

Albamycin  as  novobiocin 
sodium,  in  bottles  of  16  and  100. 

Now  available:  new  Panalba 
Half-Strength  Capsules  in 
bottles  of  16  and  100. 

Panalba' 

(Panmycin*  Phosphate  plus  Albamycin*) 

The  broad-spectrum 
antibiotic  of 
fifst  resort 


l^johat 


The  Upjohn  Company 
Kalamazoo,  Michigan 


•TRAOEMABK,  BEQ.  U.S.  PAT.  Cef> 


V ear  ^[^octor 

J{indly  cl~ieart: 


Dear  Dr.  Kindly  Heart: 

Mine  is  an  old  problem.  After  I was  graduated 
from  Medical  School  and  completed  my  intern- 
ship, I became  associated  with  a “well  established” 
physician  in  a small  Rocky  Mountain  town.  After 
a few  years  of  practice  on  a salary  basis,  I ap- 
proached this  doctor  with  the  idea  that  I become 
a profit-sharing  partner.  I was  then  shown  the 
fine  print  in  my  contract  and  discovered  I either 
had  to  move  at  least  50  miles  away  if  I wished  to 
start  my  own  practice,  or  pay  him  10,000  dollars! 
Since  I had  built  up  his  practice  practically  single- 
handed,  I decided  to  pay  him  the  10,000  dollars 
and  go  into  competition  against  him.  It  was  hard 
going  at  first  because  many  of  the  patients  I had 
gotten  for  him  were  afraid  to  “switch”  to  me,  but 
eventually  I began  to  gain  ground.  After  working 
night  and  day  over  the  years  and  sacrificing  vaca- 
tions and  meetings,  I eventually  developed  a prac- 
tice that  was  equal  to  his,  but  last  year  he  died 
and  since  then  I have  been  swamped  with  all  the 
business  in  town.  Now  to  get  someone  in  to  help 
me  I’ll  have  to  spend  another  $10,000.  Is  there 

any  justice?  Sincerely,  Dr.  “Out  10,000  Twice” 

Answer: 

Dear  “Out  10,000  Twice”: 

Yes,  I believe  there  is  justice — and  retribution. 

¥ 

Dear  Dr.  Kindly  Heart: 

After  filing  my  income  tax  I have  decided  that 
I am  paying  too  much.  Next  year  things  will  be 
different. 

I know  there  are  a lot  of  bookkeeping  tricks 
and  “hidden”  deductions  a fellow  can  use  and  I 
intend  to  find  out  all  about  them.  As  a matter  of 
fact.  I’ve  already  contacted  several  accountants 
and  tax  experts.  Can  you  give  me  a lead  as  to 
where  I can  obtain  further  information  along  this 

Signed:  Dr.  “Tax-Loop” 

Answer: 

Dear  Dr.  “Tax-Loop”: 

Of  course,  write:  Leavenworth  Federal  Peni- 
tentiary, Leavenworth,  Kansas. 


Federal  employees  Health  Benefits  program 

To  carry  out  its  broad  responsibilities  under 
the  new  Federal  Employees  Health  Benefits  pro- 
gram, scheduled  to  go  into  effect  in  July,  1960,  the 
Civil  Service  Commission  has  designated  an  em- 


ployee in  each  of  its  11  regional  offices  to  be 
Regional  Health  Benefits  Representative,  the  Com- 
mission has  announced. 

The  new  program  was  authorized  by  the  Fed- 
eral Employees  Health  Benefits  Act  of  1959.  It  is 
a voluntary  contributory  program  with  the  gov- 
ernment paying  up  to  a maximum  of  50  per  cent 
of  the  cost  and  the  employees  paying  the  remain- 
der. Approximately  1,800,000  federal  employees, 
stationed  all  over  the  world,  and  about  2,200,000 
of  their  dependents  are  expected  to  be  covered  by 
the  program. 

The  health  benefits  representatives  in  the  Rocky 
Mountain  area  and  the  regional  offices  where  they 
will  be  stationed  are:  Curtis  W.  Spencer,  Tenth 
Region,  Denver;  and  Gordon  J.  Petersen,  Twelfth 
Region,  San  Francisco. 

The  Federal  Employees  Health  Benefits  pro- 
gram is  the  largest  employer-sponsored  health 
benefit  program  in  the  world  and  is  one  of  the 
most  complex  because  of  the  variety  of  benefit 
plans  that  will  be  offered.  Under  the  act,  the  Com- 
mission will  contract  for  or  approve  four  types  of 
plans.  These  are  a government-wide  service  bene- 
fit plan,  a government-wide  indemnity  benefit 
plan,  health  benefit  plans  of  federal  employee 
organizations  which  wish  to  participate  in  the  pro- 
gram, and  comprehensive  medical  plans  that  may 
be  offered  by  individual  associations  which  also 
wish  to  participate.  It  is  estimated  that  there  may 
be  as  many  as  40  different  health  benefit  plans 
included  under  the  program. 


Postgraduate  course  on  fractures 

The  fourth  postgraduate  course  on  fractures 
and  other  trauma,  sponsored  by  the  Chicago  Com- 
mittee on  Trauma  of  the  American  College  of 
Surgeons,  will  be  held  April  27  through  April  30, 
1960,  at  the  John  B.  Murphy  Memorial  Audi- 
torium, 50  East  Erie  Street,  Chicago. 

Teachers  prominent  in  the  field  of  trauma 
from  the  five  Chicago  medical  schools,  and  chiefs 
of  services  from  leading  Chicago  hospitals  will 
lead  discussions  on  all  phases  of  trauma:  Injuries 
to  the  eye,  face,  neck,  chest,  abdomen  and  ex- 
tremities; repair  of  bone  and  cartilage  in  trauma; 
aseptic  necrosis;  urological  complications  of  frac- 
tures; intramedullary  fixation  of  fractures;  bone 
grafts;  and  other  related  subjects. 

Registration  fee  is  $50.  Residents  will  be  ad- 
mitted free  upon  presentation  of  a note  of  identi- 
fication from  chief  of  service. 

Inquiries  should  be  addressed  to  Dr.  John  J. 
Fahey,  1791  W.  Howard  St.,  Chicago  26. 
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In  h.er  book, 

tbe  lasting  relief  from  colds 
puts  NTZ  ISfasal  Spray 
in  a class  by  itself. 


NASAL  SPRAY 


eo-Synephrine®  HCI,  0.5% 

— unexcelled  decongestant  — 


20  cc,  spray  bottles; 

also  1 oz.  bottles  with  dropper 


LABORATORIES 

New  York  18,  N.  Y. 


CThenfadil®  HCI,  0.1% 

— topical  antihistaminic  — 

IZephiran®  Cl,  1:5000 

— antibacterial  spreading  agent  — 


NTZ,  Neo-Synephrlne  (brand  of  phenyiephrme),  Thenfadil 
(brand  of  thenyidiamine)  and  Zephiran  (brand  of  benzol* 
konium,  as  chloride,  refined),  trademarks  reg.  U. S.  Pat.  Off. 


for  Makch,  1960 
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The  Colorado  State  Medical  Society 

Annual  Session,  September  14-17,  1960 
Estes  Park 

President:  John  L.  McDonald  (Chairman  of  the  Board),  Colo- 
rado Springs. 

President-elect:  Cyrus  W.  Anderson,  Denver. 

Vice  President:  J.  Alan  Shand  (Vice  Chairman  of  the  Board), 
La  Junta. 

Treasurer:  William  C.  Service,  Colorado  Springs,  1962. 
Constitutional  Secretary:  Harry  C.  Hughes,  Denver,  1960. 
Additional  Trustees:  Carl  W.  Swartz,  Pueblo,  1960;  Fred  R. 
Harper,  Denver,  1961;  Walter  M.  Boyd,  Greeley,  1961;  Carl 
H.  McLauthlin,  Denver,  1962. 

Delegates  to  A.M.A.:  Kenneth  C.  Sawyer,  Denver,  1960;  (Al- 
ternate, Gatewood  C.  Milligan,  1960) ; E.  H.  Munro,  Grand 
Junction,  1961;  (Alternate,  Harlan  E.  McClure,  1961);  I.  E. 
Hendryson,  Denver,  1961;  (Alternate,  C.  C.  Wiley,  Longmont, 
1961). 

Executive  Secretary:  Mr.  Harvey  T.  Sethman,  835  Republic 
Building,  Denver  2,  Colorado;  telephone  AComa  2-0547. 

See  December,  1959,  issue  for  complete  list  of  committees. 


Montana  Medical  Association* 

Annual  Meeting,  September  15-17,  1960 
Bozeman 

President:  Leonard  W.  Brewer,  Missoula. 

President-elect:  Raymond  F.  Peterson,  Butte. 

Vice  President:  Everett  H.  Lindstrom,  Helena. 
Secretary-Treasurer:  W.  E.  Harris,  Livingston. 

Assistant  Secretary-Treasurer:  Jess  T.  Schwidde,  Billings. 
Executive  Committee:  Leonard  W.  Brewer,  Missoula;  Raymond 
F.  Peterson,  Butte;  Everett  H.  Lindstrom,  Helena;  W.  E. 
Harris,  Livington;  Jess  T.  Schwidde,  Billings;  John  A.  Layne, 
Great  Falls;  Herbert  T.  Caraway,  Billings. 

Delegate  to  American  Medical  Association:  Paul  J.  Gans, 
Lewiston;  alternate,  S.  C.  Pratt,  Miles  City. 

Executive  Secretary:  Mr.  L.  R.  Hegland,  P.O.  Box  1692,  Bil- 
lings: telephone  9-2585. 


Nevada  State  Medical  Association 

Annual  Meeting,  September  7-10,  1960 
Las  Vegas 

President:  Ernest  W.  Mack,  Reno. 

President-elect:  Wesley  W.  Hall,  Reno. 

Secretary-Treasurer:  William  A.  O’Brien,  III,  Reno. 

Delegate  to  American  Medical  Association:  Wesley  W.  Hall. 
Reno;  alternate:  Earl  N.  Hillstrom,  Reno. 

Executive  Committee:  Roland  Stahr,  Reno;  Ernest  W.  Mack, 
Reno:  William  A.  O’Brien,  III,  Reno;  Wesley  W.  Hall,  Reno; 
Earl  N.  Hillstrom,  Reno;  Stanley  L.  Hardy,  Las  Vegas;  Thomas 
S.  White,  Boulder  City;  John  M.  Read,  Elko;  John  M.  Moore, 
East  Ely;  William  M.  Tappan,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.  O.  Box  2790,  Reno; 
telephone  FA.  3-6788. 

See  January,  1980,  issue  for  complete  list  of  committees. 


24-HOUR  SlRVICf 
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New  Mexico  Medical  Society* 

Annual  Meeting,  May  10-13,  1960 
Albuquerque 

President:  Lewis  M.  Overton,  Albuquerque. 

President-elect:  Allan  L.  Haynes,  Clovis. 

Vice  President:  William  E.  Badger,  Hobbs. 
Secretary-Treasurer:  Thomas  L.  Carr,  Albuquerque. 
Councilors:  Wendell  H.  Peacock,  Farmington,  1960;  George  W. 
Prothro,  Clovis,  1860;  Gerald  A.  Slusser,  Artesia,  1960;  W.  J. 
Hossley,  Deming,  1981;  Guy  E.  Rader,  Albuquerque,  1961; 
Robert  P.  Beaudette,  Raton,  1962;  William  R.  Oakes,  Los 
Alamos,  1962. 

Delegate  to  American  Medical  Association;  Earl  L.  Malone, 
Roswell,  I960:  Alternate:  Samuel  R.  Ziegler,  Espanola,  I960. 
Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  National 
Bank  Building,  Albuquerque;  telephone  CH.  2-2102. 


The  Utah  State  Medical  Association 

Annual  Session,  September  20-23,  1960 
Salt  Lake  City 

President:  I.  Bruce  McQuarrie,  Ogden. 

President-elect:  Wallace  S.  Brooke,  Salt  Lake  City. 

Secretary:  J.  Poulson  Hunter,  Salt  Lake  City,  1961. 

Treasurer:  R.  M.  Dalrymple,  Salt  Lake  City,  1960. 

Councilors:  Box  Elder,  D.  L.  Bunderson,  Brigham  City,  1960; 
Cache  Valley,  C.  J.  Daines,  Logan,  1960;  Carbon  County,  A.  R. 
Demman,  Helper,  1961;  Central  Utah,  Gaylord  A.  Buchanan, 
Richfield,  1962;  Salt  Lake  County,  R.  W.  Sonntag,  Salt  Lake 
City,  1959;  Southern  Utah,  J.  S.  Prestwich,  Cedar  City,  1960; 
Uintah  Basin,  R.  Bruce  Christian,  Vernal,  1961;  Utah  County, 
Ralph  E.  Jorgenson,  Provo,  1962;  Weber  County,  Wendell  J. 
Thomson,  Ogden,  1961. 

Executive  Committee:  I.  Bruce  McQuarrie,  Ogden;  U.  R. 
Bryner,  Salt  Lake  City;  Wallace  S.  Brooke,  Salt  Lake  City; 
J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M.  Dalrymple, 
Salt  Lake  City. 

Delegate  to  American  Medical  Association;  Kenneth  B. 
Castleton,  Salt  Lake  City;  Alternate,  Drew  Petersen,  Ogden. 
Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East  Street,  Salt  Lake  City  2;  telephone  EL.  5-7477. 

See  February,  1960,  issue  for  complete  list  of  committees. 


Wyoming  State  Medical  Society 

Annual  Session,  September  7-10,  1960 
Jackson  Lake  Lodge 

President:  Benjamin  Gitlitz,  Thermopolis. 

President-elect:  Francis  A.  Barrett,  Cheyenne. 

Vice  President:  S.  J.  Giovale,  Cheyenne. 

Secretary;  F.  H.  Haigler,  Casper. 

Treasurer:  C.  D.  Anton,  Cheyenne. 

Councilors;  Albany  County,  B.  J.  Sullivan,  Laramie,  1960; 
Carbon  County,  Guy  M.  Halsey,  Rawlins,  1960;  Converse 
County,  Roman  J.  Zwalsh,  Glenrock,  1960;  Fremont  County, 
Bernard  D.  Stack,  Riverton,  1960;  Goshen  County,  O.  C.  Reed, 
Torrington,  1962;  Laramie  County,  David  M.  Flett,  Cheyenne, 
1962;  Natrona  County,  Roy  Holmes,  Casper,  1962;  Sheridan 
County,  Ralph  Arnold,  Sheridan,  1962;  Sweetwater  County, 
R.  C.  Stratton,  Green  River,  1961;  Teton  County,  D.  G.  Mac- 
Leod, Jackson,  1961;  Uinta  County,  J.  S.  Hewell,  Evanston, 
1961;  Northeastern  Wybming,  Virgil  Thorpe,  Newcastle,  1961; 
Northwest  Wyoming,  John  Froyd,  Worland,  1960. 

Delegate  to  A.M.A.:  A.  T.  Sudman,  Green  River;  Alternate 
Delegate  to  A.M.A.:  B.  J.  Sullivan,  Laramie. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Box  2036,  Chey- 
enne; telephone  2-5525. 

See  February,  1960,  issue  for  complete  list  of  committees. 


'Committee  lists  for  all  participating  states  will  appear  in 
subsequent  Issues. 
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it- 

in  taste-teniptimj 

cherry  flavor 

Average  dosage,  1 teaspoonful 

Jli*  ' 

(5  cc.)  contains; 

T 

l-Lysine  HCI 

300  mg. 

If 

Vitamin  B12  Crystalline  ...  25  mcgm. 

IMSl 

Thiamine  HCI  (Bi) 

10  mg. 

Icl  1 

Pyridoxine  HCI  (Be) 

5 mg. 

Ferric  Pyrophosphate(Soluble) 

250  mg. 

Hr 

Iron  (as  Ferric  Pyrophosphate) 

30  mg. 

Sorbitol 

3.5  Gm. 

Alcohol 

.75% 

I- . 

Bottles  of  4 and  16  fl.  oz. 

£S 


promote 
protein  uptake 

with  the 

potentiating  effect 
of  1- Lysine  on 
low-grade 
protein  foods 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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prevent 

nutritional 

anemia 

with  ferric  pyrophosphate, 
a form  of  iron 
exceptionally 
well -tolerated 


fOl*  A 


build  appetite 


with 

B complex 
vitamins 
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WANT  ADS 


GENERAL  PRACTITIONER,  with  Colorado  License 
for  Public  Medical  Care  Program.  Prefer  younger 
man  who  desires  experience  in  medical  practice.  One 
or  two  year  commitment.  Salary  $11,000  or  $12,000 
with  all  expenses  paid  by  program.  John  S.  Anderson, 
M.D.,  151  Central  Main  Street,  Pueblo,  Colorado.  3-31 


OBSTETRICIAN  and  GYNECOLOGIST,  aged  40,  board 
eligible,  desires  association  with  individual  or  small 
group  in  the  Rocky  Mountain  area.  Write:  Box  3-21, 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver  2.  3-21 


POSITION  DESIRED;  Desire  position  to  do  general 
practice  in  Rocky  Mountain  area.  Associate  or  small 
group  preferred.  Aged  28.  Oklahoma  Medical  School 
graduate.  Currently  in  USAF.  Available  in  July.  Fam- 
ily. Contact  S.  A.  Hope,  M.D.,  1105  Yale  Avenue, 

Panama  City,  Florida.  2-22 


FOR  MEDICAL  MEN 


now  available  in  Denver's  exclusively 
Medical-Dental  Building  . . . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager. 

KE  4-5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremont  Place  • Denver  2,  Colorado 


RELIABLE  DRUGGISTS 


EARNEST  DRUG 

217  16fh  Street 

Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH— CLEAN— COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


Quality  Drugs  Courteous  Service 


Jess  L.  Kincaid 

ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood 
and  Vicinity 


A COLORADO  CLINIC  desires  physician  trained  in 
field  of  Internal  Medicine  to  fill  in  for  member  on 
one  year  leave  of  absence  starting  July  1,  1960. 

Probable  that  mutually  acceptable  physician  would 
be  retained,  as  Clinic  has  need  presently  for  such 
services.  Write;  Box  3-lTF,  Rocky  Mountain  Medical 
Journal,  835  Republic  Building,  Denver  2.  3-lTP 


GENERAL  PRACTITIONER’S  office  for  sale  or  lease, 
40  W.  Alameda,  Denver.  Building  approximately  15 
years  old,  recently  remodeled  and  air  conditioned. 
Approximately  750  square  feet.  Possibility  of  assum- 
ing large  portion  of  present  neighborhood  and  indus- 
trial practice.  Present  owner  moving  to  Englewood 
to  practice  with  another  physician.  Write:  Box  3-4TF, 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver.  3-4TP 


FOR  SALE:  McKesson  B.M.R.  (new),  $100.  Burton  spot- 
light, $15.  American  Examining  Table  (like  new), 
$150.  Sclar  Tompkins  Suction  unit  with  stand,  $100. 
E.N.T.  Chair  (like  new),  $30.  Baumonometer,  $20. 
Cameron  Surgical  Office  Unit,  $60.  Microtherm  (Ray- 
theon), value  $700,  $275.  Maico  Stethotrom,  $30.  Pro- 
fessional baby  scale,  $15.  Call  or  write  Harry  G. 
Knapp,  M.D.,  Rifle,  Colorado.  2-TF 


SECLUDED  LIVING  in  beautiful  Forest  Heights.  2% 
to  5-acre  estate  tracts.  1%  miles  east  from  U.S.  85- 
87  at  Monument  clover  leaf  on  state  highway  50. 
Covered  with  Ponderosa  pine.  Panoramic  view.  Ample 
water.  $2,500  per  tract  with  terms.  Raymond  H. 
Schreiner,  owner.  819  Security  Building,  Denver  2, 
Colorado.  CHerry  4-2904  or  GRand  7-1969.  2-43 


NEVADA  COMMUNITIES  seeking  physicians  include 
Wells,  Carlin,  Austin,  Beatty,  Pioche,  and  Haw- 
thorne. "Write  Mr.  Nelson  B.  Neff,  Executive  Secre- 
tary, Nevada  State  Medical  Association,  P.O.  Box  2790, 
Reno,  Nevada,  for  further  information  regarding  these 
opportunities.  5tf 


VACANY  in  Denver  Medical  Clinic,  1401  Jackson,  be- 
cause of  illness.  Pour  rooms,  reception  room  and 
other  facilities,  including  large  off  street  parking. 
You  pay  only  rent  and  one-third  share  of  receptionist 
salary.  Pull  use  of  Clinical  and  X-ray  Laboratory  serv- 
ice including  supplies.  Lease  if  desired.  For  details 
call  DExter  3-6939.  7-TF 


UNUSUAL  OPPORTUNITY.  Specialist  wanted  for  asso- 
ciation with  general  practitioner.  Will  consider 
pediatrician.  Full  use  of  x-ray  and  laboratory  equip- 
ment. Two  treatment  rooms,  one  furnished.  Share 
nurse.  Located  in  busy  Pearl  Mack  shopping  center, 
7069  Pecos,  Medical  Dental  office.  Contact  Feme 
Lapan,  HA  9-3529,  or  HA  9-5496.  Personal  interviews 
only.  1-lTF 


VERY  LARGE  PRACTICE  for  sale  in  town  of  12,000, 
serving  a population  of  60,000.  Rent  in  new  building 
$115.00.  Four  large  rooms  fully  equipped  with  two 
examination  tables.  X-ray,  Thermo  Copying  machine, 
etc.  Doctor  deceased  August  5,  1959.  Write  Box  868, 
Durango,  Colorado.  11-5TF 


M.D.,  AGED  30,  returning  from  service  in  Indonesia, 
desires  locum  tenens  or  association  with  Christian 
physicians  beginning  about  August,  1960.  Licensed  in 
Colorado  and  Kansas,  married,  two  children.  Write; 
Herbert  Friesen,  M.D.,  Pakis/Taju,  Java,  Indonesia. 

12TF 


w 
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Registered  Trade  Mark 

BOB'S  PLACE 

Trade  Mark 

A Bob  Cat  for  Service 

TEXACO  PRODUCTS 

300  South  Colorado  Boulevard 
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Each  of  the  babies  pictured  on  this  page 
was  borne  by  a mother  with  a documented 
previous  history  of  true  habitual  abor- 
tion, who  was  treated  with  delalutin 
during  the  pregnancy  leading  to  this  birth 

LIVING  PROOF  OF  FETAL  SALVAGE  WITH 

DELALUTIN 

SQUIBB  HYDROXYPROGESTERONE  CAPROATE  Improvcd  Progcstational  Thciapy 


Roselle,  111.  Seaford,  N.  Y.  Hartford,  Conn.  East  Williston,  N.  Y.  Norwich,  Vt. 

/ 


DELALUTIN  offers  these  advantages  over  other  progestational  agents 

• long-acting  sustained  therapy  • more  effective  in  producing  and  maintaining  a 
completely  matured  secretory  endometrium  • no  androgenic  effect  • more  concen- 
trated solution  requiring  injection  of  less  vehicle  • unusually  well-tolerated,  even  in 
large  doses  • fewer  injections  required  • low  viscosity  makes  administration  easy 

Completf  information  on  administration  and  dosage  is  supplied  in  the  package  insert 

Supply:  Vials  of  2 and  10  cc.,  each  containing  125  mg.  of  hydroxyprogesterone  caproate  in  benzyl 
benzoate  and  sesame  oil. 


Squibb  Qiiality  — The  Priceless  Ingredient 

'DELAUUTiN'®  IS  A SQUIBB  TRADEMARK 
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PROVED  CLINICAL  EFFICACY 


In  the  struggle  against  sepsis,  Chloromycetin  — effective  . . against  most  bacteria,  Rickettsia, 
Treponema,  and  some  viruses... has  proved  a dependable  weapon  in  a variety  of  infections. 

“Over  90  per  cent  of  staphylococci  isolated  from  infections  in  most  institutions  are  relatively  sensitive 
to  chloramphenicol. ”2  In  a study  of  a significant  number  of  gram-negative  organisms  it  was  found 
that  CHLOROMYCETIN  was  more  effective  in  in  vitro  sensitivity  tests  than  were  other  widely  used 
broad-spectrum  antibiotics.^  Moreover,  through  the  years,  the  incidence  of  strains  of  bacteria 
resistant  to  Chloromycetin  has  remained  virtually  constant  and  strikingly  low.4-7 


IN  VITRO  SENSITIVITY  OF  GRAM-POSITIVE  ORGANISMS  TO  CHLOROMYCETIN  AND  2 
TO  THREE  OTHER  BROAD-SPECTRUM  ANTIBIOTICS* 


CHLOROMYCETIN  (254  strains) 


ANTIBIOTIC  A (260  strains) 
ANTIBIOTIC  B (261  strains) 
ANTIBldflC  C (255  strains) 


70% 

77% 


♦Adapted  from  Leming  & Flanigan/ 


C9$60 


CHLOROMYCETIir 


OUTSTANDINGLY  EFFECTIVE  AGAINST  A WIDE  RANGE  OF  PATHOGENS 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  a variety  of  forms,  including  Kapseals®  of  230  mg.,  in 
bottles  of  16  and  100. 

CHLOROMYCETIN  is  3 potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been  associated  with  its  admin- 
istration, it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs,- 
adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 

References:  (1)  Morton,  J.  J.:  Yale  J.  Biol,  ir  Med.  31:397,  19.59.  (2)  Rogers,  D.  E.,  & Louria,  D.  B.:  New  England  J.  Med.  261:86,  1959. 
(3)  Leming,  B.  H.,  Jr.,  & Flanigan,  C.,  Jr.,  in  Welch,  H.,  & Marti-Ibanez,  F.:  Antibiotics  Annual  1958-1959,  New  York,  Medical  Encyclo- 
pedia, Inc.,  1959,  p.  414.  (4)  Edwards,  T.  S.:  Am.  J.  Ophth.  48:19,  1959.  (5)  Olarte,  J.,  & de  la  Torre,  J.  A.:  Am.  J.  Trap.  Med.  18:324, 1959. 
(6)  Sutcr,  L.  S.,  & Ulrich,  E.  W.:  Antibiotics  ir  Chemothcr.  9:38,  1959.  (7)  Holloway,  W.  J.,  & Scott,  E.  G.:  Delaware  M.  ].  30:175,  1958. 

IN  VITRO  SENSITIVITY  OF  GRAM>NEGATIVE  ORGANISMS  TO  CHLOROMYCETIN  AND 
TO  THREE  OTHER  6R0AD-SPECTRUM  ANTIBIOTICS* 


CHLOROMYCETIjl  (244  strains) 


PARKE,  DAVIS  & COMPAHY  DETROIT  32,  MICHIGAN 


*Adaptcd  from  Leming  8:  Flanigan.®. 
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treated  with  Decadron'" 
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1.  Boland,  E.  W.,  and  Headley,  N.  E.:  Paper  read  before  the 
Am.  Rheum.  Assoc.,  San  Francisco,  Calif.,  June  21,  1958. 

2.  Bunim,  J.  J.,  et  al.;  Paper  read  before  the  Am.  Rheum.  Assoc., 

San  Francisco,  Calif.,  June  21,  1958. 

♦Cortisone,  prednisone  and  prednisolone. 

DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

Additional  information  on  DECADRON  is  available  to  physicians  on  request. 


Merck  Sharp  & Dohme 

DIVISION  OF  MERCK  & CO.,  Inc.,  PHILADELPHIA  1,  PA. 


Tetracycline  Phosphate  Complex  (TETREX®) 

U.S.  PAT.  NO.  2,791,609 

in  the  Therapy  of  PNEUMONIA 


Preferably,  antibiotic  therapy  should  be  based 
on  pretreatment  culture  of  the  offending  patho- 
gen, but  in  bacterial  pneumonia  the  problem  may 
well  be  too  pressing  to  permit  the  required  delay 
of  24  to  48  hours.  A differential  diagnosis  among 
bacterial  pneumonias,  based  on  such  clinical 
grounds  as  speed  of  onset,  sepsis  and  pain  may 
guide  the  choice  of  antibiotic  for  initiation  of 
therapy. 

Should  clinical  judgment  dictate  that  antibi- 
otic therapy  be  started  immediately,  at  the  same 
time  a sputum  sample  or  a subglottic  swab  can  be 
sent  to  the  laboratory  for  culture  and  sensitivity 
studies.  If  the  response  to  the  first  antimicrobial 
agent  proves  unsatisfactory,  a reasonable  basis 
for  changing  therapy  will  then  be  at  hand. 

Choosing  the  Antibiotic 

Since  therapy  must  be  started  at  once  for  bac- 
terial pneumonia,  it  is  advisable  to  choose  a 
broad-spectrum  antibiotic  that  quickly  produces 
high  levels  of  active  agent  (e.g.,  tetracycline 
phosphate  complex,  tetrex).  Such  an  antibiotic 
probably  has  the  best  chance  of  controlling  the 
pathogen,  whether  it  be  gram-negative  or  gram- 
positive. And  if  the  laboratory  report  shows  that 
the  invading  organism  is  much  less  sensitive  to 
tetracycline  than  to  other  agents,  the  patient  can 
then  be  changed  to  an  appropriate  antibiotic.  If 
the  difference  in  sensitivity  is  slight,  then  the 
possibility  of  side  effects,  sensitization,  and  tox- 
icity should  be  evaluated  before  changing  therapy 
to  another  antibiotic. 

The  greatest  number  of  bacterial  pneumonias 
are  caused  by  pneumococci,  which  respond  very 
well  to  penicillin,  tetracycline,  and  chloram- 
phenicol. Also,  these  antibiotics  are  usually 
effective  against  tbe  other  gram-positive  coccal 
pneumonias.  But  penicillin  is  ineffective  against 
the  viral  pneumonias  and  the  gram-negative 
Hemophilus  influenzae  and  Klebsiella  pneu- 
moniae. Although  K.  pneumoniae  causes  only 
about  1 to  2 per  cent  of  pneumonia  cases  on  the 
average, 1 these  are  apt  to  be  acute  and  fulmi- 
nating (Friedlander’s  pneumonia),  with  a high 
mortality  rate  if  not  effectively  treated.  Since 
pneumococcal  pneumonia  may  be  difficult  to 
distinguish  clinically  from  Friedlander’s,  except 
by  gram-stained  sputum  smear,  it  may  be  wiser 
to  start  treatment  with  an  agent  also  effective 
against  Klebsiella. 

Penicillin,  however,  in  addition  to  having  a 
limited  spectrum,  also  causes  many  minor  and 
some  serious  sensitivity  reactions.  In  a recent 
survey^  it  was  found  that  penicillin  produced 


severe  skin  reaction.  But  most  important  was  the 
observation  that  anaphylactic  shock,  with  a 
fatality  rate  of  about  9 per  cent,  was  the  most 
frequent  serious  reaction.  Such  severe  reactions 
are  almost  always  associated  with  parenteral 
administration. 

Tetracycline  is  also  clinically  effective  in  pri- 
mary atypical  pneumonia.® 

The  tetracyclines  (e.g.,  tetrex)  have  the 
advantage  of  a broad  range  of  antimicrobial 
activity  and  low  toxicity.  And  in  addition,  the 
physician  does  not  have  to  trouble  himself  or  his 
patients  with  repeated  blood  studies  when  he 
prescribes  tetrex.  Minor  reactions  such  as  gas- 
tric upsets  or  mild  skin  rashes  occur  occasionally. 
The  most  serious  side  effects  are  staphylococcal 
and  monilial  overgrowth,  but  these  are  rare  and 
can  be  adequately  controlled. 

No  one  would  deny  that  appropriate  antibiotic 
therapy  has  greatly  reduced  morbidity  and  saved 
many  lives  of  patients  with  bacterial  pneumonia. 
Nevertheless,  general  supportive  measures  in  the 
care  of  patients  remain  important  even  today. 
Especially  in  the  desperately  ill  patient,  antibi- 
otics are  not  considered  as  substitutes  for  the 
individual  evaluation,  clinical  observation  and 
judgment  of  the  physician. 


Some  Micro-organisms  Susceptible^  to 
T etracycline  ( tetrex  ) •* 

Streptococcus;  Staphylococcus;  Pneumococ- 
cus; Gonococcus;  Meningococcus;  C.  diph- 
theriae;  B.  anthracis;  E.  coli;  Proteus;  A. 
aero  genes;  Ps.  aeruginosa;  K.  pneumoniae; 
Shigella;  Brucella;  P.  tularensis;  H.  influ- 
enzae; T.  pallidum;  Rickettsiae;  Viruses  of 
psittacosis  and  ornithosis,  lymphogranuloma 
inguinale,  primary  atypical  pneumonia;  E. 
histolytica;  D.  granulomatosis. 

a Some  strains  are  not  susceptible. 

b Table  adapted  from  Goodman.  L.  S..  and  Gilman,  A.: 
The  Pharmaceutical  Basis  of  Therapeutics.  2nd  edition. 
New  York,  The  Macmillan  Co.,  1956,  pp.  1322-1323. 


References:  1.  Wood,  W.  E.,  Jr.;  In:  A Textbook  of  Medicine. 
Edited  by  Cecil,  R.  L,,  and  Loeb,  R.  F.,  9th  edition,  Philadelphia, 
W.  B.  Saunders  Co.,  2955,  p.  145.  2.  Welch,  H.;  Lewis,  C.  H. ; 
Weinstein,  H.  1.,  and  Boeckman,  B.  B, : Severe  reactions  to  anti- 
biotics. A nationwide  survey.  Antibiotic  Med.  & Clin.  Ther.  4:800 
(Dec.)  1957.  3.  Keefer,  C.  S. : The  choice  of  an  anti-infective 
agent.  In  : Drugs  of  Choice,  1958-1959.  Edited  by  Walter  Modell, 
St.  Louis,  The  C.  V.  Mosby  Co.,  1958,  p.  135, 
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Jablets  were  powdered  and  sus| 
pended  in  distilled  water  in  a 
constant  temperature  container 
(37^C)  equipped  with  mechan- 
ical stirrer  and  pH  electrodes. 
Hydrochloric  acid  was  added  as 
needed  to  maintain  pH  at  3.5. 
The  volume  of  acid  required  was 
recorded  at  frequent  intervals 
for  one  hour. 


20  30 

II  ^ f/ 1 ■ la  I ■ ' 1 1 1 1 I 


40 


1 

i 


GREATLY  HEIGHTENED  REACTIVITY 

to  acid  characterizes  the  action  of  New  Creamalin  Ant- 
acid Tablets.*’®  They  act  faster  and  longer  than  other 
leading  tablets  and  neutralize  considerably  more  acid.* 
These  tablets  provide  virtually  the  same  effects  as  a 
liquid®  with  the  convenience  of  a tablet.  New  Creamalin 
tablets  give  faster,  greater  and  more  prolonged  relief. 

Not  C^NS~T  tr  AT'NGf  New  Creamalin  Antacid 
Tablets  will  not  produce  “acid  rebound”  or  alkalosis. 
They  have  a pleasant  taste. 


EACH  NEW  CREAMALIN  ANTACID 
TABLET  contains  320  mg.  of  specially  processed, 
highly  reactive,  short  polymer  dried  aluminum  hydrox- 
ide gel  (stabilized  with  hexitol),  with  75  mg.  of  mag- 
nesium hydroxide. 

Adult  dosage:  Gastric  hyperacidity— 2 to  4 tablets  as  neces- 
sary. Peptic  ulcer  or  gastritis— 2 to  4 tablets  every  two  to 
four  hours.  Tablets  may  be  chewed,  swallowed  whole  with 
water  or  milk,  or  allowed  to  dissolve  in  the  mouth. 

How  Supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter, 

M.  L. : /.  Am.  Pharm.  A.  (Scient.  Ed.)  48:380, 

July,  1959.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P., 
and  Tainter,  M.  L.:  /.  Am.  Pharm.  A.  (Scient. 

Ed.)  48:384,  July,  1959.  New“York  i8,''N7  Y. 


Creamalin,  trademark  reg.  U.  S.  Pat.  Off. 


FOR  PEPTIC  ULCER  • GASTRITIS  • GASTRIC  HYPERACIDITY 


Lifts  depression. 


* vl* 


You  see  an  improvement  within  a few  days 

Thanks  to  your  prompt  treatment  and  the 
smooth  action  of  Deprol,  her  depression 
is  relieved  and  her  anxiety  and  tension 
calmed  — often  in  two  or  three  days.  She 
eats  well,  sleeps  well  and  soon  returns  to 
her  normal  activities. 


as  it  calms  anxiety ! 

ISmootli,  balanced  action  lifts 
repression  as  it  calms  anxiety... 
rapidly  and  safely 


iBalances  the  mood  — no  ‘^seesaw”  effect  of 
'amphetamine-barbiturates  and  energizers.  While 
jamphetamines  and  energizers  may  stimulate  the 
jpatient  — they  often  aggravate  anxiety  and 
itension.  And  although  amphetamine-barbiturate 
combinations  may  counteract  excessive  stimula- 
> tion  --  they  often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects,  Deprol  lifts 
: depression  as  it  calms  anxiety  — both  at  the  same 
I-  time. 

*^,Acts  swiftly — the  patient  often  feels  better,  sleeps 
better,  within  two  or  three  days.  Unlike  the  delayed 
action  of  most  other  antidepressant  drugs,  which 
may  take  two  to  six  weeks  to  bring  results,  Deprol 
relieves  the  patient  quickly  --  often  within  two  or 
three  days. 

Acts  safely  — no  danger  of  liver  damage.  Deprol 
does  not  produce  liver  damage,  hypotension,  psy- 
chotic reactions  or  changes  in  sexual  function  — 
frequently  reported  with  other  antidepressant 
drugs. 

BIBLIOGRAPHY  (11  clinical  studies,  764  patients): 

I.  Alexander,  L.  (35  patients):  Chemotherapy  of  depression  — Use  of 
meprobamate  combined  with  benactyzine  (2-diethylaminoethyl  benzilate) 
hydrochloride.  J.A.M.A.  166:1019,  March  1,  1958.  2.  Bateman,  J.  C.  and 
Carlton,  H.  N.  (50  patients):  Meprobamate  and  benactyzine  hydrochloride 
(Deprol)  as  adiunctive  therapy  for  patients  with  advanced  cancer.  Anti- 
biotic Med.  & Clin.  Therapy  6:648,  Nov.  1959.  3.  Bell,  J.  L.,  Tauber,  H., 
Santy,  A.  and  Pulito,  F.  (77  patients):  Treatment  of  depressive  states 
in  office  practice.  Dis.  Nerv.  System  20:263,  June  .1959.  4.  Breitner,  C. 
(31  patients):  On  mentai  depressions.  Dis.  tsierv.  System  20:142,  (Section 
Two),  May  1959.  5.  Landman,  M.  E.  (50  patients):  Choosing  the  right 
drug  for  the  patient.  Submitted  for  publication,  1960.  6.  McClure,  C.  W., 
Papas,  P.  N.,  Speare,  G.  S.,  Palmer,  E.,  Slattery,  J.  J.,  Konefal,  S.  H., 
Henken,  B.  S.,  Wood,  C.  A.  and  Ceresla,  G.  B.  (128  patients):  Treat- 
ment of  depression— New  technics  and  therapy.  Am.  Pract.  & Digest  Treat. 
10:1525,  Sept.  1959.  7.  Pennington,  V.  M.  (135  patients):  Meprobamate- 
benactyzine  (Deprol)  in  the  treatment  of  chronic  brain  syndrome,  schizo- 
phrenia and  senility.  J.  Am.  Geriatrics  Soc.  7:656,  Aug.  1959.  8.  Rickels, 
K.  and  Ewing,  J.  H.  (35  patients):  Deprol  in  depressive  conditions.  Dis. 
Nerv.  System  20:364,  (Section  One),  Aug.  1959.  9.  Ruchwarger,  A.  (87 
patients);  Use  of  Deprol  (meprobamate  combined  with  benactyzine  hydro- 
chloride) in  the  office  treatment  of  depression.  M.  Ann.  District  of 
Columbia  28:438,  Aug.  1959.  10.  Settel,  E.  (52  patients):  Treatment  of 
depression  in  the  elderly  with  a meprobamate-benactyzine  hydrochloride 
combination  (Deprol).  Antibiotic  Med.  & Clin.  Therapy  7:28,  Jan.  1960. 

II.  Splitter,  S.  R.  (84  patients):  The  care  of  the  anxious  and  the  depressed. 
Submitted  for  publication,  1959. 


Deprol^* 

C9<>:S19 


Dosage : Usual  starting  dose  is  1 tablet  q.i.d.  When  necessary, 
this  may  be  gradually  increased  up  to  3 tablets  q.i.d. 
Composition:  1 mg.  2-dlethylaminoethyl  benzilate  hydrochlo- 
ride (benactyzine  HCl)  and  400  mg.  meprobamate. 

Supplied:  Bottles  of  50  light-pink,  scored  tablets.  Write  for 
literature  and  samples. 


^^VaLLACE  laboratories  / New  Brunswick,  N.  J. 


RIUER  UNIVERSAL  TABLE  VASTLY 
REDUCES  PRACTICE  FATIGUE! 

This  remarkable  examination  and  treatment  table  ends  tugging  and  struggling 
with  patients.  Infirm  or  obese  patients?  ...  let  the  completely  flexible  Ritter 
Table  do  the  “heavy  work.” 

Our  table  boasts  12  basic  positions.  In  actual  use,  its 
positioning  flexibility  is  limited  only  by  the  number  of 
positions  in  which  patients  are  placed  for  the  procedures 
you  use  . . . there  is  no  limit! 

A five-section  top  adjusts  to  any  configuration  swiftly, 
easily  and  positively!  Trendelenburg  is  effortless,  and  the 
table  is  raised  or  lowered  at  the  touch  of  your  toe.  The 
quality-built  Ritter  Universal  Table  offers  you  unexcelled  operating  ease  and 
positioning  flexibility. 

This  table  enables  physicians  to  treat  more  patients  more  thoroughly  with 
less  effort  in  less  time. 


^vPay  while  you  practice  with  the  exclusive  Ritter  Professional 
Equipment  Plan.  Minimum  initial  investment . . . tailored  monthly 
payments  . , . tax  deductible  depreciation  . . . they  all  add  up  to 
make  a Ritter  Table  one  of  the  wisest  additions  to  your  practice. 


1903-1960  — ou^•  57tli 


ctnniue. 


rAari^ 


Geo. 

1717  Logan  S^reef' 


Berbert  & Sons,  Inc. 

Telephone  ALpine  5-0408 
DENVER  3,  COLORADO 
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When  blood  pressure  must  come  down 

* i 

When  you  see  symptoms  of  hypertension  such  as  dizziness,  headache,  and  fainting  your  patient  is 
a candidate  for  Serpasil-Apresoline,  Even  when  single-drug  therapy  fails,  Serpasil-Apresoline  fre- 
quently can  bring  blood  pressure  down  to  near-normal  levels,  reduce  rapid  heart  rate,  allay  anxiety. 

supplied:  Tablets  #2  (standard-strength,  scored),  each  containing  0.2  mg.  Serpasil  and  50  mg.  Apresoline  hydro- 
chloride: Tablets  #1  (half-strength,  scored),  each  containing  0.1  mg.  Serpasil  and  25  mg.  Apresoline  hydrochloride. 


2/27S5MK 


hydrochloride  (reserpine  and  hydralazine  hydrochloride  ciba) 


CIBA 

SUMMIT,  N.  J. 


The  test— you  might  say  the  acid  test-of  an  anticholinergic  is  simple:  will 
it  protect  your  patient  from  hyperacidity  around  the  clock,  even  while  he 
sleeps.  The  weakness  of  t.i.d.  or  q.i.d.  preparations  is  well  recognized;  but 
even  some  “b.i.d.”  encapsulations  may  be  unreliable.  McHardy,  for  instance, 
found  a “widely  variable  duration  of  action,  definitely  less  than  that  an- 
ticipated” in  the  “sustained,”  “delayed,”  and  “gradual  release"  anticholiner- 
gics he  studied.' 

COMPARE  THE  DATA  ON  ENARAX ...  the  new  combination  of  an  inherently 

long-acting  anticholinergic  (oxyphencyclimine)  and  Atarax,  the  non-secretory 
tranquilizer.  Note  the  effectiveness  of  oxyphencyclimine: 

OBSERVE  THE  OXYPHENCYCLIMINE  REPORTS... 

McHardy;  “[Oxyphencyclimine]  has  proved  to  be  an  excellent  sustained- 
action  anticholinergic  in  our  study  of  this  agent  over  a period  of 
eighteen  months.”' 

Kemp:  “...for  the  majority  of  patients,  one  tablet  every  12  hours  pro- 

vided adequate  control.  This  characteristic  long  action  . . . may 
constitute  an  advantage  of  this  drug  as  compared  to  coated 
‘long-acting’  preparations  of  other  compounds.’” 

Add  Atarax  to  this  12-hour  anticholinergic.  The  resulting  combination  — 
ENARAX  — now  gives  relief  from  emotional  stress,  in  addition  to  a reduction 
of  spasm  and  acid.  Atarax  does  not  stimulate  gastric  secretion.  No  serious 
adverse  clinical  reaction  has  ever  been  documented  with  Atarax. 

LOOK  AT  THE  RESULTS  WITH  ENARAX* 

Does  the  medication  you  now  prescribe  assure  you  of  all  these  benefits? 
If  not,  why  not  put  your  next  patient  with  peptic  ulcer  or  G.l.  dysfunction 
on  therapy  that  does. 


(oxyphencyclimine  pius  ATARAX®)  ^ SENTRY  FOR  THE  G.l.  TRACT 
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^'Prolonged  periods  of  achlorhydria”  after  10  mg.  oxyphencyclimine  q.  12  h.* 

MEAN  GRAPH  OF  GASTRtC  ACIDITY  IN  4 PATIENTS  RECEIVING 
COMPLETE  THERAPEUTIC  REGIMEN  • 24-HOUR  STUDY 


Clinical  Diagnosis:  Peptic  Ulcer  — Gastritis  — Gastro- 
enteritis—Colitis— Functional  Bowel  Syndrome— Duo- 
denitis—Hiatus  Hernia  (symptomatic)— Irritable  Bowel 
Syndrome-Pylorospasm-Cardiospasm-Biliary  Tract 
Dysfunctions— and  Dysmenorrhea. 

Clinical  Results:  Effective  in  over  92%  of  cases. 

As  for  Safety:  “Side  reactions  were  uncommon,  usu- 
ally no  more  than  dryness  of  the  mouth..,. 


Each  ENARAX  tablet  contains: 


Oxyphencyclimine  HCI 10  mg. 

Hydroxyzine  (ATARAX®) 25  mg. 


Dosage:  One-half  to  one  tablet  twice  daily— preferably  in 
the  morning  and  before  retiring.  The  maintenance  dose 
should  be  adjusted  according  to  therapeutic  response. 
Use  with  caution  in  patients  with  prostatic  hypertrophy 
and  with  ophthalmological  supervision  only  in  glaucoma. 
Supplied:  In  bottles  of  60  black-and-white  scored  tablets. 
References:  1.  McHardy,  G.,  et  al.:  J.  Louisiana  M.  Soc. 
111:290  (Aug.)  1959.  2.  Steigmann,  F.:  Study  conducted 
at  Cook  County  Hospital,  Chicago,  Illinois,  in  press.  3. 
Kemp,  J.  A.:  Antibiotic  Med.  & Clin.  Therapy  6:534  (Sept.) 
1959.  4.  Leming,  B.  H.,  Jr.:  Clin.  Med.  6:423  (Mar.)  1959. 
5.  Data  in  Roerig  Medical  Department  files. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being*^" 
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• emulsifies  fats 
Dechotyl  facilitates 
lipolysis —prevents 
inhibition  of  bowel  motility 
by  unsplit  fats 


• increases  bile 
Dechotyl  stimulates 
the  flow  of  bile  — 
a natural  bowel 
regulator 


> improves  motility 
Dechotyl  gently  stimulates 
intestinal  peristalsis 


• softens  feces 
Dechotyl  expedites  fluid 
penetration  into  bowel  contents 


helps  free  your  patient  from  both . . . 
constipation  and  laxatives 


mMBLETS* 

well  tolerated... gentle  transition  to  normal  bowel  function 

e Recommended  to  help  convert  the  patient— naturally  and  gradually— to  healthy 
bowel  habits.  Regimens  of  one  week  or  more  are  suggested  to  assure  mainte- 
nance of  normal  rhythm  and  to  avoid  the  repetition  of  either  laxative  abuse  or 
constipation. 

Average  adult  dose:  Two  Trablets  at  bedtime  as  needed  or  as  directed  by  a physician. 

Action  usually  is  gradual,  and  some  patients  may  need  1 or  2 Trablets  3 or  4 times  daily. 

Contraindications:  Biliary  tract  obstruction;  acute  hepatitis. 

Dechotyl  Trablets  provide  200  mg.  Decholin,®  (dehydrocholic  acid,  Ames),  50  mg. 
desoxycholic  acid,  and  50  mg.  dioctyl  sodium  sulfosuccinate,  in  each  trapezoid-shaped, 
yellow  Trablet.  Bottles  of  100. 

*Ames  t.m.  for  trapezoid-shaped  tablet. 


AMES 


COfi^PANY,  INC 
Elkhsf?  e Indiona 
Teresit©®  Canada 
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NBW  AND  EXCLUSIVE 


FOR  SUSTAINED 
TRANQUILIZATION 


MIETOWN®  {Meprobamate)  now  available 
in  400  mg.  continuous  release  capsules  as 


• relieves  both  mental  and  muscular  tension 
without  causing  depression 

• does  not  impair  mental  efficiency,  motor 
control,  or  normal  behavior 


Usual  dosages  One  capsule  at  breakfast, 

one  capsule  with  evening  meal 

Availables  Meprospan-400,  each  blue  capsule  contains 
400  mg.  Miltown  (meprobamate) 

Meprospan-200,  each  yellow  capsule  contains 
200  mg.  Miltown  (meprobamate) 

Both  potencies  in  bottles  of  30, 

\f/®WALLACE  LABORATORIES^  New  Brunswick,  N.  J. 


CME«M2d 


for  April,  1960 


13 


when 
sulfa 
is  your  ' 
plan  of 
therapy. ; 


pharmacoh 


Rapid  peak  attainment  — for  early  control  — 

KYNEX®  Sulfamethoxypyridazine  reaches  peak 
plasma  levels  in  1 to  2 hours'-^  ...  or  approximately 
one-half  the  time  of  other  once-a-day  sulfas.^  Unin- 
terrupted control  is  then  sustained  over  24  hours  with 
the  single  daily  dose  . . . through  slow  excretion  with- 
out renal  alteration. 

High  free  levels  --  for  dependable  control  — 
More  efficient  absorption  delivers  a higher  percentage 
of  sulfamethoxypyridazine  — averaging  20  per  cent 
greater  at  respective  peaks  than  glucuronide-conver- 
sion  sulfas.^  Of  the  total  circulating  levels,  95  per  cent 
remains  in  the  fully  active,  unconjugated  form  even 
after  24  hours.® 


standing 


Extremely  low  toxicity'*  . . . only  2.7  per  cent 
incidence  in  recommended  dosage  — Typical  of 
KYNEX  relative  safety,  toxicity  studies®  in  223 
patients  showed  TOTAL  side  effects  (both  subjective 
and  objective)  in  only  six  cases,  all  temporary  and 
rapidly  reversed.  Another  evaluation'*  in  110  patients 
confirmed  the  near-absence  of  reactions  when  given 
at  the  recommended  dosage.  High  solubility  of  both 
free  and  conjugated  product®  obviates  renal  compli 
cations.  No  crystalluria  has  been  reported. 


Successful  against  these  organisms:  strepto- 
cocci, staphylococci,  E.  coli,  A.  aerogenes,  paracolon 
bacillus.  Gram-negative  rods,  pneumococci,  diphthe-| 
roids.  Gram-positive  cocci  and  others. 


1.  Boger,  W.  P.;  Strickland,  C.  S.,  and  Gylfe,  J.  M.:  Antibiotic  Med.  & Clin.  Ther.  3:378,  (Nov.)  1956.  2.  Boger,  W.  P.:  Antibiotics  Annua 
1958-1959,  New  York,  Medical  Encyclopedia,  Inc.,  1959,  p.  48.  3.  Sheth,  U.  K.;  Kulkarni,  B.  S.,  and  Kamath,  P.  G.:  Antibiotic  Med.  & Clin. 
Ther.  5:604  (Oct.)  1958.  4.  Vinnicombe,  J.:  Ibid.  5:474  (July)  1958.  5.  Anderson,  P.  C.,  and  Wissinger,  H.  A.:  U.  S.  Armed  Forces  ^ X 10:1051 
(Sept.)  1959.  6.  Roepke,  R.  R.;  Maren,  T.  H.,  and  Mayer,  E.:  Ann.  New  York  Acad.  Sc.  60:457  (Oct.)  1957. 


KYNEX 


lb  yuur 

drug  of 
choice 


once-a-day  sulfa , . . 

I ® 


'NOTE:  investigators  note  a tendency  of  some  patients  to 
i;  misinterpret  doSage  instructions  and  take  KYNEX  on  the 
I;  familiar  q.i.d.  schedule.  Since  one  KYNEX  tablet  is  equiva- 
'lent  to  eight  to  twelve  tablets  of  other  sulfas,  even  mod- 
■ erate  overdosage  may  produce  side  effects.  Thus,  the 
single  dose  schedule  must  be  stressed  to  the  patient. 

KYNEX  Tablets,  0.5  Gm.,  bottles  of  24  and  100.  Dosage: 
Adults,  0.5  Gm.  (1  tablet)  daily,  following  an  initial  first 
day  dose  of  1 Gm.  (2  tablets). 

KYNEX  Acetyl  Pediatric  Suspension,  cherry-flavored,  250 
mg.  sulfamethoxypyridazine  activity  per  teaspoonful  (5  cc.). 
Bottles  of  4 and  16  fl.  oz.  Recommended  Dosage;  Children 
under  80  lbs.:  1 teaspoonful  (250  mg.)  for  each  20  lb.  body 
weight,  the  first  day,  and  Vz  teaspoonful  per  20  lb.  per  day 
thereafter.  For  children  80  lbs.  and  over:  4 teaspoonfuls 
2 (1.0  Gm.)  initially  and  2 teaspoonfuls  daily  thereafter.  Give 
! immediately  after  a meal. 


Sulfamethoxypyridazine  Lederle 


NEW-for  acute  G.U.  infection  AZO-KYNEX®  Phenylazodiaminopyridine  HCI  — Sulfa- 
methoxypyridazine Tablets,  contains  125  mg.  KYNEX  in  the  shell  with  150  mg. 
phenylazodiaminopyridine  HCI  in  the  core.  Dosage:  2 tablets  q.i.d.  the  first  day; 
1 tablet  q.i.d.  thereafter. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


WHEN 
THE  PATIENT 
WITHOUT 
ORGANIC  DISEASE 
COMPLAINS  OF 


CONSIDER 


chronic  constipation, 
flatulence,  belching, 
intestinal  atony, 
indigestion 


biliary  dysfunction  and  NEOCHOLAN 


NEOCHOLAN' 


Your  patient  will  often  respond  promptly  to  Neocholan  therapy.  It  greatly  increases  the  flow  of 
thin,  nonviscid  bile  and  corrects  biliary  stasis  by  flushing  the  biliary  system.  It  also  relaxes  intesti- 
nal spasm,  resulting  in  an  unimpeded  flow  of  bile  and  pancreatic  juice  into  the  small  intestine. 
Neocholan  helps  to  promote  proper  digestion  and  absorption  of  nutrients.  It  also  encourages 
normal  peristalsis  by  restoring  intestinal  tone. 


Each  tablet  provides:  Dehydrocholic  Acid  Compound, 
P-M  Co.  265  mg.  (Dehydrocholic  Acid,  250  mg.); 
Homatropine  methylbromide  1.2  mg.;  Phenobarbital 
8.0  mg.  Supplied  in  bottles  of  100  tablets. 


PITMAN-MOORE  COMPANY 

DIVISION  OF  ALLIED  LABORATORIES,  INC. 
INDIANAPOLIS.  INDIANA 
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Clinical  reports  on 
LOW  BACK  PAIN 
show  that 


Mil 


Trmmpab 


a tniR  “tnnniiilayiint  ” 


relaxes  skeletal  muscle  p 
spasm  so  the  patient 
can  continue  to  work 

Clinical  experience  shows  that  Trancopal  will  en-  : 
able  your  patients  with  low  back  pain  to  keep 
going  strong.  Lichtmani  reports  that  310  of  his 
331  patients  treated  with  Trancopal  obtained 
satisfactory  relief.  These  patients  were  suffering 
from  low  back  pain,  stiff  neck,  postoperative 
muscle  spasm  or  other  skeletal  muscle  spasms 
associated  with  trauma,  bursitis,  osteoarthritis 
and  rheumatoid  arthritis.  Mullin  and  Epifano^ 
reported  that  Trancopal  brought  relief  to  all  of  39 
patients  with  skeletal  muscle  spasm.  In  these 
patients,  who  had  suffered  from  trauma,  bursitis, 
rheumatoid  arthritis,  osteoarthritis,  and  interver- 
tebral disc  syndrome,  the  effect  of  Trancopal  was 
“.  . . excellent  and  prompt . . Gruenberg^  ob- 
tained marked  relief  with  Trancopal  in  258  of  304 
patients  with  low  back  pain,  torticollis,  arthritis 
and  other  conditions  associated  with  skeletal 
muscle  spasm.  Moderate  relief  was  obtained  in 
an  additional  group  of  28  patients.  Trancopal  is  , 
a true  “tranquilaxant”  because  “It  combines  the  : 
properties  of  tranquilization  and  skeletal  muscle  j 
relaxation  with  no  concomitant  change  in  normal  1 1 
consciousness. Side  effects  have  been  few  and  ’ 
minor  — and  in  no  case  were  they  serious  enough 
to  warrant  discontinuing  the  use  of  Trancopal.^ 
“Trancopal  is  exceptionally  safe  for  clinical  use.”® 


relieves  anxiety  and  tension  so  the  patient  can  carry  on 


Trancopal  is  also  an  effective  agent  for  patients  in  anxiety  and  tension  states.  Accord- 
ing to  recent  clinical  reports,^’®  it  calms  the  patients  but  allows  them  to  continue  their 
work  or  other  activity.  Indeed,  Lichtman  found  that  his  patients  with  anxiety  “.  . . were 
in  many  instances  able  to  continue  their  normal  activities  where  previously  they  had 
been  considerably  restricted  . . He  observed  that  Trancopal  brought  good  to  excel- 
lent relief  to  114  of  120  patients  in  anxiety  states.  Ganz,^  who  noted  good  to  excellent 
relief  in  32  of  35  patients  with  globus  hystericus,  and  in  his  entire  series  of  100  patients 
in  anxiety  or  tension  states,  comments:  “Chlormethazanone  [Trancopal],  by  relieving 
the  psychogenic  symptoms,  allows  the  patient  to  use  his  energies  in  a more  productive 
manner  in  overcoming  his  basic  problems.”® 

Relieves  dysmenorrhea  — Trancopal  has  also  proved  to  be  a useful  medication  in  the 
treatment  of  patients  with  dysmenorrhea, probably  producing  its  effect  . . by 
means  of  a combination  of  muscle  relaxant  and  tranquilizing  actions.”^ 


Indications 

Musculoskeletal  disorders 

Psychogenic  disorders 

Low  back  pain  (lumbago) 

Neck  pain  (torticollis) 

Bursitis 

Fibrositis 

Myositis 

Ankle  sprain,  tennis  elbow 
Osteoarthritis 

Rheumatoid  arthritis 

Disc  syndrome 

Postoperative  muscle  spasm 

Dysmenorrhea 

Premenstrual  tension 

Anxiety  and  tension  states 

Asthma 

Angina  pectoris 

Alcoholism 

Dosage:  Adults,  100  or  200  mg.  orally  three  or  How  Supplied:  Trancopal  Caplets®  100  mg. 

four  times  daily.  Relief  of  symptoms  generally  (peach  colored,  scored)  and  200  mg.  (green 

occurs promptlyandlastsfromfourtosixhours.  colored,  scored),  bottles  of  100. 


References:  1.  Lichtman,  A.  L.;  Kentucky  Acad.  Gen.  Pract.  J.  4:28,  Oct.,  1958.  2.  Mullin,  W.  G.,  and  Epifano,  Leonard:  Am.  Pract.  & Digest  Treat. 
10:1743,  Oct.,  1959.  3.  Gruenberg,  Friedrich:  Current  Therap.  Res.  2:1,  Jan.,  1960.  4.  Shanaphy,  J.  F.:  Current  Therap.  Res.  1:59,  Oct.,  1959. 
5.  Ganz,  S.  E.:  J.  Indiana  M.  A.  52:1134,  July,  1959.  6.  Stough,  A.  R.:  J.  Oklahoma  M.  A.  52:575,  Sept.,  1959. 


U|jintii/iob 


Laboratories 


New  York  18,  New  York 


PROFESSIONAL  MODELS  USED  FOR  PHOTOGRAPHS 
TRANCOPAL  IBRAND  OF  CHLORMEZANONE)  AND  CAPLETS,  TRADEMARKS  REG.  U.  S.  PAT.  OFF. 


clinical  reports  on  anxiety  show  that 


A TRUE  "TRANQUILAXANT 


“...TRANCOPAL  is  a most  valuable  drug  for  relieving  tension 
apprehension  and  various  psychogenic  states. ”5 


Maximal  Absorption 

Acid  stable,  highly  soluble 

Maximal  Blood  Levels 
Maximal  Flexibility 

May  be  administered  without  regard  to  meals. 
However,  highest  absorption  is  achieved 
when  taken  just  before  or  between  meals. 

Maximal  Oral  Indications 

Indicated  in  infections  caused  by 
streptococci, pneumococci,  susceptible 
staphylococci,  and  gonococci 


COMPARATIVE  ORAL  SERUM  LEVELS!*  I 
FastSig  and  Non-FasHng  Stales  / 250  Mg,  Dose  | 


DOSAGE:  For  moderately  severe  conditions,  125  to  250 
mg.  three  times  daily.  For  more  severe  conditions,  500 
mg.  as  often  as  every  four  hours  around  the  clock. 

NOTE:  To  date,  MAXIPEN  has  not  shown  less  allergic 
reactions  than  older  oral  penicillins.  Usual  precautions 
regarding  penicillin  administration  should  be  observed. 

SUPPLIED:  MAXIPEN  TABLETS,  scored,  125  mg.  (200,000 
units),  bottles  of  36;  250  mg.  (400,000  units),  bottles  of 
24  and  100  tablets.  MAXIPEN  FOR  ORAL  SOLUTION;  re- 
constituted each  5 cc.  contains  125  mg.  (200,000  units), 
in  60  cc.  bottles. 


*Based  on  3294  individual  serum  antibiotic  deter- 
minations. Complete  details  available  on  request. 


MAXIPEN,  the  orally  maximal  penicillin, 
is  a triumph  of  man  over  molecule;  a 
product  of  Pfizer  Research 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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Announcing 

i 


ACT  FED 


1® 


Decongestant  / Antihistamine 


provides  symptomatic  reiief  of 

nasai  congestion  and  rhinor- 

rhea  of  ailergic  or  infectious 

■ ■ 

origin  Many  patients  whose  symptoms  are  inadequately  con- 
trolled by  decongestants  or  antihistamines  alone  respond  promptly  and 
favorably  to ‘ACTIFED’.  ineachtsp. 


‘ACTIFED’  contains: 

‘Actidil’®  brand  Triprolidine  Hydrochloride 
‘Sudafed’®  brand  Pseudoephedrine  Hydrochloride 


in  each 
Tablet 
2.5  mg. 
60  mg. 


Syrup 
1.25  mg. 
30  mg. 


safe  and  effective  for  patients 
of  aii  ages  suffering  from 
respiratory  tract  congestion 


DOSAGE 


TABLETS 

SYRUP  (5  cc.  tsp.) 

Adults  and  older  children 

1 

2 

Children  4 months  to  6 years  of  age 

1 

> times 

Infants  through  3 months 

3^ 

j daily 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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The  secret  of  a successful 
geriatric  diet  is  acceptance 


The  more  appetizing  the  bill  of 
fare  you  can  offer,  the  more 
likely  it  is  your  geriatric  patient 
will  stay  on  his  diet. 

Meat — chops  or  cutlets-~is 
important  for  elderly  people. 
Also,  chicken  parts  or  fish  steaks 
in  small  portions  are  unusually 
appealing  and  economical.  A 
one-dish  casserole  is  ideal  fare. 


Plenty  of  fruits  and  vegetables, 
canned,  chopped  or  strained, 
supply  needed  vitamins  and  are 
easy  to  chew. 

Soft  salads  containing  peas, 
apples  or  peaches  are  welcomed 
by  geriatric  patients  and  usually 
add  zest  to  the  diet.  And  always 
recommended  is  a liberal 
amount  of  liquid. 


United  States  Brewers  Foundation 

If  you’d  like  reprints  of  this  advertisement,  write  United  States 
Brewers  Foundation,  535  Fifth  Avenue,  N.Y.17,  N.Y. 


With  your  approval, 
your  patient  might 
add  a glass  of 
sparkling  beer  to 
round  off  his  meal. 

Sodium  17  mg., 
Calories  104/8  oz.  glass 
(Average  of  American  Beers) 
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more  and  more  physicians  are  prescribing  this  tripie  suifa 


Squibb  Triple  Sulfas  (Trisulfapyrimidines) 


Clinical  experience  continues  to  prove  that 
TERFONYL  provides  many  special  advantages 
fundamental  to  successful  antibacterial  therapy. 


• specificity  for  a wide  range  of  organisms  • superinfection  rarely 
encountered  • soluble  in  urine  through  entire  physiologic  pH  range 

• minimal  disturbance  of  intestinal  flora  • excellent  diffusion  through- 
out tissues  • readily  crosses  blood -brain  barrier  • sustained 
therapeutic  blood  levels  • extremely  low  incidence  of  sensitization 


SUPPLY:  Tablets,  0.5  gm.  • Suspension,  raspberry  flavored,  0.5  gnn.  per  teaspoonful  (See.). 


Squibb 


Squibb  Quality— the  Priceless  ingredient 

^TERFONYL'*^  IS  A SQUIBB  TRADEMARK 


24 


Rocky  Mountain  Medical  Journal 


TofrSnir 

brand  of  imipramine  HCl 


I In  the  treatment  of  depression 

Tofranil  has  established  the  remark- 
able record  of  producing  remission 
, or  improvement  in  approximately 

i 80  per  cent  of  cases. ' 

Tofranil  is  well  tolerated  in  usage— 

] is  adaptable  to  either  office  or 

hospital  practice— is  administrable 
by  either  oral  or  intramuscular  routes. 

Tofranil 

a potent  thymoleptic . . . 
not  a MAO  inhibitor. 

Does  act  effectively  in  all  types  of 
depression  regardless  of  severity 
or  chronicity. 


Does  not  inhibit  monoamine 
oxidase  in  brain  or  liver;  produce 
CNS  stimulation;  or  potentiate  other 
drugs  such  as  barbiturates  and 
alcohol. 

Detailed  Literature  Available  on 
Request. 


' Tofranil®  brand  of  imipramine  HCl:  tablets  of 

25  mg.,  bottles  of  100.  Ampuls  for  intramuscular 
administration  only,  each  containing  25  mg.  in 
I 2 cc.  of  solution,  cartons  of  10  and  50. 

References:  1.  Ayd,  E J.,  Jr.:  Bull.  School  Med., 
Univ.  Maryland  44:29,  1959.  2.  Aziraa,  H., 
and  Vispo,  R.  H.:  A.M.A.  Arch.  Neurol. 

& Psychiat.  81:658,  1959.  3.  Lehmann,  H.  E.  ; 
Cahn,  C.  H.,  and  de  Verteuil,  R.  L.:  Canad. 
f Psychiat.  A.  J.  3:155,  1958.  4.  Mann,  A.  M. 

and  MacPherson,  A.  S.:  Canad.  Psychiat. 

A.  J.  4:38,  1959.  5.  Sloane,  R.  B. ; 

Habib,  A.,  and  Batt,  U.  E.:  Canad.  M.A.J. 
80:540,  1959.  6.  Straker,  M.;  Canad.  M.A.J. 
80:546,  1959.  7.  Strauss,  H.;  New  York  J.  Med. 
39:2906,  1959. 


Geigy,  Ardsley,  New  York 
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why  wine 
in  digestive 

disorders? 


Although  the  effects  of  wine  on  the 
digestive  system  have  been  discussed 
for  centuries,  it  has  been  only  in  recent 
years  that  many  of  its  physiological 
attributes  have  been  determined. 

WINE  AND  THE  SALIVARY  GLANDS-The  increase  in  salivary  flow  following  a 
moderate  intake  of  wine  is  apparent  almost  immediately,^  such  increase  being 
attributed  to  direct  sensitization  of  secretory  nerve  endings." 

WINE  AND  GASTRIC  SECRETION —With  a pH  averaging  3.2,  wine  resembles 
gastric  juice  more  closely  than  does  any  other  natural  beverage.  Its  tannins,  organic 
acids  and  salts  of  these  acids  serve  as  buffering  agents  to  maintain  this  pH. 

Relatively  low  in  content  of  alcohol,  table  wine  has  been  found  to  stimulate  gastric 
secretion  and  induce  production  of  gastric  juice  high  in  hydrochloric 
acid,  sodium  chloride,  rennin  and  pepsin.^ 

WINE  AND  THE  DIGESTIVE  TRACT— With  its  low  concentration  of  alcohol,  wine 
in  moderate  consumption  has  been  found  to  induce  a marked  increase  in 
biliary  flow.'*  This,  together  with  increased  function  of  pancreatic  enzymes,  may 
thus  encourage  better  digestion  of  fatty  foods. 

THEREFORE-IN  THE  TREATMENT  OF  DIGESTIVE  DISORDERS-Wine  is  being 
widely  recommended  in  the  treatment  of  anorexia,  hypochlorhydria  without 
gastritis, mucous  colitis,  spastic  constipation  and  diarrhea,  and  in  digestive  disorders 
stemming  from  emotional  tension  and  anxiety. 

These  and  other  modern  uses  for  wine  are  discussed  in  the  brochure 
“Uses  of  Wine  in  Medical  Practice.”  For  your  free  copy  write— Wine  ^ 

Advisory  Board,  717  Market  Street,  San  Francisco  3,  California. 

1.  Winsor,  A.  1.  and  Strongin,  E.  1.;  J.  Exper.  Psychol.  16:5S9  (1933).  ■ 

2.  Beozell,  J.  M.,  and  Ivy,  A.  C.:  Quart.  J.  Studies  on  Ale.  I;45  (1940). 

3.  Faroy,  G.,  and  Weissenbach,  R.  J.;  Hopital  25:306  (1937}. 

4.  Okada,  S.:  J.  Physiol.  49:457  (1915). 
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. . . and  take  this  opportunity  to  investigate 
the  advantages  of  becoming  a stock  holder 
and  a policy  holder  in  Empire  Casualty . . . 
Empire  is  your  company  if  you  are  a mem- 
ber of  the  Colorado  State  Medical  Society. 
You  will  benefit  by  low  rates  based  on  actual 
loss  experience 
and  more  com- 
plete insurance 
coverage.  Learn 
how  you  can  own 
a share  in  Empire 
Casualty  Com- 
pany 


Write  or  call  Carl  W.  Ohiin  for 
immediate  action  and  full  particulars 


Operating  Management  Insurance  Department 


201  Security  Building 


AComa  2-8621 


EMPIRE 


<iasualty  company 


after  milk  and  res^  jtoi^late? 

Once  you’ve  ^jrescrfbed  milk  and  rest  for  Ir^peptic  ulcer  patient,  Donnalate 
may  be  the  test  means  for  fulfilling  his  th^ap^tic  r&iimen.  This  is  because 
Donnalate  combines  several  recognised  ai^ts  which  effectively  complement 

% therapy,  A single  tablet  also 


each  other  and  help  promote  your  basic 
simplifies  medicine-taking.  , 


in  Donnalate; 


Dihydroxyafumini 
sistent  neutralization  than  can  diet  alone.4 
sibility  of  y<Hir  patient’s  resting  as^you 
reduce  G1  spasm  and  gastric  secretfen. 
they  enable  the  antacid  to  remain  the 


'.f  Wi 

'a^inoacetate  affords  more  con- 
’ffenobar^itai  improves  the  pos- 
f|m  to.  I*  Belladonna  alkaloids 
)y|jecrea^lng  gastric  peristalsis, 
rrr^ch  longer. 

tablet  plus  one-half  Donnatal® 


Each  Donnalate  tablet  equals  one  Sobaia 
tablet:  Dihydroxyaluminum  aminoacetate^^t^.  1|.,  0.5  Gm.;  Phenobarbital  (Vg 
gr.),  8.1  mg.;  Hyoscyamine  sulfate  0.0^^  mg.;  Atropine  sulfate,  0.00§7 
mg.;  Hyoscine  hydrobromlde,  0.0083  mg.^ 


».H:RobmsCo 


n 


announcing  a major  event 
in  anticoagulant  therapy. . . 


Certified—before  introduction—by  5 years  of  clinical  experience 
and  published  reports  in  the  U.S.A,,  Canada  and  Great  Britain. 


M ir  adon 


anisindione 


new  oral  prothrombin  depressant 

control  at  every  stage  of  anticoagulant  therapy  rapidity 
of  induction  and  recovery  time  predictability  of  initial 
and  maintenance  dosages  Stability  of  therapeutic  prothrombin 
levels  during  maintenance  therapy  FCVCFSlblllty  of  anti- 
coagulant effect  with  vitamin  Ki  preparations . . . rapid  return  to 
therapeutic  levels  on  remedication 


Well  tolerated  and  relatively  nontoxic 
no  nausea  and  vomiting,  proteinuria, 
agranulocytosis  or  leukopenia  yet  observed 
— chromaturia  infrequent  and  transient. 

Single  daily  dose  corivenience 


Pacifeag/ng~MiRADON  Tablets,  50  mg.,  bottle 
of  100. 

For  complete  information  on  indications, 
dosage,  precautions,  and  contraindications 
consult  the  Schering  Statement  of  Directions. 


S-435 


"In  our  hands  it  has  been  particularly  helpful 

in  the  treatment  of  staphylococcic  disease.'" 

In  difficult  staph,  infections,  a decisive  response  may  be  obtained  with  Ilosone 
in  a high  percentage  of  cases. 

In  a studyi  of  105  patients,  sixty-four  of  whom  had  Staphylococcus  aureus 
infections,  good  results  were  obtained  with  Ilosone  in  94  percent.  Ten  subjects 
had  previously  failed  to  respond  to  other  forms  of  chemotherapy.  The  authors 
concluded  that  Ilosone  “.  . . is  xiseful  in  treatment  of  a munber  of  common 
infections  and  has  been  effective  in  treatment  of  a munber  of  less  common 
and  more  serious  infections.  ...  In  our  hands  it  has  been  particularly  helpful 
in  the  treatment  of  staphylococcic  disease.” 

Ilosone  is  available  in  Pulvules®,  125  mg.  and  250 
mg.;  Lauryl  Sulfate  125  Suspension,  125  mg. 

(base  equiv.)  per  5-cc.  tsp.;  and  Lauryl  Sulfate 
Drops,  5 mg.  (base  equiv.)  per  drop.  Usual  dosage 
for  adults  and  children  over  fifty  pounds  is  250  mg. 
every  six  hours. 


I . Smith,  I.  M.,  and  Soderstrom,  W.  H. : 

J.  A.  M.  A.,  /70.i84  (May  9),  1959. 

Ilosone®  (propionyl  erythromycin 

ester,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

032535 
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'f  the  several  thousand  medical  periodi- 
cals regularly  published  in  the  world,  it 
seems  at  times  that  all  of  them  land  squarely 
on  our  desks.  Of  the  scores  which  do  so,  each 
is  in  competition  with  all  the  others.  Many 

will  be  consigned  di- 


Preparation of 
Scientific  Papers 


rectly  to  the  perma- 
nent round  file  be- 
neath the  desk!  Of 
the  remainder,  those 
which  are  partially  or  completely  read  are 
the  journals  and  brochures  inspiring  the  most 
reader  interest.  Attention  of  the  reader  is 
assured  when  attractive  format,  color,  and  a 
progressive  look  join  in  saying,  “Have  a look 
between  these  covers;  here  is  meat  and 
mental  pabulum  which  is  concise  and  boiled 
down  for  your  refreshment.”  We  know  from 
experience  that  the  editorials,  scientific 
articles,  and  case  reports  most  favorably 
received  are  those  which  are  brief.  Compli- 
ments upon  our  progress  and  quality  origi- 
nate from  articles  which  have  a thought- 
inspiring  introductory  paragraph,  a well-di- 
gested body,  and  a conclusion  that  sticks  in 
the  reader’s  mind. 

Allow  us  to  present  here — for  prospective 
authors — a brief  review  of  the  elements  that 
make  a good  paper.  We  have  done  this  every 
few  years  in  the  past,  but  somehow  the  sub- 
ject does  not  seem  to  become  old.  Medical 
writers  would  write  more  effectively,  says 
one  of  our  fellow  editors,  if  they  understood 
the  English  language  as  well  as  they  under- 
stand the  complexities  of  medicine.  The  ma- 
jority could  write  more  clearly,  eliminate  or 
shorten  their  charts,  and  provide  clearer 
illustrations. 

Dr.  R.  D.  Goodman,  who  edits  the  Bulletin 
of  the  Academy  of  Medicine  of  New  Jersey, 
has  written  an  article  entitled  “Anatomy  of  a 
Scientific  Paper.”  He  states  that  every  medi- 
cal author  must  compete  in  today’s  complex 
arena  for  a portion  of  the  physician’s  time. 
To  do  this  effectively  he  must  give  considera- 
tion to  his  audience.  The  article  must  have 
form — a beginning,  a middle  and  an  end. 


usually  referred  to  as  introduction,  exposi- 
tion, and  conclusion.  Favorable  acceptance 
may  be  in  inverse  proportion  to  the  number 
of  ideas  an  article  contains;  often  a single 
good  one  is  best.  The  length  should  be  only 
that  which  will  convey  the  author’s  message, 
all  superfluous  words  and  phrases  deleted. 

Most  titles  which  come  our  way  are  too 
long.  A short  title  is  readable  at  a glance. 
It  should  be  just  long  enough  to  be  informa- 
tive. A good  rule  is  five  words  or  less.  How 
well  will  it  lend  itself  to  indexing?  Thus, 
the  most  important  words  are  placed  first. 
Authorship  is  preferably  uncomplicated.  If 
co-authors  are  numerous,  or  minor  in  refer- 
ence to  the  amount  of  work  the  paper  repre- 
sents, credit  belongs  in  a footnote.  The  latter 
also  briefly  identifies,  whenever  possible,  the 
author  or  authors  with  title  or  chief  position 
— particularly  our  guest  speakers. 

The  opening  sentence  is  significant,  for  it 
alone  may  cause  the  reader  to  decide  whether 
he  carries  on.  The  purpose,  earlier  experi- 
ence, and  present  status  of  the  problem  then 
follow  but  need  not  require  much  space.  The 
exposition,  or  middle,  next  presents  facts 
which  are  documented,  organized,  and  clear. 
Involved  tables,  charts,  and  figures  are  fa- 
tiguing and  ineffective. 

A discussion  is  designed  to  mention  rele- 
vant and  related  data,  and  it  may  strengthen 
the  message.  A conclusion  states  end  results 
— thereby  justifying,  confirming,  or  denying 
the  introduction.  A summary  reiterates  the 
main  points,  not  merely  stating  that  this  or 
that  has  been  done,  said,  or  demonstrated. 
Discretion  of  author  and  editor  determines 
whether  discussion,  conclusion,  and  summary 
are  all  desirable.  Frequently  a discussion  and 
summary,  conclusion  and  summary,  or  only 
discussion  and  conclusion  may  clearly  define 
the  main  points.  A conclusion  or  summary 
only  may  be  adequate  for  a short  paper. 

Readers  of  the  Rocky  Mountain  Medical 
Journal  have  noted  the  bold  face  brief  com- 
mentary beneath  the  title  of  most  of  our 
scientific  articles.  In  the  parlance  of  editors 
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and  printers,  this  introductory  feature  of  an 
article  is  referred  to  as  the  “blurb.”  It  is 
noted  in  many  progressive  periodicals,  scien- 
tific and  otherwise.  The  Journal  of  the  Amer- 
ican Medical  Association  presents  it  in  a 
bordered  “box,”  usually  more  wordy  than 
the  style  we  have  chosen  for  our  Journal. 
Most  of  ours  have  been  written  by  the  edi- 
tors, and  authors  thus  far  have  not  deleted 
or  altered  any  of  them  in  galley  proof.  We 
feel  confident,  therefore,  that  they  are  ap- 
proved. They  point  to  the  main  reason  the 
article  should  be  read,  or  what  it  is  designed 
to  show  — thereby  creating  or  stimulating 
reader  interest.  The  blurbs,  we  believe,  are 
an  asset  to  the  scientific  section. 

You  have  noted  the  Publication  Rules  in 
the  front  pages  of  our  Annual  Directory  of 
Members.  Among  those  constructive  sugges- 
tions, we  take  a dim  view  of  long  reference 
lists.  It  has  been  our  conclusion  from  many 
years  of  experience  that  such  lists  rarely  add 
to  the  value  of  articles  for  readers  in  our 
six  states.  We  therefore  prefer  that  they  be 
omitted.  However,  if  they  refer  only  to  per- 
tinent articles,  they  are  admissible  if  brief. 
The  term  “References”  is  generally  correct, 
for  a “Bibliography”  theoretically  lists  every- 
thing in  the  literature  upon  a certain  subject. 

Illustrations,  to  reproduce  well,  must  be 
clear,  sharp  and  glossy;  captions  should  be 
typed  in  numbered  order  on  a separate  sheet. 
Remember  that  our  printers  are  laymen  to 
whom  our  pictures  and  vocabulary  are  Greek. 
Top  and  figure  number  must  therefore  be 
noted  on  the  back  of  each  illustration. 

It  would  be  well  for  every  author  to  re- 
read the  “Publication  Rules  and  Suggestions 
to  Authors”  in  the  front  pages  of  the  most 
recent  Rocky  Mountain  Medical  Directory 
before  beginning  work  upon  a manuscript. 
It  serves  as  a valuable  guide  which,  with 
help  of  the  above  suggestions,  will  result  in 
a superior  composition  for  publication.  The 
copy  must  finally  run  the  gauntlet  composed 
of  the  editor  for  your  own  state  and  the 
editorial  staff  at  the  publication  office — each 
armed  with  a blue  pencil!  Your  article  will 
look  better  to  you  when  you  receive  your 
author’s  galley  proof.  And  finally,  as  a credit 
to  you  and  an  asset  to  the  Rocky  Mountain 
Medical  Journal,  we  will  all  be  justly  proud 
of  our  work! 


A SMALL  PRIVATE  HOSPITAL  of  100  beds  ran 
efficiently  with  an  administrative  staff  of 
one  administrator,  one  business  manager,  and 
five  secretaries.  The  house  staff  consisted  of 
three  residents  and  six  interns  who  were 

paid  by  the  hospital. 
Efficiency — They  were  taught  by 

the  staff  doctors  who 
were  in  private  prac- 
A Fable  ( ? ? ? ) tice  and  received  no 

pay.  This  hospital  was 
filled  with  patients  who  received  excellent 
care.  There  was  no  waiting  list,  and  the 
people  in  the  community  were  happy  and 
healthy. 

Then  this  fine  hospital  was  taken  over  by 
the  state.  First  came  the  administrator  with 
his  two  assistants  and  each  had  two  secre- 
taries. Since  there  was  not  enough  office 
space,  five  patient  rooms  were  converted  into 
offices.  Next  arrived  the  business  manager 
with  his  two  assistants  and  their  six  secre- 
taries and  with  them  went  ten  more  hospital 
beds.  The  efficiency  expert  arrived  with  an 
assistant  and  three  secretaries,  which  used 
up  five  more  rooms.  The  professional  staff 
expanded  to  12  full  time  chiefs,  each  with  a 
full  time  assistant  and  each  one  with  at  least 
one  secretary.  The  house  staff  went  from  nine 
to  55.  Each  department  needed  a research 
laboratory,  so  more  beds  were  appropriated. 
When  the  reorganization  was  over,  the  hos- 
pital, which  had  been  operating  on  a budget 
of  $300,000  a year — paid  by  the  patients,  was 
costing  three  and  a half  million  a year — paid 
by  the  taxpayers.  This,  of  course,  did  not  in- 
clude the  $300,000  received  in  federal  grants 
for  research  of  questionable  necessity  and 
merit — also  paid  by  the  taxpayer. 

At  this  time  it  was  discovered  that  the 
need  for  office  space  had  left  only  one  bed 
for  patients.  Immediately  each  department 
claimed  the  single  bed.  As  a result,  the  only 
patient  in  the  place  alternated  between  com- 
plete neglect,  examination,  and  treatment  by 
the  whole  staff.  The  strain  of  50  physical  ex- 
aminations a day,  supplemented  by  millions 
of  laboratory  tests,  conflicting,  cancelled,  and 
reordered  orders,  along  with  infusions,  trans- 
fusions, enemas,  lavage,  gavage,  etc.,  brought 
on  his  early  demise.  Autopsy  revealed  death 
was  caused  by  exhaustion,  acute  therapeutic 
anemia,  and  a perforated  stress  ulcer. 
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With  the  death  of  the  single  patient,  the 
last  remaining  bed  was  converted  into  a con- 
ference room.  Here  the  staff  met  and,  after 
months  of  deliberation,  came  up  with  a bril- 
liant solution — they  sent  a request  to  the 
state  legislature  for  ten  million  dollars  to 
build  a new  100-bed  hospital. 

W.  H.  Leitch,  M.D. 

Denver 


“1 

At  IS  NECESSARY  that  we  apply  an  immedi- 
ate remedy,  and  eradicate  the  poisonous  prin- 
ciple from  our  government.  If  this  be  not 
done,  Sir,  we  shall  feel,  and  posterity  will  be 
convulsed  by  a painful  malady.”  (Alexander 

Hamilton,  June 

Medicine,  Dignity  1788.) 

It  is  true  that 
opportunity  is 
And  Human  Freedom  rarely  offered  of 

deliberately  and 
fairly  correcting  the  errors  of  government, 
nor  does  such  an  opportunity  seem  to  be  now 
at  hand.  It  follows  then  that  we  must  of 
necessity  create  the  opportunity  as  we  ap- 
proach this  coming  crisis.  And  how  may  we 
create  this  opportunity?  The  facts  about  med- 
icine and  the  public  welfare  must  be  told  by 
those  who  know  the  facts.  In  a democracy, 
public  ignorance,  misunderstanding,  and  fear 
are  the  dangerous  factors  which  are  so  adroit- 
ly used  by  those  who  follow  the  “Fabian” 
(socialist)  concept.  At  this  time  silence  by 
the  physicians  allows  the  birth  of  public  ig- 
norance, misunderstanding,  and  fear.  An  in- 
formed public  is  not  susceptible  to  the  moral 
intimidation  which  is  the  weapon  of  the  so- 
cialist. 

We  are  not  at  this  time  confronted  (as  the 
socialistic  planner  suggests)  by  the  choice  of 
a “perfect  system  called  socialism”  or  an 
“imperfect  system  called  capitalism.”  Rather, 
we  are  confronted  by  two  systems,  both  the 
products  of  men  in  their  imperfection  and, 
therefore,  systems  each  with  its  imperfec- 
tions. Then  let  us  examine  our  knowledge  of 
the  fruits  of  each  system.  We  live  in  a nation 
developed  and  brought  forward  under  the 
system  called  capitalism  which  has  now 
reached  the  highest  development  in  matters 
social,  scientific,  economic  and  healthwise 
which  the  world  has  ever  seen.  Socialism  was 
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the  system  in  post-World  War  I in  Germany, 
which  led  ultimately  to  Nazism  and  Hitler. 
Various  schools  of  socialists  dominated  Italy 
to  an  end  in  Fascism  and  Mussolini.  Today, 
before  us  as  an  object  lesson  is  England  and, 
of  course,  Russia. 

Socialism  cannot  survive  in  an  atmosphere 
in  which  burns  strongly  the  torch  of  human 
freedom.  Socialism  cannot  survive  in  an  at- 
mosphere in  which  the  dignity  of  the  indi- 
vidual is  the  prime  consideration. 

It  must  then  follow  that  we,  as  individuals 
and  as  physicians,  must  speak  out  strongly. 
Who  better  can  dispell  ignorance,  misunder- 
standing and  fear?  We  bring  daily  to  our 
patients  not  the  promise  of  a socialistic  and 
secure  Utopia  but  benefits  already  achieved 
under  the  system  called  capitalism.  Medicine 
— above  all  the  disciplines — recognizes  the 
“dignity  of  the  individual”  and  the  necessity 
for  “human  freedom.”  These  are  the  two 
basic  factors  under  which  a people  and  a 
nation  can  march  on  and  on  to  greater 
achievement. 

Ernest  W.  Mack,  M.D.,  President 

Nevada  State  Medical  Association 


A. 


An  American  s 
Creed 


-N  OLD  QUOTATION,  author  unknown  to  us, 
is  thoroughly  apropos  to  many  problems 
facing  America  today: 

“I  do  not  choose  to  be  a common  man.  It  is  my 
right  to  be  uncommon — if  I can.  I seek  opportunity 

— not  security.  I do  not 
wish  to  be  a kept  citizen, 
humbled  and  dulled  by 
having  the  state*  look 
after  me.  I want  to  take 
the  calculated  risk;  to  dream  and  to  build,  to  fail 
and  to  succeed.  I refuse  to  barter  incentive  for  a 
dole.  I prefer  the  challenges  of  life  to  the  guaran- 
teed existence;  the  thrill  of  fulfillment  to  the  stale 
calm  of  utopia. 

“I  will  not  trade  freedom  for  beneficence  nor 
my  dignity  for  a handout.  I will  never  cower  be- 
fore any  master  nor  bend  to  any  threat.  It  is  my 
heritage  to  stand  erect,  proud  and  unafraid;  to 
think  and  act  for  myself,  enjoy  the  benefit  of  my 
creations  and  to  face  the  world  boldly  and  say, 
this  I have  done. 

“All  this  is  what  it  means  to  be  an  American.” 


How  many  bills  have  come  and  gone 
through  Congress,  how  many  systems  of 
healing  have  dawned  and  faded,  and  how 
much  socialization  has  occurred  in  the  prac- 
tice of  medicine  the  world  over  since  the 
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above  was  composed,  we  have  no  way  of 
knowing.  However,  a threat — most  recently 
embodied  in  the  Forand  Bill — to  the  Ameri- 
can way  of  life  must  be  met  with  this  same 
spirit  that  has  made  our  country  great.  As 
previously  stated  in  these  columns  and  else- 
where, that  bill  or  another  like  it  could  sound 
“the  death  knell  of  democracy.” 


Xhe  pharmaceutical  manufacturers  are, 
and  have  been,  in  a crossfire  of  criticism 
regarding  the  price  of  drugs.  Much  of  the 
criticism  has  originated  from  ill-informed 
sources  and  from  individuals  obviously  preju- 
diced and  probably 


In  Defense  of 
The  Cost  of  Drugs 


with  socialistic  pro- 
pensities. The  phar- 
maceutical industry 
was  ably  defended 
at  its  Annual  Eastern  Regional  Meeting  in 
New  York  City  last  December  by  its  Presi- 
dent, Dr.  Austin  Smith.  We  remember  Dr. 
Smith  as  former  editor  of  the  Journal  of  the 
American  Medical  Association. 

The  report  recounted  the  amazing  prog- 
ress of  the  drug  industry  during  the  past  two 
decades,  during  which  10  years  have  been 
added  to  the  average  life  span  in  America. 

It  is  estimated  that  were  it  not  for  the 
sulfa  drugs  and  antibiotics,  three  million  of 
us  now  living  might  otherwise  be  dead.  In 
48  years,  life  expectancy  has  increased  by  40 
per  cent.  The  former  leading  causes  of  death 
— pneumonia,  influenza,  tuberculosis,  and 
gastritis — accounted  for  about  one-third  of 
all  deaths.  Now  they  account  for  about  one- 
twentieth.  Deaths  from  bronchitis  and  diph- 
theria have  dropped  by  95  to  99.8  per  cent, 
and  deaths  from  communicable  diseases  de- 
clined 75  per  cent  between  1934  and  1958. 
During  about  the  same  period,  maternal  mor- 
tality has  declined  from  63.6  to  4.5  per  1,000 
live  births,  and  deaths  of  infants  after  the 
first  week  from  33.9  to  9.6. 

The  drug  manufacturers’  sales  amounted 
to  about  half  a billion  dollars  in  1946  and 
have  now  reached  nearly  two  billion.  Whole- 
sale prices  have  decreased,  and  consumer 
price  index  advanced  19.5  points  during  the 
decade  following  1948 — 2.2  points  less  than 
the  index  for  all  items.  Furthermore,  other 
medical  care  items  have  increased  more  than 


drug  prices.  Many  people,  including  some 
physicians,  have  not  calculated  that  the  pres- 
ent highly  effective  drugs  actually  save 
money  in  the  long  run.  For  example,  mas- 
toiditis formerly  resulted  in  hospitalization 
and  surgery  entailing  expenses  of  perhaps 
$1,000.00,  to  say  nothing  of  impaired  hearing. 
Fifteen  dollars’  worth  of  antibiotics  now 
clears  up  the  majority  of  cases. 

The  industry  spends  nearly  $200  million 
per  year  in  research,  about  11  per  cent  of 
what  they  receive  in  sales.  In  addition  to  the 
cost  of  research  must  be  added  clinical  test- 
ing, evaluation,  collaboration  with  Federal 
agencies,  distribution,  informing  doctors  and 
druggists. 

Let  us  not  join  the  vociferous  critics  who 
attack  the  costs  of  medical  care,  both  politi- 
cally and  emotionally,  particularly  those  who 
plead  persecution  of  our  elder  citizens.  Herein 
lies  the  heralded  “entering  wedge”  of  the 
socialistically-minded.  May  we  always  be  fair 
in  admitting  credit  where  credit  is  due  to  our 
friends  and  fellow  workers  in  the  pharma- 
ceutical industry! 

1-Jnder  this  heading  in  Montana’s  medical 
bulletin  appears  a poignant  message  from 
the  pen  of  L.  R.  Hegland,  the  Executive  Sec- 
retary: 

“An  effective  argument  against  the  For- 
and Bill,  HR-4700,  is 

Service  Instead  “ proposes  to 

amend  the  Social  Se- 
0/  Cash  curity  Act  and,  for  the 

first  time,  to  provide 
service  rather  than  cash  to  the  beneficiaries 
of  the  act.  When  the  government  provides 
service  it  must  control  and  regulate  the  pur- 
veyors of  those  services.  It  will  say  how, 
what,  when,  why  and  where  and  the  pur- 
veyor of  the  services  will  have  little,  if  any, 
opportunity  to  voice  his  own  opinion  based 
upon  his  professional  judgment.” 

These  columns  have  urged  that  all  of  us 
shall  fight,  and  continue  to  fight,  the  Forand 
Bill.  Among  our  duties  and  obligations  to 
the  people  is  protection  against  legislation 
which  would  bring  about  deterioration  of 
quality  in  control  of  health  and  preservation 
of  life.  Let  us  work  actively  in  opposition  to 
this  vicious  bill! 
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Pre-  and  postnatal  irradiation  hazards 

for  infants  and  children* 

Clifford  G.  Grulee,  Jr.,  M.D.,  New  Orleans,  Louisiana 


Fetal  anomalies,  leukemias, 
sarcomas,  thyroid  cancers  and 
growth  arrests  can  all  result 
from  injudicious  use  of  x-ray. 


Development  of  our  knowledge  of  x-ray  and 
other  forms  of  irradiation  dates  only  from 
November  8,  1895,  and  is  an  exciting  though 
often  tragic  chapter  in  man’s  scientific  prog- 
ress. Roentgen  did  not  know  what  he  was 
dealing  with  when  he  noticed  the  glowing 
platino-cyanide  screen  and  discovered  that 
the  rays  which  were  produced  penetrated  a 
deck  of  cards,  a door,  and  a thick  book.  A 
great  deal  has  been  learned  since  that  time 
concerning  the  physical  characteristics  of 
x-rays  and  the  technical  details  of  their  use, 
but  we  are  still  relatively  ignorant  concern- 
ing many  of  their  biologic  effects. 

Periods  in  history 

Furth^  has  divided  man’s  experience  with 
irradiation  into  three  periods.  The  first  pre- 
ceded the  discovery  of  Roentgen  rays  and 
included  the  experiences  of  Bohemian  miners 
who  very  frequently  died  of  cancer  of  the 
lungs  from  the  inhalation  of  dust  while  work- 
ing with  as  yet  unknown  radioactive  ores. 
Similar  experiences  were  encountered  in 
Colorado  during  the  second  half  of  the  nine- 
teenth century.  The  second  period  came  im- 
mediately following  discovery  of  x-rays, 

•Presented  before  the  Ogden  Surgical  Society,  Ogden,  Utah, 
May  22,  1959. 
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when  nothing  was  known  of  the  dangers  as- 
sociated with  their  use.  Within  a year  of 
Roentgen’s  original  work,  x-rays  had  been 
adapted  to  use  in  fluoroscopy.  No  screening 
or  other  types  of  protective  devices  were 
used  since  none  were  considered  ncessary. 
By  1897,  the  first  case  of  radiation  sickness 
had  occurred.  Paterson^  states  that  within 
five  years  170  cases  of  radiation  injury  were 
on  record,  and  that  by  1911,  54  cases  of  radia- 
tion induced  cancer  of  the  skin  had  been  re- 
ported. One  hundred  radiologists  had  died 
from  the  effects  of  overexposure  to  x-ray 
by  1922,  and  finally,  in  1927,  Muller  first 
described  an  increased  frequency  of  gene  mu- 
tations from  radiation.  The  third,  and  current 
era  of  man’s  experience  with  radiation,  is 
characterized  by  the  rather  phenomenal  safe- 
ty record  thus  far  established  in  the  rapidly 
expanding  use  of  radioisotopes  in  therapy, 
research  and  industry.  It  is  the  perpetuation 
of  this  record  which  constitutes  one  of  the 
most  critical  tests  of  self-control  ever  faced 
by  mankind. 

Thus  far,  background  radiation  has  been 
variously  estimated  to  contribute  a cumula- 
tive dose  of  between  3.1  r and  4.3  r over  a 
period  of  30  years  and  atomic  explosions 
occurring  between  1945  and  1955,  according 
to  Libby,  have  contributed  an  average  ex- 
posure in  the  United  States  of  less  than  0.1  r 
or  a dosage  rate  of  0.001  r per  person  per 
year.  Because  exposure  to  radiation  is  being 
increasingly  used  in  medicine  and  because 
this  is  amenable  to  intelligent  control  by 
radiologists  and  other  physicians,  there  has 
recently  been  a great  deal  of  emphasis  on 
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the  use  and  abuse  of  therapeutic  and  diag- 
nostic x-ray  and  other  forms  of  irradiation. 
Unfortunately,  several  of  the  serious  effects 
of  ionizing  radiation  have  been  recognized  in 
infants  who  were  exposed  either  before  birth 
or  during  early  postnatal  life. 

Biologic  effects 

The  biologic  effects  of  ionizing  radiation 
are  either  immediate,  prompt,  or  delayed 
sometimes  for  very  long  periods  of  time.  The 
immediate  effects,  primarily  erythema  of  the 
skin  in  the  exposed  area,  are  no  longer  in- 
advertently encountered,  and  do  not  consti- 
tute a major  problem  in  diagnostic  radiology. 
Similarly,  radiation  sickness  can  be  antici- 
pated as  a calculated  risk  in  the  relatively 
massive  irradiation  of  certain  malignant  dis- 
eases in  children  but,  as  an  accidental  oc- 
currence, has  been  eliminated.  There  is,  how- 
ever, considerable  variation  in  individual 
tolerance  to  radiation,  and,  as  a consequence, 
the  standards  of  radiology  must  be  based  on 
the  range  of  tolerance  of  the  most  susceptible. 
Further,  the  damage  produced  by  ionizing 
irradiation  can  be  catastrophic  early  in  fetal 
life  and,  in  general,  the  younger  a fetus  or 
infant  is  at  the  time  of  exposure,  the  greater 
the  injury  that  will  result  from  a given  dose. 
Generally  speaking,  stem  cells,  cells  undergo- 
ing transition  into  specific  types,  and  rapidly 
growing  tissues  are  most  severely  affected. 
As  quoted  by  Robinow  and  Silverman®,  the 
Russels  have  suggested  that  serious  fetal  in- 
jury can  result  from  as  little  as  25  r of  radia- 
tion and  Hempelman  has  demonstrated  that 
one-fourth  of  an  erythema  dose  over  epiphy- 
seal cartilage  in  infants  or  one-half  of  the 
same  dose  in  older  children  will  result  in 
stunting  of  growth.  In  the  past,  irradiation 
of  tubercular  joints  and  in  rare  instances 
even  repeated  exposure  of  children  to  poorly 
engineered  and  screened  fluoroscopic  ma- 
chines in  shoe  fitting  have  resulted  in  growth 
disturbances.  Some  reassurances  are  avail- 
able in  the  studies  of  Neuhauser*  with  respect 
to  effects  of  radiation  on  the  growing  spine 
in  children.  He  found  that  an  epiphysis  must 
be  exposed  to  more  than  600  r to  show  growth 
retardation,  and  then,  even  when  contour 
irregularities  of  the  vertebra  became  appar- 
ent with  dosages  in  excess  of  2,000  r in  chil- 
dren two  years  of  age  or  younger,  the  stunt- 


ing in  longitudinal  growth  was  so  slight  as 
to  be  barely  detectible.  At  least  it  would  seem 
that  no  immediate  threat  to  growth  exists  in 
the  exposures  of  the  ordinary  infant  and 
child  to  necessary  diagnostic  radiology. 

The  genetic  effects  of  irradiation  in  man 
are  extremely  difficult  to  evaluate.  Many 
mutations  are  lethal  and  result  in  fetal  wast- 
age during  intra-uterine  development.  These 
are  often  confused  with  failures  to  conceive, 
miscarriages,  or  abortions  from  other  causes. 
It  is  important  to  realize  that  a mutation  does 
not  necessarily  produce  a physical  monstros- 
ity. In  fact,  mutational  changes  often  involve 
some  metabolic  process  such  as  an  enzyme 
system.  Further,  some  may  be  beneficial  to 
the  organism.  All  persons  are  not  similarly 
susceptible  to  radiation  injury  and  many 
local  conditions  modify  the  response  of  the 
cells  to  it.  Among  these  are  pH,  oxygen  ten- 
sion, and  temperature. 

The  effect  of  radiation  injury  on  germ 
cells  is  cumulative  and  permanent  in  con- 
trast to  the  considerable  degree  of  recovery 
shown  by  somatic  cells  after  similar  injury. 
This  is  of  some  importance  since  a large 
single  dose  of  radiation  received  by  the  body 
and  affecting  both  germ  and  somatic  cells 
may  be  less  well  tolerated  by  somatic  cells 
than  fractionated  doses  given  over  long 
periods  of  time  which  would  not  produce 
obvious  somatic  changes  but  which  would 
produce  progressively  more  severe  germ  cell 
damage. 

All  effects  of  genetic  mutation  do  not 
show  up  immediately,  but  rather  may  be 
delayed  for  several  generations  if  recessive 
characters  are  involved.  It  is  also  important 
to  remember  that  radiation  does  not  produce 
unique  alterations  but  merely  an  accelerated 
rate  of  appearance  of  mutational  changes. 
However,  since  the  life  span  of  man  is  rela- 
tively lengthy,  convincing  data  on  radiation 
induced  mutations  will  not  be  available  for 
many  years. 

Radiation  types 

There  are  several  types  of  ionizing  radia- 
tion and  all  can  exert  genetic  effects.  Electro- 
magnetic radiations  are  oscillating,  do  not 
have  mass,  and  penetrate  tissue  in  inverse 
proportion  to  their  wave  lengths.  X-rays  are 
on  the  short  end  of  the  spectrum  of  electro- 
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magnetic  radiations  and  infrared  are  on  the 
long  end.  The  other  general  type  of  ionizing 
radiation  is  particulate  and  has  origin  either 
in  naturally  occurring  radioactive  ores  such 
as  thorium,  radium,  et  cetera,  or  is  produced 
by  man-made  devices  such  as  the  cyclotron 
or  the  betatron.  Alpha,  beta  and  gamma  rays 
and  neutrons  are  particulate  radiation  and 
have  varying  abilities  to  affect  human  tis- 
sues but  all  are  potentially  more  dangerous 
in  this  regard  than  are  x-rays.  The  penetrat- 
ing ability  of  particulate  radiations  is  depend- 
ent upon  the  mass  and  the  speed  of  the 
particle  concerned.  Beta  rays  are  stopped  by 
several  inches  of  moist  air  or  even  by  the 
keratin  of  the  skin.  Although  it  is  usually 
stated  that  beta  rays  have  1,000  times  the 
ionizing  ability  and  alpha  rays  100  times  the 
ionizing  ability  of  x-rays,  it  is  now  possible 
to  vary  the  energy  level  of  any  of  these  forms 
of  radiation  and  thus  increase  or  decrease 
their  penetrance.  Neutrons,  though  they  are 
not  ionized  themselves,  cause  the  splitting 
off  of  electrons  when  they  are  absorbed  by 
any  substance  and  thus  may  produce  damag- 
ing ionization.  Generally  speaking,  the  neu- 
trons have  a relative  biologic  effectiveness 
eight  times  that  of  x-rays.  Muller  has  re- 
ported that  the  mutogenic  effect  of  a given 
dose  of  x-ray,  alpha,  beta  or  gamma  radiation 
is  similar.  The  Russels  and  Mackey  have 
found,  however,  that  gamma  rays  and  fast 
neutrons  effect  a greater  mutation  rate  than 
other  forms  of  radiation. 

Two  mechanisms  probably  operate  to  pro- 
duce genetic  effects.  In  the  cells  directly  af- 
fected by  ionizing  radiation  there  may  be 
chromosome  breakage.  In  many  instances 
this  leads  to  the  death  of  the  cell,  but  there 
may  be  translocation  of  chromosome  material 
with  cell  survival  and  resulting  mutations. 
The  second  hypothesis  assumes  that  cells  not 
directly  injured  may  be  variously  affected 
by  chemical  changes  produced  in  their  envi- 
ronment. Whatever  the  mechanisms,  and 
probably  both  of  those  just  mentioned  apply, 
it  is  important  to  re-emphasize  that  radiation 
damage  to  germ  cells  is  cumulative.  This 
means  that,  for  example,  a gonadal  dose  of 
10  r in  a father  would  be  added  to  a hypo- 
thetical dose  of  20  r in  his  male  progeny  and 
would  have  to  be  added  in  turn  to  a possible 
dose  of  40  r in  his  grandson  to  give  an  effec- 


tive total  irradiation  of  70  r to  the  germ  cells 
of  the  latter.  At  the  present  time  the  esti- 
mated gonadal  dose  rate  is  0.095  r per  year. 
Of  this,  according  to  Holcomb,  22  per  cent 
results  from  diagnostic  radiology  and  77  per 
cent  comes  from  natural  background  radia- 
tion. Calculated  from  these  data  the  maxi- 
mum dose  to  the  gonads  over  a 30-year  period 
is  less  than  10  r (the  permissible  dose  of  the 
British  and  American  Committees  of  Irradia- 
tion, and  the  National  Bureau  of  Standards)®. 

It  has  been  estimated  by  geneticists  that 
a total  dose  of  40  r is  necessary  to  double  the 
mutation  rate.  If,  however,  there  is  no  mini- 
mum threshold  below  which  genetic  effects 
will  not  occur,  it  follows  that  even  small 
exposures  to  radiation  affecting  the  entire 
population  will  result  in  a very  considerable 
increase  in  mutations.  When  it  is  realized 
that  an  exposure  of  10  r could  conceivably 
result  from  the  injudicious  use  of  diagnostic 
radiology  the  genetic  hazards  of  irradiation 
have  increased  meaning. 

Congenital  anomalies,  whether  structural 
or  metabolic,  have  become  increasingly  im- 
portant as  ways  have  been  found  to  reduce 
mortality  from  other  causes.  They  may  result 
from  a variety  of  circumstances  among  which 
are  fetal  hypoxia,  deprivation  of  certain  sub- 
stances essential  to  normal  growth  and  me- 
tabolic processes,  genetic  mechanisms,  and, 
notably,  damage  directly  to  fetal  tissues  either 
from  noxious  materials  crossing  the  placental 
barrier  from  the  mother,  or  from  ionizing 
radiation. 

Although  we  do  not  know  the  effects  of 
radiation  before  implantation  of  the  human 
ovum  on  day  10  or  11,  Rugh®  and  others  have 
pointed  out  that  the  period  from  18  to  38 
days  is  the  most  radiosensitive  period  of  fetal 
life.  At  this  time  the  greatest  number  of 
embryonic  cells  are  differentiating  into  adult 
types  and  during  these  transformations  are 
extremely  susceptible  to  injury.  After  about 
day  40  organ  systems  are  largely  established 
and  much  larger  doses  of  irradiation  are  nec- 
essary to  effect  injury. 

Radiation  anomalies 

Much  of  what  we  know  concerning  the 
production  of  anomalies  by  irradiation  of  the 
fetus  has  come  from  comparisons  with  studies 
in  experimental  animals.  If  embryos  of  simi- 
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lar  length  are  compared,  very  close  parallel- 
ism exists  between  the  embryologic  develop- 
ment of  the  mouse  and  the  human  and  every 
type  of  anomaly  occurring  in  humans  has 
been  reproduced  in  mice  after  appropriate 
doses  of  irradiation®.  Almost  all  such  involve 
the  central  nervous  system.  At  Hiroshima 
64  per  cent  of  unborn  infants  whose  mothers 
were  within  1,200  meters  of  the  epicenter 
were  microcephalic,  not  always  at  birth,  but 
by  4.5  years  of  age.  In  addition  to  the  marked 
and  easily  apparent  congenital  abnormalities, 
more  subtle  emotional  and  psychological 
changes  may  result  which  are  almost  im- 
possible to  assess  because  of  the  wide  range 
of  normal  human  variation. 

Fractionated  doses  of  radiation  are  par- 
ticularly important  in  the  production  of  con- 
genital anomalies  because  they  allow  injury 
to  occur  in  various  body  systems  as  these 
develop  at  different  times  during  early  fetal 
life.  This  is  true  in  spite  of  the  fact  that  some 
radiation  damage  from  fractionated  doses  can 
be  repaired  even  though  damage  from  the 
same  total  dose  given  at  one  time  is  not  re- 
versible and,  therefore,  is  quantitatively 
greater.  As  stated  previously,  the  earlier  in 
fetal  life  that  radiation  injury  is  sustained 
the  greater  will  be  the  resultant  damage. 
For  example,  a transforming  neuroblast  can- 
not tolerate  more  than  40  r,  whereas  the 
adult  type  neuron  is  not  destroyed  by  10,000 
r.  The  Russels  believe  that  damage  to  a fetus 
can  result  from  as  little  as  25  r’^.  Finally,  even 
after  the  early  fetal  period  of  greatest  radio- 
sensitivity, random  observations  such  as  the 
frequent  association  of  radiation  with  ocular 
lens  injury  in  infants,  and  the  sensitivity  of 
the  infant’s  and  young  child’s  thyroid  gland 
to  radioiodine  support  the  generally  held 
opinion  that  the  young  are  probably  more 
susceptible  than  adults. 

Late  effects 

The  late  effects  of  irradiation  are  less 
understood  and  objectively  documented. 
Dunlap®  feels  that  neoplasia  is  not  necessarily 
a direct  effect  but  is  probably  secondary  to 
tissue  changes  which  in  turn  eventually  lead 
to  the  autonomous  multiplication  of  abnor- 
mal cell  forms.  In  reporting  cases  of  post- 
radiation sarcomas  of  bone,  Cruz  et  al.®  sug- 
gest that  areas  of  bone  only  slightly  damaged 


by  radiation  may  show  abortive  attempts  at 
repair  leading  to  neoplasia  but  that  severely 
damaged  areas  do  not  have  neoplastic  poten- 
tialities. The  dosage  of  irradiation  necessary 
for  their  production  is  not  definitely  known. 
In  all  cases,  however,  there  is  evidence  of 
marked  injury  to  surrounding  tissue  and 
total  doses  (fractionated  or  otherwise)  from 
1,000  r to  over  5,000  r are  cited.  Sarcomas  of 
bone  are  late  sequellae  of  irradiation  and  for- 
tunately they  are  not  common.  Though  rare 
in  children,  one  patient  of  12  years  was  in- 
cluded in  the  1957  report  of  Cruz. 

The  appearance  of  an  alarming  number 
of  x-ray  burns  and  cancers  of  both  skin  and 
bone  at  about  the  turn  of  the  century  led  to 
strongly  expressed  opinions  such  as  the  fol- 
lowing quoted  from  The  London  Pall  Mall 
Gazette  which  was  included  in  a recent  paper 
by  Cade^°:  “We  are  sick  of  the  roentgen  ray; 
. . .”  “But  what  we  seriously  put  before  the 
attention  of  the  Government  . . . that  it  will 
call  for  legislative  restriction  of  the  severest 
kind.  Perhaps  the  best  thing  would  be  for 
all  civilized  nations  to  combine  to  burn  all 
works  on  the  roentgen  rays,  to  execute  all 
the  discoverers  and  to  corner  all  the  tung- 
state in  the  world  and  whelm  it  in  the  middle 
of  the  ocean.”  This  attitude  appears  ridicu- 
lous in  the  light  of  our  present  knowledge, 
but  is  an  example  of  extremes  in  opinion 
which  must  be  avoided  in  current  appraisal 
of  radiation  hazards. 

At  present,  public  interest  in  radiation  is 
based  on  a considerable  knowledge  of  its 
great  diagnostic  and  therapeutic  usefulness 
as  well  as  its  dangers.  We  know  that  cancers 
of  all/types  can  be  produced.  Nevertheless, 
since  Cade  has  shown  that  these  postradia- 
tion sequellae  may  be  delayed  eight  to  56 
years,  the  threat  is  usually  remote  in  time 
and  hence  difficult  to  relate  to  initiating  radi- 
ation. Also,  because  the  appearance  of  neo- 
plastic diseases  is  delayed,  the  period  of  child- 
hood has  passed  before  many  of  them  appear. 
Cancer  of  the  thyroid  and  leukemia  are  ex- 
ceptions that  deserve  individual  discussion. 

Leukemia 

In  1957,  Stewart,  et  al.^^  first  reported  on 
studies  of  children  under  10  years  of  age 
who  had  died  of  leukemia  or  other  malignant 
disease,  comparing  these  with  a similar  group 
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of  healthy  control  children.  The  finding  that 
abdominal  irradiation  (particularly  pelvim- 
etry) of  the  mother  during  pregnancy  was 
two  times  as  frequent  in  the  cancer  and 
leukemia  group  as  in  the  controls  was  strik- 
ing and  was  not  explained  by  differing  birth 
conditions,  birth  rank,  social  class  or  mater- 
nal age.  These  data  stimulated  Ford,  Paterson 
and  Treuting^^  of  our  faculty  to  initiate  a 
similar  study.  They  studied  the  incidence  of 
malignant  disease  in  children  whose  mothers 
had  received  abdominal  irradiation  during 
pregnancy,  and,  approaching  the  problem 
from  this  viewpoint,  obtained  results  entirely 
comparable  to  those  of  Stewart.  The  number 
of  cases  (152)  is  not  great  and  the  results, 
though  very  suggestive,  still  do  not  finally 
prove  a causal  relation  between  radiation  and 
cancer.  Similarly,  Stewart’s  work  is  not  con- 
clusive and  positive  correlations  also  were 
found  for  these  conditions  and  maternal  viral 
infections,  threatened  abortion  and  mongol- 
ism. The  occurrence  of  leukemia  12  times 
more  frequently  than  would  have  been  other- 
wise expected  following  atomic  irradiation 
at  Hiroshima  where  dosage  was  relatively 
great,  is  unquestionable.  Similarly  an  eight- 
fold increase  in  incidence  among  radiologists 
and  a greater  than  usual  occurrence  after 
x-ray  therapy  for  spondylitis  in  adults^®  sup- 
port a definite  relation  to  irradiation.  Further 
evidence  of  a cause  and  effect  relationship 
is  furnished  by  extensive  studies  of  radiation- 
induced  mouse  leukemia.  Kaplan^^  has  re- 
ported that  leukemia  which  usually  is  pro- 
duced in  certain  strains  of  mice  by  total  body 
irradiation,  can  be  prevented  by  shielding 
one  leg  of  the  animal  or  of  giving  an  un- 
shielded animal  a homologous  bone  marrow 
transfusion.  It  is,  therefore,  believed  that  in 
the  normal  marrow  of  this  experimental  ani- 
mal there  is  a leukemia  inhibiting  factor. 

Simpson  and  Hempelman^^,  Dameshek’®, 
Polhemus,  et  al.^®  and  others  have  cited  the 
increase  in  leukemia  among  children  who 
have  received  thymic  irradiation.  However, 
in  the  studies  of  Simpson,  et  al.^^,  no  leukemia 
was  encountered  following  “prophylactic”  ir- 
radiation of  a thymus  when  it  appeared  of 
normal  size  on  x-ray  examination.  It  is  prob- 
ably of  some  importance  that  the  radiation 
dose'  sufficient  to  effect  reduction  in  the  size 
of  the  gland  is  not  great,  and  does  not  destroy 


the  tissue  as  evidenced  by  the  fact  that  a 
return  to  pretreatment  size  often  occurred 
within  six  to  eight  weeks.  In  an  excellent 
review,  Furth^  describes  experiments  sup- 
porting the  existence  of  a leukemogenic  fac- 
tor in  the  thymus  gland.  It  has  been  found 
that  thymectomy  inhibits  the  disease  and 
that  implantation  of  thymic  tissue  in  a thy- 
mectomized  animal  restores  susceptibility  to 
leukemia.  Most  workers  seem  to  agree  that 
leukemia  is  not  a direct  result  of  irradiation 
but,  as  in  other  types  of  cancer,  initiates  a 
series  of  cellular  changes  that  at  some  point 
begins  to  give  rise  to  leukemic  cells.  There 
is  even  some  work  in  mice  to  indicate  that 
radiation  may  liberate  or  in  some  way  poten- 
tiate a virus  which  in  turn  produces  the 
leukemic  changes. 

Thyroid  cancer 

One  further  type  of  cancer,  namely,  that 
involving  the  thyroid  gland,  deserves  separate 
consideration.  Clark^%  reviewing  the  report- 
ed incidence  of  thyroid  cancer  in  children, 
was  able  to  find  only  eight  cases  under  15 
years  of  age  between  1900  and  1930,  but  there- 
after encountered  an  apparently  progressive 
increase  up  to  50  cases  reported  from  1941 
to  1950.  Winship^®,  compiling  data  from  six 
studies  of  nodular  goiter  in  children,  arrives 
at  an  average  occurrence  of  carcinoma  of  29 
per  cent  in  these  patients  (extremes:  19.3 
per  cent  and  50  per  cent).  Two-thirds  of  the 
189  cases  were  in  females  and  the  average 
age  at  diagnosis  was  9.6  years. 

As  Cannon^®  has  indicated,  irradiation  for 
benign  disorders  may  produce  more  disabling 
tissue  changes  than  the  condition  for  which 
the  treatment  is  given.  This  is  certainly  the 
case  with  thymic  enlargement  in  children 
and  with  such  conditions  as  chronic  cough, 
cervical  adenitis,  enlarged  tonsils  and  ade- 
noids or  peribronchitis  which  in  the  past  have 
seirved  as  indications  for  irradiation  but 
which  we  now  know  are  not  justifications 
for  utilizing  a potentially  dangerous  form  of 
therapy.  Both  thyroid  nodules  and  thyroid 
cancer  have  been  demonstrated  to  be  in- 
creased in  children  who  have  received  200  r 
to  800  r to  the  area  of  the  thymus.  Further- 
more, the  chance  of  malignant  disease  in- 
creases with  increasing  dosage  and  with  the 


for  April,  1960 


39 


number  of  times  that  the  patient  is  exposed 
to  irradiation. 

There  is  a high  rate  of  metastasis  in  thy- 
roid cancer  in  children  and  frequently  the 
malignant  process  has  spread  to  distant  parts 
of  the  body  by  the  time  a diagnosis  is  reached. 
Fortunately,  these  metastases  may  be  con- 
trollable by  the  use  of  radioiodine  following 
thyroidectomy,  but  even  so,  the  estimated 
five-year  survival  rate  in  Winship’s  study 
was  20  per  cent^®.  More  evidence  must  be 
accumulated  concerning  this  relatively  infre- 
quent form  of  cancer  in  children  before  a 
relation  to  irradiation  can  be  proved,  but  the 
striking  parallelism  of  preceding  x-ray  ther- 
apy and  subsequent  malignancy  of  the  thy- 
roid is  most  suggestive.  It  has  been  postulated 
by  Simpson  that  a thyroid  gland,  damaged 
by  x-ray  in  infancy  and  subsequently  ex- 
posed to  overstimulation  by  pituitary  thyro- 
tropic hormone  during  puberty,  reacts  by  the 
formation  of  nodules  and/or  tumors.  Since, 
in  experimental  animals,  the  thymus  and  the 
thyroid  glands  demonstrate  a conspicuous 
ability  to  inactivate  thyrotropic  hormones,  it 
can  be  postulated  that  damage  to  both  struc- 
tures may  be  important  in  the  etiology  of 
thyroid  cancer. 

Precautions 

Awareness  of  radiation-related  neoplasia 
in  children  imposes  the  obligation  that  these 
tragic  occurrences  be  minimized.  A discus- 
sion of  appropriate  preventive  measures  must 
first  focus  upon  the  pregnant  or  potentially 
pregnant  woman.  It  is  reasonable  that  a 
menstrual  history  be  obtained  before  even 
diagnostic  irradiation  of  a woman  in  the 
child  bearing  period  be  undertaken.  Preg- 
nancy is  notoriously  difficult  to  diagnose  in 
the  first  three  to  six  weeks  during  part  of 
which  time  the  critical  process  of  fetal  or- 
ganogenesis takes  place.  When  pregnancy  is 
known  to  be  present,  any  x-ray  procedure 
or  use  of  isotopes  which  is  not  a life-saving 
measure  should  be  most  carefully  considered 
and  whenever  possible  avoided.  Undoubtedly 
there  are  indications  for  x-ray  pelvimetry  of 
the  pregnant  woman,  but  in  view  of  the  find- 
ings of  Stewart  and  those  of  Paterson,  physi- 
cians must  be  increasingly  discerning  in  the 
use  of  this  procedure.  In  infants  and  children 
irradiation  in  general  must  be  kept  at  as  low 


a level  as  possible  unless  it  is  used  in  connec- 
tion with  malignant  disease.  This  does  not 
mean,  obviously,  that  diagnostic  procedures 
must  be  interdicted,  but,  rather,  that  they 
be  kept  at  an  intelligent  minimum.  Fluoros- 
copy should  never  be  used  if  a film  will 
serve  adequately.  Usual  exposure  for  a chest 
film  is  equivalent  to  only  one-fourth  of  a 
second  of  fluoroscopy  to  the  same  area.  When 
fluoroscopy  is  necessary,  dark  adaptation 
must  always  be  accomplished  and  brief  ex- 
posures through  the  smallest  practical  field 
must  be  utilized.  Most  fluoroscopic  units  are 
designed  for  the  examination  of  adults,  and, 
therefore,  may  cause  gross  overexposure  if 
not  adjusted  for  children  whose  bodies  are 
smaller  and  less  thick.  By  the  same  token, 
diagnostic  radiology  must  be  carefully  regu- 
lated; we  must  resist  the  temptation  of  re- 
peated surveys  for  bone  age  and  frequently 
repeated  x-ray  films  of  the  teeth.  There  is 
no  longer  any  justification  for  fluoroscopy  in 
shoe  fitting  and,  as  a matter  of  fact,  machines 
for  this  purpose  have  been  outlawed  in  most 
states. 

The  most  important  single  measure  which 
must  always  be  thought  of  in  the  protection 
of  infants  and  children  from  excessive  radia- 
tion is  proper  shielding  of  all  parts  of  the 
body  not  in  the  immediate  target  area.  Be- 
cause infants  are  small  and  are  hard  to  im- 
mobilize, there  is  a tendency,  even  in  taking 
a simple  x-ray  of  the  chest,  to  expose  a larger 
part  of  the  patient’s  body  than  necessary. 
This  must  be  avoided  whenever  possible  and 
particular  attention  must  be  directed  toward 
shielding  the  gonads  for  reasons  that  have 
already  been  discussed. 

Educating  the  public 

In  1953  in  the  United  States  125,000  x-ray 
units  were  used  for  25  million  examinations 
without,  to  my  knowledge,  any  compulsory 
inspection  for  calibration,  screening,  et  cetera. 
A particularly  great  responsibility  rests  with 
the  practicing  physicians  who  in  a vast  ma- 
jority of  instances  are  not  adequately  trained 
in  radiology  but  maintain  x-ray  equipment 
in  their  private  offices.  This  problem  becomes 
particularly  difficult  in  view  of  the  general 
public’s  acceptance  of  or  even  preoccupation 
with  x-ray  examination.  In  the  face  of  urging 
by  parents  for  an  x-ray,  it  is  not  easy  to 
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■ explain  the  potential  hazards  of  radiation 
I without,  at  the  same  time,  creating  unneces- 
sary anxieties  or  outright  misunderstandings 
which  may  interfere  with  acceptance  of  es- 
sential x-ray  examinations  at  some  future 
time.  Widespread  dissemination  to  the  public 
of  factual  information  concerning  irradiation 
would  be  most  helpful,  and  legislation  requir- 
ing the  registration  and  periodic  inspection 
of  x-ray  equipment  and  operators  is  needed. 

Technical  refinements  in  both  diagnostic 
and  therapeutic  x-ray  machines  are  constant- 
ly being  devised  and  give  promise  that  cur- 
rently used  exposures  can  be  greatly  reduced 
in  the  future.  Electronic  image  intensifiers 
are  an  important  recent  advance  in  fluoros- 
copy which  have  the  added  advantage  of  re- 
ducing the  necessity  of  dark  adaptation. 
Every  encouragement  should  be  given  to  all 
such  technical  improvements.  Major  emphasis 
should  be  directed  toward  improving  the 
skill  of  our  technicians  so  that  patients  will 
be  properly  positioned,  adequately  instructed 
as  to  their  part  in  the  procedure,  and  exposed 
to  a correctly  calculated  amount  of  radiation 
so  that  a single  exposure  will  result  in  films 
of  good  quality  and  repeat  examinations  will 
not  be  necessary. 

Conclusion 

The  production  of  fetal  anomalies  by  the 
direct  action  of  ionizing  radiation  upon  dif- 
ferentiating embryonic  cells  has  been  amply 
demonstrated.  Similarly  the  genetic  conse- 
quences of  irradiation  which  are  probably 
accumulative  without  relation  to  a minimum 
threshold  are  well  documented.  The  produc- 
tion of  growth  arrests  in  growing  children 
as  well  as  the  immediate  and  delayed  pro- 
duction following  medical  x-radiation  and 
particulate  radiation  of  tumors,  particularly 
carcinoma  of  the  thyroid,  sarcomas  of  bone 
and  leukemias,  has  been  confirmed  repeated- 
ly. We  must  base  our  future  policies  upon 
the  tolerance  of  the  most  susceptible  in  our 
population,  upon  a full  understanding  of  the 
cumulative  effects  of  radiation  and  upon  the 
generally  accepted  hypothesis  that  a linear 
relation  exists  between  dosage  and  radiation 
injury.  From  a practical  standpoint,  we  must 
exercise  extreme  caution  in  utilizing  ionizing 


radiation  in  any  pregnant  woman.  In  infants 
and  children  there  should  be  a general  rule 
to  use  it  most  conservatively  in  treatment 
and  even  in  diagnosis  dealing  with  nonfatal 
conditions.  When  indicated,  x-irradiation  for 
either  therapeutic  or  diagnostic  purposes 
should  be  used  without  hesitation  but  with 
careful  attention  to  technical  details  and  par- 
ticularly on  proper  shielding  of  the  patient’s 
body  outside  the  target  area.  Finally,  levels 
of  irradiation  to  be  expected  from  the  judi- 
cious use  of  properly  designed  and  operated 
x-ray  equipment  and  isotopic  preparations 
are  well  within  estimated  permissible  doses 
at  the  present  time,  and  many  of  the  tragic 
errors  of  the  past  are  being  or  will  be  cor- 
rected in  the  light  of  present  knowledge. 

It  is  appropriate,  in  bringing  this  discus- 
sion to  a close,  to  pay  respect  to  the  progres- 
sive and  self-critical  attitudes  and  practices 
of  our  radiologist  colleagues.  It  would  be 
well  for  all  physicians  to  seek  their  advice 
and  follow  their  precepts.  • 
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Newspapermen,  too,  are  God’s  creatures!* 

William  H.  Richardson,  Albuquerque 


Torn  between  iron  deadlines  and 
the  goal  of  accuracy,  reporters 
are  frustrated  by  reluctant  physicians 
and  timid  nurses — here’s  a breezy 
lesson  in  how  to  help  them, 
and  yourselves. 


That  there  have  been  antagonisms  between 
the  medical  profession  and  the  press,  no  one 
can  deny.  That  the  differences  which  made 
this  situation  are  fading  now  also  seems  ap- 
parent. The  New  Mexico  Medical  Society  is 
to  be  commended  for  taking  the  initiative  in 
gaining  a closer  understanding  between  the 
press  and  the  doctors  of  that  state.  But  just 
because  the  effort  is  being  made  and  is  wel- 
come on  both  sides  doesn’t  mean  that  there 
is  no  myriad  of  problems  to  be  worked  out. 

An  excellent  recent  article  was  published 
in  The  Quill,  the  magazine  of  Sigma  Delta 
Chi,  professional  journalism  fraternity.  Some 
excerpts  from  the  article  tend  to  point  up 
the  differences — and  the  points  of  similarity 
— between  the  press  and  the  medical  pro- 
fession: 

“Both  professions  are  concerned  with  im- 
portant functions  of  human  life.  . . . 

“Both  professions  are  practiced  by  men 
and  women  who  are  passionate  in  their  call- 
ing. . . . 

“Both  professions  are  subject  to  incessant 
curiosity  and  advice.  It  seems  that  everyone 
knows  how  to  run  a newspaper,  and  it  seems, 
too,  that  everyone  possesses  some  innate 
power  to  diagnose  illness  and  prescribe  treat- 
ment.” 


•Written  at  the  request  of  the  Public  Relations  Committee  of 
the  New  Mexico  Medical  Society.  The  author  is  State  Editor 
for  the  Associated  Press  in  Albuquerque. 


The  article  wasn’t  written  by  some  pon- 
tificating editor.  The  author  was  Louis  M. 
Orr,  M.D.,  Orlando,  Florida,  current  President 
of  the  American  Medical  Association.  Dr.  Orr 
squarely  pinned  to  the  mat  the  big  and  basic 
difference  between  the  two  professions — a 
difference  to  which  can  be  traced  the  ma- 
jority of  the  clashes  between  the  press  and 
the  doctors:  “Medicine  has  an  old  tradition 
of  silence,”  Dr.  Orr  wrote.  “Professional  se- 
crecy is  enjoined  in  the  Oath  of  Hippocrates, 
to  which  all  ethical  physicians  subscribe. 
The  newspaperman,  on  the  contrary,  is 
pledged  to  give  the  public  ‘all  the  news  that’s 
fit  to  print.’  ” 

How  far  can  a doctor  go  in  supplying 
medical  information  for  publication?  Times 
are  changing  and,  as  Dr.  Orr  points  out, 
“What  were  considered  violations  of  medical 
ethics  only  as  far  back  as  five  years  ago  are 
no  longer  considered  infringements.”  Much 
of  the  attention  given  nationally  to  improv- 
ing relationships  between  the  press  and  the 
doctors,  however,  have,  I think,  missed  the 
boat.  The  emphasis  has  been  on  the  “big 
story” — the  new  medical  discoveries  particu- 
larly. What  has  been  overlooked  are  the 
day-to-day  relationships  on  comparatively 
minor  matters  which  constitute  the  great 
bulk  of  the  contacts  between  the  two  pro- 
fessions. Not  that  you  won’t  have  reporters 
pounding  on  your  door  if  you  find  a cure 
for  the  common  cold  or  discover  how  to  lick 
old  age!  But  the  chances  are  most  of  your 
contacts  will  concern  the  illness  or  injury 
of  someone  locally. 

It  is  here  that  the  press  frequently  en- 
counters a blank  wall  of  silence  and  “no 
comments”  which  cause  some  newspapermen 
to  heartily  damn  the  doctors,  one  and  all. 
The  more  prominent  the  patient,  or  the  more 
illegal  or  controversial  the  nature  of  the  in- 
jury, the  higher  the  wall  that  surrounds  any 
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accurate  information.  Many  doctors  have 
found,  and  others  are  learning,  that  a flat 
refusal  to  give  out  information  is  often  worse 
than  giving  out  a minimum  description  of 
the  patient’s  condition. 

Newspapermen  work  under  iron  dead- 
lines. If  they  don’t  have  an  official  descrip- 
tion of  a patient’s  injuries  or  condition  when 
deadline  time  arrives,  they’ll  “put  the  paper 
to  bed”  with  the  best  they  can  get.  This  fre- 
quently results  in  the  publication  of  misin- 
formation from  sources  medically  untrained 
— ambulance  drivers,  policemen  or  voluble 
bystanders.  No  newsman  worth  the  powder 
it  would  take  to  blow  him  up  likes  it  that 
way.  They’d  much  rather  take  the  briefest 
authoritative  medical  description  of  an  in- 
jured person’s  condition  than  any  amount 
of  detailed  (and  usually  inaccurate)  infor- 
mation from  someone  else.  Unfortunately, 
there  is  sometimes  little  choice. 

It  is  sometimes  hard  for  those  outside  the 
newspaper  business  to  realize  what  an  in- 
flexible thing  a deadline  is.  On  the  Albu- 
querque papers,  for  example,  holding  even 
one  minute  over  the  time  the  presses  are 
scheduled  to  roll  means  holding  up  (and 
paying)  scores  of  reporters,  linotype  oper- 
ators, printers,  stereotypers,  pressmen,  mail- 
room  men  and  delivery  boys.  What  is  worse, 
newspaper  deadlines  always  are  geared  so 
that  that  particular  edition  can  make  train, 
plane,  and  bus  schedules  for  delivery 
throughout  the  area.  This  brings  us  down  to 
what  you  can,  or  should,  tell  a newsman  or 
authorize  a hospital  staff  to  give  out.  Fre- 
quently, it’s  ignorance  of  the  hospital  at- 
tendants as  to  what  a doctor  wants  released 
which  causes  many  of  the  logjams  of  infor- 
mation. There  are  still  individual  New  Mex- 
ico hospitals  and  doctors  who  will  release 
no  more  about  a patient  than  that,  “Yep,  he’s 
here.”  In  the  frequent  cases  of  the  telegraphic 
news  services  attempting  to  get  information 
about  an  out-of-state  patient  for  delivery  to 
the  home-town  papers,  this  is  little  better 
than  nothing.  So  it’s  back  to  the  ambulance 
drivers  and  police  officers! 

Put  yourself  in  the  shoes  of  a reader  in, 
say,  Roswell,  reading  a wire  story  about  a 
friend  of  yours  injured  in  an  out-of-state 
accident.  The  story  might  go  something  like: 


OKLAHOMA  CITY  (AP) — Dr.  Joe  Jones,  64, 
of  Roswell,  was  injured  today  in  a headon  colli- 
sion on  the  Tulsa  Turnpike.  The  Oklahoma  High- 
way Patrol  described  Jones’  condition  as  critical. 
He  was  admitted  to  Mercy  Hospital  for  surgery. 

Now,  maybe  Dr.  Jones’  condition  is  criti- 
cal, but  maybe  he  only  received  some  super- 
ficial cuts  from  flying  glass.  If  there’s  a lot 
of  blood,  most  police  and  other  laymen  tend 
to  think  the  worst. 

Maybe  the  Oklahoma  doctor  wasn’t  avail- 
able, or  maybe  the  nurses  were  terrified  (as 
some  are)  of  a doctor  landing  with  both  feet 
on  them  for  giving  out  information.  Be  that 
as  it  may,  the  wires  and  newspapers  are  full 
of  stories  like  the  foregoing — and  if  you’re 
a friend  of  Dr.  Jones  all  you  know  for  sure 
is  that  he  is  64! 

Unless  the  patient  is  unusually  promi- 
nent, no  doctor  or  hospital  will  be  asked  for 
a detailed  medical  diagnosis.  There  should, 
however,  be  a set  of  terms  for  which  all 
hands  agree  on  the  meaning.  Some  hospitals 
and  a few  physicians  will  call  a patient  in 
“good”  condition  when  the  poor  devil  can’t 
live  through  the  night,  and  everyone  con- 
cerned knows  it.  The  explanation  I have 
been  given  in  cases  like  this  goes  something 
like,  “Yes,  he’s  not  expected  to  live,  but  con- 
sidering the  extent  of  his  injuries,  his  pulse 
and  respiration  are  surprisingly  good.”  This 
type  of  handling  leads  only  to  misinforma- 
tion and  a resulting  shock  to  the  public  when, 
sure  enough,  the  patient  dies.  The  commonly 
accepted  terms  to  describe  a patient’s  condi- 
tion are: 

Critical — death  is  a possibility. 

Serious — severely  injured,  but  death  is 
not  likely. 

Good — injured,  but  recovering. 

Whether  those  terms  agree  with  your 
understanding  of  them  or  not,  these  are  the 
impressions  they  leave  in  the  minds  of  the 
lay  reader.  Newsmen  and  the  public  won’t 
ask — nor  probably  understand — a detailed 
diagnosis,  and  in  most  cases  such  terms  as 
“internal  injuries”  or  “head  injuries”  will 
cover  the  situation.  And  one  of  the  first 
things  a newspaperman  learns  is  to  translate 
“contusions  and  abrasions”  into  “cuts  and 
bruises,”  which  is  more  readily  understand- 
able to  the  reader.  If  you  should  have  an 
unusually  prominent  patient,  however,  you 
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can  expect  to  be  asked  for  more  details,  with 
the  amount  of  detail  asked  rising  in  direct 
proportion  to  the  patient’s  prominence.  When 
New  Mexico’s  late  Rep.  Antonio  Fernandez 
was  stricken  in  Las  Vegas  by  the  stroke 
which  eventually  killed  him,  the  doctor  was 
asked — and  kindly  explained — in  lay  terms 
just  what  was  going  on  in  the  patient’s  brain. 
An  even  more  striking  example  was  during 
the  recent  illness  of  President  Eisenhower. 
The  Associated  Press  wires  carried — and  I’m 
sure  some  newspapers  must  have  used — reg- 
ular medical  bulletins  detailed  right  down 
to  how  Ike’s  bowel  movements  were  coming 
along.  Many  newspapermen  thought  this  was 
carrying  the  situation  too  far,  but  there  was 
a demand  for  the  information,  not  from  the 
newspapers,  but  from  some  readers  (many 
of  them  doubtless  Republican  doctors) . 

Normally,  your  local  reporters  or  regional 
wire  service  men  won’t  ask  for  any  but  the 
briefest  lay  descriptions.  They  may  ask  you 
to  put  them  in  non-medical  terms. 

Newspapermen  as  a whole  are  an  under- 


Sitting 


We  can  be  proud  of  our  1959  record, 
hut  we  cant  rest  on  our  laurels  in  1960 — 
especially  with  Forand-type  legislation 
facing  us.  Note  Dr.  Orrs  comment  upon 
public  relations  and  our  obligations 
to  our  grievance  committees. 


Certainly  1959  has  been  a full  year  for 
American  medicine.  It  has  been  an  eventful 
year  not  only  for  our  nation,  but  for  the 
world  also.  For  the  second  year  in  a row,  the 


•Delivered  before  the  Montana  Medical  Association  at  Butte, 
Montana,  on  September  17,  1959.  Dr.  Orr  is  President  of  the 
American  Medical  Association. 


paid  group  who  are  in  the  business  for  the 
love  of  it.  Most  of  them  make  less  than  the 
school  teacher,  who  is  usually  held  up  as 
among  the  lowest  paid  of  the  educated  fields. 
Most  newsmen  today  have  their  college  de- 
grees, yet  a starting  salary  of  $75  is  close  to 
the  rule,  and  the  newsman  making  $150  a 
week  is  near  the  top  of  his  profession.  In  any 
given  day,  he  may  be  called  on  to  interview 
and  write  a story  on  the  local  basketball 
team,  a visiting  nuclear  physicist,  the  fi- 
nancing involved  to  get  the  backing  for  a 
new  local  chemical  plant,  a shooting,  a hold- 
up— and  the  condition  of  Dr.  Jones.  All  of 
these  must  be  taken  from  the  particular 
language  of  their  environment  and  put  into 
a form  that  anyone  who  picks  up  the  paper 
can  understand. 

So,  if  he  calls  you  and  is  a little  slow  in 
catching  on  to  whether  or  not  a contused 
tibia  might  be  dangerous,  or  whether  serum 
bilirubin  might  be  a stomach  decoration, 
hold  your  temper. 

Newspapermen,  too,  are  God’s  creatures!  • 


top  of  the  world* 

Louis  M.  Orr,  M.D.,  Orlando,  Florida 


physicians  of  America  successfully  have 
curbed  undesirable  legislation  in  Congress. 

Major  changes 

A major  change  has  been  brought  about  in 
the  last  12  months  in  the  field  of  low-cost 
health  and  medical  insurance  for  America’s 
16  million  aged.  This  came  as  a result  of  the 
important  recommendation  by  the  A.M.A. 
House  of  Delegates  at  the  Clinical  Meeting 
in  Minneapolis  last  December.  In  June  we 
held  a highly  successful  Annual  Meeting  in 
Atlantic  City,  with  President  Eisenhower 
making  an  unprecedented  appearance.  All  of 
you  who  were  there  will  agree  with  me  that 
this  meeting  was  one  of  the  most  enlightening 
and  fruitful  in  recent  years. 

By  no  means  least  of  all,  the  last  year  has 
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been  rich  in  the  scientific  field  of  medicine. 
You  are  familiar  with  most  of  the  major 
scientific  achievements.  We  must,  of  course, 
look  ahead  for  the  next  year  or  more,  con- 
sidering the  challenges  and  opportunities  we 
will  face. 

For  and  bill 

Foremost  among  these  is  the  all-out  war 
with  those  who  would  have  the  federal  gov- 
ernment take  over  control  of  medical  prac- 
tice. The  Forand  Bill  failed  to  get  out  of 
congressional  committee  in  1959.  However, 
we  know  of  its  reintroduction  into  Congress 
in  January,  and  the  introduction  of  several 
other  similar  bills.  Since  1960  is  an  election 
year,  these  bills’  backers  are  pushing  harder 
than  ever  for  passage  of  Forand-type  legis- 
lation. 

Once  again,  we  must  meet  the  challenge, 
and  let  both  the  members  of  Congress  and 
the  American  people  know  why  we  oppose 
this  bill.  Since  it  would  provide  surgical, 
hospital  and  nursing  home  benefits  for  Social 
Security  beneficiaries,  this  legislation  would 
in  effect  be  a form  of  government  health 
insurance  for  an  age  segment  of  our  popula- 
tion. Not  only  the  elderly,  but  widows  and 
children  of  the  beneficiaries  would  be  cov- 
ered also. 

If  such  legislation  would  offer  any  tangi- 
ble, lasting  help  where  help  is  needed,  I 
doubt  there  is  a doctor  in  America  who  would 
oppose  it.  However,  we  are  opposing  it  for 
this  very  reason:  we  know  it  will  not  help 
our  elderly.  Far  from  it.  Rather,  it  could  very 
likely  turn  the  aged  of  America  into  glorified 
wards  of  the  federal  government,  dependent 
on  the  whims  of  Congress  and  various  po- 
litical pressures. 

Rather  than  meeting  any  of  the  basic 
needs  of  the  aged,  Forand-type  legislation 
would  only  be  offering  an  inadequate  amount 
of  help  on  one  or  two  needs.  We  cannot  treat 
just  one  symptom  of  a disease  and  ignore 
the  rest.  All  aspects  of  a problem  must  be 
examined  and  understood  before  an  intelli- 
gent approach  can  be  made. 

Something  for  nothing 

Another  reason  for  our  opposition  is  that 
the  backers  of  such  legislation  are  failing  to 
tell  people  where  all  this  wonderful  money 


will  be  coming  from.  Anyone  with  even  a 
basic  knowledge  of  governmental  workings 
does  not  have  to  be  too  shrewd  to  guess  that 
nothing  these  days  is  free.  Insurance  experts 
have  estimated  that  it  would  cost  in  excess 
of  two  billion  dollars  just  for  the  first  two 
years  of  the  Forand  Bill.  Where  is  the  gov- 
ernment going  to  get  this  money?  Where  do 
you  think?  The  taxpayer’s  well-drained  wal- 
let is  still  the  best  source  for  financing  gov- 
ernmental “benevolence.”  These  are  some  of 
the  negative  reasons  for  our  opposition  to 
such  measures.  I have  deliberately  avoided 
mentioning  the  most  important  until  now: 
There  is  no  need  for  the  government  to 
underwrite  health  and  medical  care  for  the 
aged,  since  the  job  is  being  done  right  now, 
and  without  incurring  a crushing  national 
debt,  too! 

The  doctors  of  America  have  seen  this 
problem  building  up  for  a long  time — years 
before  certain  vote-conscious  politicians  saw 
the  aged  as  a powerful  voting  faction.  In 
many  ways,  we  are  directly  responsible  for 
more  people  living  longer  than  ever  before. 
Medical  progress,  improved  nutrition,  and 
advancements  in  sanitation  have  all  contrib- 
uted to  doubling  man’s  lifespan. 

Therefore,  having  helped  create  an  entire 
new  age  group,  we  are  naturally  concerned 
and  want  to  do  everything  possible  about 
the  problems  and  needs  of  that  group.  After 
all,  is  it  not  logical  that  we  be  given  a fair 
chance  to  finish  the  work  we  have  started? 

Adjusted  fees 

In  traveling  across  the  country  this  last 
year  and  a half,  I have  been  gratified  at  the 
response  of  physicians  to  the  A.M.A.  sugges- 
tion of  adjusted  fees  for  the  elderly.  This,  in 
turn,  has  led  to  the  development  of  much- 
needed  low-premium  health  and  commercial 
insurance  for  the  aged.  Although  nearly  every 
medical  society  in  the  nation  has  taken  some 
form  of  action  to  implement  the  A.M.A.  re- 
quest, this  movement  is,  in  a sense,  just 
getting  started.  Many  societies  have  been 
able  to  develop,  in  conjunction  with  com- 
mercial firms,  attractive  policies,  while  others 
are  still  ironing  out  details.  Nevertheless, 
within  one  year,  there  has  been  a great 
change  in  the  coverage  available  to  our  senior 
citizens. 
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Another  important  development  for 
American  medicine  will  result  from  the  im- 
portant meeting  held  in  Hershey,  Pennsyl- 
vania, of  the  Ad  Hoc  Committee  on  Scientific 
Activities.  As  you  probably  know,  this  com- 
mittee consists  of  distinguished  physicians 
and  scientists  who  were  to  re-evaluate  the 
scientific  program  of  the  American  Medical 
Association.  The  meeting  was  a gathering 
unique  in  modern  times  of  the  A.M.A.  and 
I suspect  that  the  recommendations  of  this 
committee  will  have  more  far-reaching  con- 
sequences on  American  medicine. 

Although  we  must  be  well-informed  in 
many  fields,  the  scientific  field  is  without  a 
doubt  the  most  important  to  the  doctor.  And, 
as  Dr.  F.  J.  L.  Blasingame,  A.M.A.  Executive 
Vice  President,  told  the  meeting  in  Hershey: 
“The  image  of  the  A.M.A. — insofar  as  it 
is  good — reflects  primarily  its  scientific  pres- 
tige. And  the  higher  that  prestige,  the  better 
the  image.”  Gentlemen,  today  the  doctor,  as 
a scientist  and  a healer,  is  sitting  on  top  of 
the  world.  We  have  excellent  prestige  and  a 
good  image.  However,  we  must  be  continual- 
ly endeavoring  to  improve  this  image  and 
our  prestige  by  a never-ending  quest  for 
improvement  and  progress. 

One  final  point  concerns  doctor-patient 
relations  and  how  they  can  be  considerably 
improved  during  the  coming  year.  I am  not 
going  to  give  you  a little  sermon  on  how  to 
chat  amiably  with  your  patient  while  he  puts 
his  pants  back  on.  Much  has  been  said  on 
that  aspect  of  patient  relationships  and  more 
should  be. 

Grievance  committees 

There  is  still  quite  a stretch  of  fertile,  yet 
unexplored,  ground  that  can  be  reached 
through  better  grievance  committees.  It  has 
always  irritated  me  that  some  doctors,  when- 
ever they  hear  the  words  “grievance  com- 
mittee” either  become  indignant  or  break  out 
in  a cold  sweat. 

Time  and  again  I have  met  doctors  who 
balk  and  cuss  when  they  are  asked  to  serve 
on  their  society’s  grievance  committees.  The 
most  popular  objection  seems  to  be  that  they 
don’t  want  to  be  “put  on  the  spot”  or  be  put 
in  the  middle  between  patients  and  col- 
leagues, neither  of  whom  will  like  the  com- 
mittee’s decisions. 


Personally,  I have  found  that  the  ones 
who  object  most  vehemently  to  serve  on 
grievance  committees  haven’t  the  faintest 
idea  of  how  they  operate.  They  have  formed 
the  imaginary  picture  of  a medical  inquisi- 
tion or  Star  Chamber  sternly  holding  court, 
censuring  honest  physicians  and  shielding 
the  quack!  Whenever  that  sort  of  attitude 
towards  grievance  committees  prevails,  the 
colleague  has  no  idea  of  what  they  are  all 
about. 

Above  all,  serving  on  a grievance  com- 
mittee will  make  a doctor  a better  man.  In 
addition  to  helping  him  see  both  sides  of  the 
story,  he  can  also  gain  a much  better  under- 
standing of  human  nature,  both  among  pa- 
tients and  physicians.  Most  doctors  who  have 
served  two  or  three  years  on  such  committees 
are  unanimous  in  agreeing  that  such  work 
helped  them  eliminate  most  of  the  griev- 
ances— certainly  over  fees — from  their  own 
practices. 

Impartial  arbitration 

I honestly  do  not  believe  that  patients  or 
colleagues  resent  fair  and  reasonable  deci- 
sions, based  on  careful  and  thorough  con- 
siderations of  both  sides  of  a grievance.  Re- 
member, two  disputants  who  both  are  sincere 
are  anxious  to  receive  the  judgment  of  an 
impartial  arbiter. 

Another  invaluable  reason  for  the  griev- 
ance committee  is  that  it  is  an  important 
service  rendered  by  the  medical  society  to 
both  the  public  and  the  profession.  The  re- 
solving of  grievances  is  our  responsibility  to 
our  patients.  If  by  our  indifference  and  dis- 
interest we  fail  the  public,  it  is  not  drastic  to 
warn  that  an  outside  agency  or  authority  is 
certain  to  step  in  and  assume  our  functions — 
no  matter  how  rightfully  they  now  belong 
to  us. 

An  example  of  what  has  happened  to  a 
group  that  failed  to  police  itself  can  be  seen 
in  the  recent  investigations  and  curbing  leg- 
islation on  labor  unions.  It  has  always  been 
a matter  of  pride  to  American  medicine  that 
we  can  and  will  keep  our  house  clean.  Per- 
sonally, I think  we  are  doing  an  excellent 
job.  However,  we  cannot  continue  without  a 
better  understanding  and  more  widespread 
support  of  grievance  committees  by  physi- 
cians. 
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I We  ought  to  remember,  also,  that  the 
j grievance  committee  protects  the  ethical 
I practitioner  as  well  as  guarding  against  the 
j unethical  physician  and  quack.  Just  as  the 
j grievance  committee  will  condemn  the  exor- 
bitant fee  or  the  unnecessary  medical  pro- 
t cedure,  so  also  it  will  exonerate  the  good 
I doctor  against  the  indiscriminate  and  ground- 
' less  accusations  of  the  “griper”  and  the  com- 
plainant who  demands  the  most  from  his 
; physician  but  who  wants  to  pay  too  little  or 
nothing. 

Cooperation 

* The  kind  of  protection  to  its  medical 
society  members  is  a responsibility  of  the 
, grievance  committee.  On  the  other  hand,  it 
I is  proper  and  necessary  that  all  physicians 
in  the  society  cooperate  with  the  committee. 
They  must  present  data  to  the  committee 
when  requested  and  appear  before  the  com- 
mittee when  asked.  For  any  physician  to  fail 
in  this  is  to  erode  the  usefulness  and  effec- 
tiveness of  the  committee.  After  all,  the  com- 
mittee exists  for  the  greatest  good  of  both 
the  medical  society  as  a whole  and  for  the 
individual  doctor.  One  hundred  per  cent  co- 
operation will  not  only  create  good  will 
among  patients  and  colleagues,  but  will  breed 
a better  understanding  of  the  committee’s 
functions. 

The  grievance  committee  in  any  society 
has  certain  obvious  obligations  to  both  parties 
in  a grievance.  It  should  never  think  that  a 
grievance  is  too  complicated,  but  should  care- 
fully and  patiently  gather  and  assess  all  the 
facts.  Nor  should  a committee  postpone  or 
stall  a decision,  hoping  that  in  time  the  griev- 
ance will  be  forgotten. 

It  is  no  secret  that  members  of  grievance 


committees  might  find  themselves  with  a 
conflict  of  loyalties.  However,  these  must  be 
overridden  by  scrupulous  objectivity  and 
elevation.  To  allow  personalities  to  enter 
the  case  is  a disservice  to  the  patient,  to  the 
physician,  and  to  the  entire  medical  profes- 
sion. 

Personally,  I have  the  greatest  respect  for 
the  physician  who  serves  willingly  on  a griev- 
ance committee,  since  he  is  often  called  upon 
to  exercise  courage  and  honesty  of  the  high- 
est nature.  And  while  we  all  like  to  think 
of  ourselves  as  fine  fellows,  I don’t  think  it 
can  be  denied  that  such  service  oftentimes 
requires  a large  dose  of  “guts.” 

Selection  to  serve  on  a grievance  commit- 
tee is  a distinct  honor.  To  shrink  from  it  from 
fear  of  what  someone  else  might  think  or 
say  is  bad  enough;  to  accept  it  and  serve 
without  interest  and  vigor  is  downright 
tragic. 

Summary 

These,  then,  are  some  personal  thoughts 
on  a few  items  that  medicine  is  faced  with  in 
the  coming  years.  They  cover  everything 
from  political  and  economic  problems  to  sci- 
entific and  professional  activities.  There  is 
an  abundance  of  challenge  awaiting  every 
physician,  both  as  an  individual  and  as  a 
member  of  his  medical  society.  I hope  each 
of  you  will  step  forward  to  meet  these  chal- 
lenges, for  your  own  good  and  for  the  good 
of  American  medicine. 

If  every  doctor  in  your  society,  and  in 
the  nation,  can  understand  the  importance 
and  need  for  individual  action  and  leader- 
ship during  the  coming  year,  I know  that 
1960  will  be  one  of  the  greatest  in  the  history 
of  modern  medicine.  • 


‘^Immune  milk”  no  arthritis  cure, 
reports  Arthritis  Foundation 

“In  spite  of  all  the  claims  made  for  it,  ‘immune 
milk’  is,  unfortunately,  just  the  latest  of  hundreds 
of  misrepresented  products  offered  to  cure  or  re- 
lieve rheumatoid  arthritis,”  the  national  medical 
director  of  the  Arthritis  and  Rheumatism  Founda- 
tion has  announced. 

Dr.  Ronald  W.  Lamont-Havers  said  the  Founda- 
tion, which  recently  completed  a six-month  survey 
showing  that  $250,000,000  is  spent  annually  on 
such  misrepresented  products,  feels  it  has  “an 


important  responsibility”  to  provide  the  nation’s 
11  million  arthritis  victims  with  the  facts  on  this 
product. 

Commenting  on  claims  made  for  the  “milk”  in 
recent  major  magazine  articles.  Dr.  Lamont-Havers 
explained  that  “scientifically-controlled  studies  of 
the  product  show  it  has  absolutely  no  effect  on 
the  disease.” 

The  “immune  milk”  allegedly  gets  its  “im- 
munity” to  rheumatoid  arthritis  from  antibodies 
produced  in  the  udders  of  cows  injected  with 
streptococcus  and  staphylococcus  vaccines. 
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Obstetric  and  pediatric  management 

of  erythroblastosis  fetalis* 

William  S.  Davis,  M.D.,  Denver 


Previous  stillbirths  or  fourfold 
rise  in  Rh  albumin  antibody  titer 
dictates  that  induction  of  labor  be 
accomplished  between  the 
34th  and  37th  weeks. 


This  paper  is  presented  as  an  expression  of 
current  opinion  regarding  the  proper  method 
of  handling  pregnancies  and  the  products  of 
these  pregnancies  where  severe  iso-immu- 
nization exists.  The  odds  are  six  to  one  that 
an  Rh  negative  girl  will  marry  an  Rh  positive 
man.  Following  their  marriage  the  chances 
are  between  5 and  10  per  cent  that  she  will 
become  sensitized  to  the  Rh  antigen.  Should 
she  become  sensitized,  she  can  be  assured  of 
at  least  two  babies  with  no  serious  trouble  as 
far  as  iso-immunization  is  concerned.  After 
this,  however,  she  may  expect  to  have  af- 
fected infants,  especially  if  her  husband  is 
homozygous.  She  can  expect  to  have  some 
increase  in  the  severity  of  affectation  with 
subsequent  pregnancies  simply  because  of 
repeated  exposure  to  the  Rh  antigen. 

However,  it  is  generally  true  that  mothers 
who  produce  one  mildly  affected  erythro- 
blastotic  infant,  in  general,  will  produce  sub- 
sequent mildly  affected  infants.  Likewise,  if 
she  produces  a severely  affected  infant,  sub- 
sequent infants  are  more  likely  to  be  severely 
affected.  Severely  affected  infants  might  be 
defined  as  those  who  are  stillbirths,  are  edem- 


*Presented at  the  24th  Annual  Midwinter  Clinical  Session  of 
the  Colorado  State  Medical  Society,  February  17-20,  1959.  From 
the  Pediatric  Service,  Children’s  Hospital,  Denver. 


atous  at  birth,  or  who  are  born  with  severe 
anemia,  requiring  multiple  transfusions.  It  is 
estimated  that  there  are  5,000  stillbirths  each 
year  in  the  United  States  due  to  erythro- 
blastosis, an  undetermined  number  of  whom 
might  be  saved  with  proper  management. 

Importance  of  history 

The  preceding  obstetrical  history  is  ex- 
tremely important  in  attempting  to  predict 
the  outcome  of  the  unborn  fetus.  A history 
of  previous  sensitization  with  intramuscular 
blood  or  blood  transfusions  should  be  sought. 
A history  of  previous  stillbirths  due  to 
erythroblastosis  and  the  time  of  intrauterine 
death  is  extremely  important.  Chown  and 
Bowman  report  that  in  their  experience,  if  a 
woman  has  had  one  fetus  dead  of  erythro- 
blastosis, the  chances  for  the  next  Rh  positive 


fetus  are: 

Stillbirth  75% 

Born  alive  but  with  extreme  anemia 15% 


Born  alive  but  with  readily  treatable  disease..  10% 
However,  if  a woman  has  had  two  or  more 
stillbirths  due  to  erythroblastosis,  the  chances 
for  the  next  Rh  positive  fetus  are: 


Stillbirth  90% 

Born  alive  but  with  extreme  anemia 8% 


Born  alive  but  with  readily  treatable  disease,.  2% 
The  figures  of  Allen  and  Diamond  are 
close  to  this  in  that  they  feel  if  there  has 
been  a previous  stillbirth  the  chances  that 
an  Rh  positive  baby  will  be  born  alive  and 
in  treatable  condition  are  about  35  per  cent. 
However,  the  chances  are  only  about  20  per 
cent  if  the  maternal  titer  is  high.  With  no 
history  of  previous  stillbirths,  if  the  maternal 
titer  in  albumin  during  the  last  trimester  is 
less  than  1:64,  the  chances  are  90  per  cent 
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that  her  baby  will  be  born  alive  and  in  good 
condition.  However,  if  the  titer  is  1:64  or 
over,  the  chances  are  less,  perhaps  around 
60  per  cent. 

Early  induction 

If  there  is  a previous  history  of  stillbirth 
and/or  a maternal  titer  of  1:64  or  above,  one 
should  anticipate  a severely  affected  infant 
and  the  question  of  early  induction  of  labor 
should  be  considered.  In  1952,  Mollison  and 
Walker  wrote  a paper  which  stated  that  early 
obstetrical  induction  offered  no  advantage 
over  spontaneous,  term  delivery.  However, 
at  that  time  up-to-date  treatment,  frequent 
bilirubin  determinations  and  repeated  ex- 
change transfusions  were  not  carried  out. 
Since  that  time,  several  papers  have  ap- 
peared, including  reports  by  the  same  au- 
thors, showing  a definite  statistical  advantage 
in  early  induction  of  labor.  Bowman  reported 
83  per  cent  survival  in  17  deliveries  of  women 
with  homozygous  Rh  positive  husbands  where 
there  was  a history  of  preceding  stillbirths. 
Induction  was  carried  out  at  34  to  36  weeks 
of  gestation  in  each  case.  It  was  felt  by  this 
author  that  the  prevention  of  fetal  hydrops 
by  not  allowing  the  pregnancy  to  go  to  term, 
far  outweighed  the  risk  of  prematurity  which 
should  not  exceed  10  per  cent  of  that  par- 
ticular point  in  the  pregnancy. 

This  group,  in  an  effort  to  prevent  even 
the  first  fetal  hydrops  induced  at  34  to  36 
weeks  all  women  showing  a fourfold  rise  in 
albumin  antibody  titer  in  the  third  trimester. 
There  were  30  such  cases  with  six  deaths. 
Of  these  six  deaths  there  was  one  hydrops, 
two  stillbirths  as  a result  of  obstetrical  com- 
plications, and  three  others  severely  affected 
with  iso-immunization  who  survived  the  first 
exchange  transfusion  but  died  at  24  hours  of 
age  with  hyaline  membrane  disease.  The  sur- 
viving 24  infants  were  all  severely  affected 
with  hemolytic  disease  but  were  normal  fol- 
lowing their  exchange  transfusions.  It  was 
their  feeling  that  many  of  these  infants,  as 
severely  affected  as  they  were  at  this  pre- 
mature delivery  date,  would  not  have  sur- 
vived had  they  been  permitted  to  go  to  term. 

It  seems  obvious  that  early  induction  of 
labor  is  advisable  in  a sensitized  mother  with 
a titer  of  1:64  or  over  and  mandatory  if  she 
has  had  a previous  stillborn  child  due  to 


erythroblastosis  (especially  if  she  has  an  Rh 
positive  homozygous  husband).  Another  im- 
portant factor  that  might  lead  one  to  early 
delivery  and  probably  by  cesearean  section, 
is  persistent  alteration  in  the  fetal  heart 
sounds  or  diminution  in  fetal  movements  in 
the  third  trimester  in  a mother  with  an  ele- 
vated antibody  titer  or  previous  pregnancies. 
These  changes  might  well  be  signs  of  im- 
pending death  of  the  fetus  from  anemia  and 
heart  failure.  It  should  be  stressed  that  the 
optimum  time  of  induction  somewhere  be- 
tween the  34th  and  37th  week  should  be 
decided  in  each  individual  case.  The  earlier 
that  induction  is  performed,  the  greater  the 
hazards  of  prematurity. 

Teamivork  planning 

When  early  induction  is  decided  upon,  it 
should  be  done  at  a time  suitable  to  all  in- 
dividuals concerned.  Facilities  should  be 
available  for  exchange  transfusion  within  the 
first  few  minutes  of  life.  Type  O,  Rh  negative 
blood  that  has  been  previously  cross-matched 
with  the  mother’s  blood  (and  is  consequently 
satisfactory  for  the  baby)  should  be  ready 
at  the  time  of  induction.  Type  A and  B sub- 
stance should  be  added  just  prior  to  the  ex- 
change. 

When  the  infant  is  delivered,  a hemo- 
globin, Coombs  test  and  bilirubin  should  be 
done  on  the  cord  blood.  If  any  degree  of 
anemia  is  present,  one  should  proceed  imme- 
diately with  the  transfusion  without  waiting 
for  further  laboratory  studies. 

Careful  transfusion 

Many  of  these  infants  are  severely  anemic 
at  birth  with  hemoglobins  of  five  to  six  grams 
and  are  either  in  impending  or  actual  cardiac 
failure.  As  such  they  have  varying  degrees 
of  elevated  venous  pressure  and  in  the  first 
portion  of  the  exchange  transfusion  more 
blood  should  be  removed  than  is  injected  so 
that  the  venous  pressure  will  stabilize  at  70 
mm.  Packed  red  blood  cells  should  be  used 
early  in  the  exchange  so  that  the  infant’s 
red  blood  count  and  hemoglobin  are  raised 
towards  normal  during  the  procedure.  This 
use  of  packed  cells  is  the  biggest  single  factor 
for  the  prevention  or  correction  of  heart 
failure.  If  the  infant  is  precarious,  one  might 
do  a 75  to  100  cc.  packed  cell  exchange  and 
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wait  30  to  60  minutes  for  the  infant  to  sta- 
bilize before  preceding  with  the  rest  of  the 
transfusion.  This  is  perfectly  safe  as  bilirubin 
levels  are  seldom  a problem  at  this  point 
even  when  the  infant  is  severely  anemic.  A 
hemoglobin  determination  on  blood  from  the 
ear  lobe  during  the  exchange  may  aid  in  de- 
termining the  volume  of  packed  cells  as 
against  ordinary  blood  to  be  used.  If  the 
infant  is  in  good  enough  condition,  the  usual 
volume  of  75  to  80  cc.  per  pound  of  the  com- 
bination of  packed  cells  and  whole  blood  is 
used  in  the  exchange.  If  it  is  felt  that  heart 
failure  is  still  a factor  at  the  end  of  the  pro- 
cedure, one-half  the  total  digitalizing  dose  of 
Lanoxin  may  be  injected  into  the  catheter. 
The  total  digitalizing  dose  for  an  infant  in 
this  situation  is  0.02  mgm.  per  pound.  Addi- 
tional digitalis  should  be  given  in  the  next 
four  to  eight  hours  as  indicated.  Indications 
for  subsequent  exchange  transfusions  are  no 
different  than  for  the  ordinary  case.  Follow- 
ing is  a case  report  that  will  serve  to  illus- 
trate some  of  the  previous  comments. 

CASE  REPORT 

Mrs.  C.  S.  was  a 29-year-old  married,  colored 
para  two  with  no  living  children.  Her  last  normal 
menstrual  period  started  Jan.  4,  1958,  making  her 
expected  date  of  confinement  Oct.  11,  1958.  She 
specifically  stated  that  conception  occurred  on 
Jan.  19,  1958. 

Her  family  history  is  significant  in  that  her 
mother  has  hypertension  and  her  father  died  of 
tuberculosis.  From  age  12  to  18,  the  patient  had 
three  operations  on  the  left  hip  for  tuberculosis 
and  during  these  procedures  received  multiple 
blood  transfusions. 

Her  first  infant  was  born  in  1956,  in  Germany. 
She  had  progressed  well  in  that  pregnancy  until 
the  36th  week  of  gestation  when  fetal  death  in 
utero  occurred.  One  week  later  an  elective  ce- 
sarean section  was  done  because  of  a contracted 
pelvis,  with  delivery  of  a 6-pound  stillborn  female. 
One  year  later  in  1957,  the  patient  was  admitted 
to  the  Ft.  Carson  hospital  for  elective  cesarean 
section  at  the  40th  week  of  pregnancy.  The  infant 
died  in  utero  the  day  before  operation.  This  infant 
was  a stillborn  male  and  weighed  eight  pounds. 

She  was  first  seen  in  this  pregnancy  during 
the  33rd  week  of  gestation.  Her  blood  group  was 
B and  she  was  Rh  negative.  Rh  antibodies  were 
reported  as  saline,  1:1  and  albumin  1:64.  Her 
husband  was  blood  group  O,  Rh  positive  and 
heterozygous.  Her  blood  pressure  was  140/110. 
No  albuminuria  was  present.  Her  hemoglobin  was 
12.9  grams,  hematocrit  38  per  cent,  serologic  test 
for  syphilis  negative  and  her  weight  176  pounds. 


She  was  admitted  to  the  hospital  11  days  after 
being  seen  and  an  elective  repeat  cesarean  sec- 
tion was  done  at  the  end  of  the  35th  week  of 
gestation.  She  was  given  a spinal  anesthetic  for 
delivery  and  allowed  to  breath  100  per  cent  oxygen 
for  20  minutes  before  operation.  When  the  mem- 
branes were  punctured,  yellow,  meconium  stained 
fluid  escaped.  A small,  viable  but  pale  infant 
weighing  4 pounds  2 ounces  was  delivered  in 
fair  condition  and  transferred  immediately  to  the 
operating  room  at  Children’s  Hospital. 

On  examination  there  the  infant  was  pale,  the 
respirations  were  slightly  rapid,  a hemic  murmur 
was  present  and  the  liver  edge  was  3 to  4 cm. 
below  the  costal  margin.  Moderate  jaundice  was 
present.  Hemoglobin  done  on  the  cord  blood  at 
the  time  of  delivery  was  5.0  grams. 

Exchange  transfusion  was  started  53  minutes 
after  birth,  using  blood  that  had  been  obtained 
the  day  before  and  crossmatched  with  the  mother’s 
blood.  Type  A and  B substance  was  added  just 
prior  to  transfusion.  In  retrospect,  it  would  have 
been  better  to  have  been  set  up  in  an  adjoining 
room  in  the  original  hospital  and  to  have  done 
the  exchange  there.  It  could  have  been  started 
much  more  quickly.  The  initial  venous  pressure 
was  80  mm.  After  30  cc.  of  whole  blood  was  ex- 
changed and  the  venous  pressure  was  70  mm., 
60  cc.  of  packed  red  blood  cells  in  10  cc.  aliquots 
was  used.  Twice  during  the  procedure  an  extra 
10  cc.  of  blood  was  removed  to  hold  the  venous 
pressure  stable  at  70  mm.  At  the  200  cc.  mark  an 
ear  lobe  hemoglobin  showed  a figure  of  9.7  grams 
and  another  30  cc.  of  packed  cells  was  used.  A 
total  of  90  cc.  of  packed  red  cells  and  220  cc.  of 
whole  blood  was  used  during  the  exchange.  Cal- 
cium gluconate  and  adrenal  cortical  extract  were 
given  every  75  to  100  cc.  During  the  procedure  the 
infant  steadily  improved  in  appearance,  respira- 
tions slowed  to  normal,  his  color  improved  mark- 
edly and  at  the  end,  hemoglobin  done  by  heel 
puncture  was  11.9  grams. 

Blood  removed  from  the  umbilical  cord  at  the 
beginning  of  the  exchange  showed  the  baby  to 
be  type  B Rh  positive.  The  Coombs  test  was  4.+, 
bilirubin  8.3  mgm.  per  cent  with  0.5  mgm.  per  cent 
direct  and  7.8  mgm.  per  cent  indirect.  Blood  re- 
moved at  the  end  of  the  procedure  showed  a total 
bilirubin  of  4.5  mgm.  per  cent  with  0.5  mgm.  per 
cent  direct  and  4.0  mgm.  per  cent  indirect.  At  the 
same  time  capillary  blood  showed  a WBC  of  28,400 
with  filaments  39,  non-filaments  8,  metamyelocytes 
2,  myelocytes  1,  eosinophils  2,  basophils  2,  lympho- 
cytes 45  and  monocytes  1.  There  were  570  nucle- 
ated red  blood  cells  per  100  white  cells.  Prophy- 
lactic penicillin  and  streptomycin  were  given  after 
the  exchange.  Six  hours  later  the  bilirubin  had 
risen  to  11.8  mgm.  total  with  a direct  of  1.0  mgm. 
per  cent  and  an  indirect  of  10.8  mgm.  per  cent. 
Because  of  the  prematurity  and  the  known  in- 
creased susceptibility  of  prematures  to  hyperbili- 
rubinemia, a repeat  exchange  transfusion  was 
done.  Post  exchange  level  was  5.2  mgm.  per  cent 


50 


Rocky  Mountain  Medical  Journal 


total  with  a direct  of  0.5  mgm.  per  cent  and  an 
indirect  of  4.7  mgm.  per  cent.  Blood  levels  were 
then  followed  at  four-hour  intervals  but  the  total 
never  rose  over  8.3  mgm.  per  cent.  The  infant  did 
exceedingly  well  and  was  discharged  in  good  con- 
dition on  the  25th  day  of  life  weighing  5 pounds 
1 ounce.  It  was  felt  by  all  concerned  that  this  baby 
was  delivered  at  the  optimum  time  and  had  this 
pregnancy  been  permitted  to  continue  another 
week  to  10  days,  death  of  the  infant  would  likely 
have  resulted. 

Summary 

In  summary  then,  a severely  affected,  ane- 
mic infant  was  delivered  at  the  end  of  the 
35th  week  of  a mother  who  had  had  two  pre- 
vious stillbirths  due  to  Rh  iso-immunization. 
It  is  the  consensus  of  opinion  that  if  a mother 
has  had  previous  stillbirths  due  to  Rh  iso- 
immunization or  has  a fourfold  rise  in  albu- 


min antibody  titer  in  the  third  trimester, 
early  induction  of  labor  is  advisable  at  some- 
where between  34  and  37  weeks,  the  exact 
time  of  induction  to  be  decided  on  the  merits 
of  each  individual  case.  Prompt  exchange 
transfusion  using  packed  red  blood  cells  may 
be  lifesaving  for  the  infant  in  such  a case.  • 
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Anterior  pituitary  insufficiency 

in  adults* 

Edward  H.  Rynearson,  M.D.,  and  Robert  E.  Hatfield,  M.D.,  Rochester,  Minnesota 


This  is  an  enlightening  discussion 
concerned  ivith  the  effects  of 
insufficiency  of  the  hormones  of  the 
anterior  lobe  of  the  pituitary  gland 
in  the  adult. 


In  order  to  limit  this  paper,  no  effort  will  be 
made  to  discuss  posterior  pituitary  insuffi- 
ciency; those  who  would  like  to  review  recent 
advances  in  the  field  of  the  neurohypophysis, 
with  particular  attention  to  diabetes  insipi- 
dus, are  referred  to  the  Year  Book  of  En- 
docrinology for  1959h  Also,  several  of  the 

*Read  at  the  meeting  of  the  Wyoming  State  Medical  Society* 
MoraHs  Wyoming,  June  11  to  14,  1959.  From  the  Mayo  Founda- 
tion, Rochester,  Minnesota,  which  is  a part  of  the  Graduate 
School  of  the  University  of  Minnesota, 


recent  articles  by  Randall  and  his  associ- 
ates'^"^ may  be  referred  to.  Recent  articles 
record  encouraging  advances  in  our  knowl- 
edge of  growth  hormone^'h  Those  of  us  who 
have  long  hoped  that  a growth  hormone  may 
sometime  be  available  for  the  treatment  of 
human  beings  will  be  heartened  by  these  re- 
ports, which  suggest  that  the  reason  for  past 
failures  was  almost  entirely  one  of  species 
difference.  Until  recently,  the  only  prepara- 
tions of  growth  hormone  were  those  obtained 
from  cattle  or  sheep.  Since  hundreds  of  thou- 
sands of  monkeys  have  been  used  for  prep- 
aration of  the  Salk  vaccine,  their  pituitaries 
have  been  available,  and  recently  extracts 
have  been  made  from  human  pituitary  glands. 
Such  extracts  are  far  more  effective  in  man 
than  any  obtained  from  other  species.  This, 
perhaps,  is  a good  place  to  add  that  the 
amounts  of  such  hormones  are  extremely 
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small,  and  that  only  enough  is  available  for 
detailed  scientific  studies  in  research  labora- 
tories. The  public  should  not  be  encouraged 
to  believe  that  all  short  boys  may  now  be 
made  into  tall  men. 

Although  the  syndromes  of  multiple  hor- 
monal deficiencies  of  the  anterior  lobe  of  the 
pituitary  gland  were  recognized  earlier,  it 
was  not  until  1914  that  Simmonds®’®  described 
the  relationship  between  a destructive  lesion 
of  the  anterior  lobe  of  the  hypophysis  and 
involvement  of  the  other  glands  of  internal 
secretion.  Unfortunately,  Simmonds’  descrip- 
tion emphasized  the  presence  of  cachexia,  so 
that  the  term  “Simmonds’  cachexia”  became 
the  poorly  chosen  synonym  for  panhypopitui- 
tarism. This  use  of  “cachexia”  has  been  most 
unfortunate,  since,  except  in  terminal  stages, 
cachexia  is  not  a prominent  symptom;  indeed, 
most  patients  diagnosed  as  having  “pituitary 
cachexia”  are  suffering  in  reality  from  ano- 
rexia nervosa.  It  should  come  as  no  surprise 
that  any  individual  who  has  developed  ano- 
rexia nervosa,  often  reduced  to  a skeleton 
and  a skin,  should  develop  also  certain  sec- 
ondary changes  of  the  endocrine  glands. 
These  changes  have  been  described  by  Bliss 
and  Migeon^®  of  the  University  of  Utah, 
whose  studies  suggested  that  gonadal  failure, 
probably  due  to  gonadotropic  insufficiency, 
appeared  to  be  the  only  endocrinologic  dis- 
turbance in  anorexia  nervosa.  However,  as 
Gordan^  comments,  while  this  may  be  true 
in  milder  cases,  in  more  severe  cases  there 
is  evidence  of  failure  of  the  thyroid  and  the 
adrenals,  and  the  individual  has  hypoglycemia 
and  is  sensitive  to  insulin. 

Patients  with  panhypopituitarism  rarely 
present  this  picture,  as  is  well  described  in 
two  excellent  reviews^^-^^  Sheehan  and  Sum- 
mers’^^,  in  their  article,  reported  on  some 
patients  who,  seemingly,  had  lost  all  anterior 
pituitary  function  and  others  with  only  par- 
tial loss  of  function;  in  some  patients  there 
may  be  a complete  lack  of  production  of  one 
or  two  hormones,  with  seemingly  normal 
amounts  of  the  other  hormones.  Why  does 
“Sheehan’s  syndrome”  occur  only  in  women 
at  the  time  of  childbirth?  The  full  answer  is 
not  known,  although  Sheehan  postulated  that 
the  gland  enlarges  to  the  limit  of  its  blood 
supply  and  is  therefore  extremely  sensitive 
to  a decrease  in  blood  flow,  with  resultant 


thrombosis  in  the  vessels  and  subsequent  is- 
chemic necrosis.  It  is  true  that  there  are 
very  rare  instances  of  acute  anterior  pituitary 
insufficiency  occurring  in  women  at  times 
other  than  in  the  puerperium,  and  in  men; 
but  it  is  surprising  that  more  instances  have 
not  occurred  in  men  when  one  considers  the 
staggering  number  of  men  who  have  been 
exposed  to  severe  shock.  Following  the  sec- 
ond world  war,  one  of  us  (E.  H.  R.)  wrote  to 
the  Surgeon  General  of  the  Army  and  asked 
whether  any  study  had  been  made  of  the 
pituitary  glands  of  men  who  had  lost  their 
lives  following  severe  shock — in  so  far  as  we 
know,  no  such  study  has  been  made,  but,  also, 
in  so  far  as  we  know,  instances  of  pituitary 
necrosis  following  shock  in  men  are  ex- 
tremely rare. 

In  76  cases,  Sheehan  and  Summers^^  found 
marked  involvement  of  all  of  the  other  endo- 
crine glands,  particularly  the  thyroid,  adrenal 
cortex  and  ovaries.  The  adrenal  cortex,  for 
example,  varied  from  0.2  to  0.4  mm.  in  thick- 
ness instead  of  the  normal  1.0  to  2.0  cm.;  the 
average  combined  weight  of  the  adrenals  was 
4.7  gm.  as  compared  to  a normal  of  10  to  15 
gm.  The  average  weight  of  the  thyroid  was 
7 gm.  as  compared  to  a normal  of  20  to  30 
gm.  There  was,  of  course,  marked  atrophy 
of  the  ovaries,  uterus,  vagina  and  vulva.  In 
addition  to’ these  changes,  there  was  striking 
atrophy  of  most  of  the  other  organs  in  the 
body,  which  is  often  referred  to  as  micro- 
splanchnia. 

We  have  thought  that  perhaps  the  best 
way  of  describing  this  type  of  pituitary  in- 
sufficiency would  be  to  present  the  history 


Fig.  1.  Patients  on  reader’s  left  and  reader’s  right 
have  Sheehan’s  syndrome.  Patient  in  center  has 
anorexia  nervosa. 
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of  a patient,  together  with  photographs.  The 
first  photograph  (Fig.  1)  shows  on  the  read- 
er’s left  the  patient  we  are  presenting;  the 
patient  on  the  right  also  has  Sheehan’s  syn- 
drome, and  the  patient  in  the  center  is  the 
only  one  of  the  three  with  cachexia  and  hers 
is  due  to  anorexia  nervosa!  The  second  photo- 
graph (Fig.  2a)  shows  the  patient’s  improved 
appearance  following  replacement  therapy 
with  hormones  from  the  thyroid  and  the 
adrenal  cortex,  and  with  estrogens.  The  case 
report  follows. 

REPORT  OF  CASE 

On  September  17,  1942,  a 28-year-old  housewife 
first  came  to  the  Mayo  Clinic  because  she  had  had 
no  menstrual  periods  since  the  birth  of  her  only 
child  17  months  earlier. 

Her  menstrual  history  had  been  normal  until 
altered  by  a normal  pregnancy  beginning  in  May, 
1940.  After  five  and  one-half  hours  of  labor,  on 
February  18,  1941,  following  an  episiotomy,  she 
delivered  a normal  baby  girl;  blood  loss  was  esti- 
mated to  have  been  between  200  and  300  cc.  About 
10  minutes  after  delivery,  it  was  noted  that  she 
breathed  deeply  in  a sighing  manner  and,  although 
she  was  alert,  her  pulse  was  weak  and  thready 
and  her  blood  pressure  was  unobtainable.  She 
remained  hypotensive  for  30  to  45  minutes,  during 
which  time  an  intravenous  infusion  of  5 per  cent 
glucose  in  normal  saline  solution  was  started  by 
her  physician.  The  systolic  blood  pressure  had 
raisen  to  70  mm.  of  mercury  after  2 liters  had 
been  absorbed.  Tranfusion  of  3 pints  of  whole 
blood  restored  the  blood  pressure  to  normal.  Her 
output  of  urine  remained  adequate.  There  was  no 
undue  bleeding  at  the  time  of  placental  expression 
72  hours  after  birth  of  the  child.  Her  condition 
required  that  she  remain  in  the  hospital  for  three 
weeks.  At  no  time  was  there  spontaneous  engorge- 


Fig.  2.  Same  patient  as  shown  on  reader’s  left  in 
Fig.  1.  a.  Improved  appearance  following  replace- 
ment therapy  with  hormones,  b.  Suggestive  evi- 
dence of  hypercortisonism  several  years  later. 


ment  of  the  breasts  or  lactation.  Following  dis- 
missal to  her  home,  she  remained  in  bed  most  of 
the  first  month,  then  slowly  regained  her  strength. 

Throughout  the  summer  of  1941  she  was  tired 
and  listless,  fatigued  easily,  lost  her  appetite  and 
began  to  vomit,  usually  right  after  breakfast,  and 
more  rarely  after  lunch;  she  had  little  nausea,  and 
late  in  the  day  she  retained  food  more  easily.  She 
had  no  menstrual  periods  following  delivery.  She 
regained  some  strength  throughout  the  fall  and 
winter  of  1941,  but  with  the  return  of  warm 
weather  in  1942  the  symptoms  became  more  pro- 
nounced. She  noticed  decided  loss  of  libido  and 
gradual  loss  of  body  hair,  particularly  the  axillary 
and  pubic  hair,  with  some  thinning  of  scalp  hair. 

Thyroid  and  iron  pills  given  in  the  summer  of 
1942  did  not  seem  to  help.  Beginning  in  July,  1942, 
headaches  often  accompanied  the  vomiting  spells. 
On  August  1,  1942,  she  went  into  a state  of  coma 
from  which  she  was  revived  by  intravenous  in- 
jections of  glucose  solutions.  Throughout  six  days 
of  hospitalization,  she  continued  to  be  listless  and 
weak.  Her  physician  referred  her  to  the  Mayo 
Clinic  for  evaluation. 

When  examined  on  September  1?,  1942,  she  was 
quiet  and  listless,  was  63  inches  tall  and  weighed 
103  pounds,  compared  to  her  normal  weight  of  130 
pounds.  Her  voice  was  low-pitched.  The  hair  was 
dry  and  coarse,  and  there  was  patchy  thinning 
over  the  scalp.  Axillary  hair  was  absent,  pubic 
hair  virtually  absent,  and  the  eyebrows  very  thin. 
Vulvar  and  vaginal  tissues  were  atrophic  and 
infantile.  The  fingernails  and  toenails  were  brittle, 
and  the  deep  tendon  reflexes  demonstrated  a slow 
return.  The  blood  pressure  was  84/66. 

The  major  clinical  and  laboratory  findings  for 
all  visits  are  summarized  in  a table.* 

Analysis  of  a voided  specimen  of  urine  revealed 
a specific  gravity  of  1.024  and  no  microscopic  ab- 
normalities. Blood  urea  measured  30  mg.  per  100 
cc.,  and  total  plasma  lipids  404  mg.  per  100  cc. 
The  fasting  concentration  of  blood  sugar  was  66 
mg.  per  100  cc.,  and  during  a glucose-tolerance 
test  the  concentrations  were  107,  17  and  38  mg. 
per  100  cc.,  one-half,  two  and  three  hours,  respec- 
tively, after  the  initial  fasting  specimen  (normal, 
80  to  120  mg.).  Five  separate  determinations  of 
the  urinary  17-ketosteroids  yielded  values  of  0.0 
to  0.6  mg.  per  24  hours.  The  results  of  a Robinson- 
Power-Kepler  water  test  supported  the  diagnosis 
of  severe  adrenal  insufficiency. 

During  hospitalization,  her  temperature  was 
consistently  low,  usually  97°  to  98°  F.  Over  a one- 
month  period,  she  gained  seven  pounds,  having 
started  on  a 2,000-calorie  diet  which  was  gradually 
increased  to  3,000  calories.  Treatments  with  ultra- 
violet light  caused  mild  burning  and  scaling  of 
the  skin,  but  no  residual  tanning.  Therapeutic 
trials  resulted  in  the  treatment  program  at  the 
time  of  dismissal  as  noted  in  the  table,  the  pro- 
gram combining  the  daily  use  of  desoxycorticos- 


• Omitted  because  of  space  limitations. 
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terone  acetate  (DCA)  with  interrupted  use  of 
stilbestrol.  She  was  not  started  on  thyroid  therapy 
at  this  time,  presumably  because  of  the  fear  that 
the  addition  of  thyroid  without  prior  attempts  to 
correct  her  adrenal  insufficiency  would  greatly 
aggravate  the  latter  problem;  she  was  urged  to 
return  shortly  for  reconsideration  of  her  program 
(when  thyroid  was  to  have  been  added). 

However,  she  did  not  return  until  January  8, 
1945.  Three  months  after  dismissal,  she  had  stopped 
taking  stilbestrol  because  it  “upset  my  stomach.” 
Within  several  days,  there  had  been  a three-day 
period  of  vaginal  bleeding.  She  had  continued 
taking  the  DCA,  and  had  received  injections  of 
liver  extract  for  persistent  mild  anemia. 

Although  the  eyebrows  and  the  pubic  and  axil- 
lary hair  were  unchanged,  the  scalp  hair  had  re- 
turned almost  to  normal.  The  facies  and  delayed 
return  of  the  deep  tendon  reflexes  were  charac- 
teristic of  myxedema.  Reference  to  the  table 
shows  that  the  anemia  was  more  pronounced,  and 
that  lymphocytosis  persisted.  A smear  of  the 
peripheral  blood  revealed  hypochromasia,  mild 
anisocytosis  and  a few  macrocytes.  The  serum 
calcium  and  serum  inorganic  phosphorus  (phos- 
phate) measured  9.0  and  4.0  mg.  per  100  cc.,  re- 
spectivelJ^  The  increase  of  plasma  cholesterol  and 
the  low  basal  metabolic  rate  confirmed  the  clinical 
impression  of  myxedema.  There  was  mild  albu- 
minuria. There  was  no  17-ketosteroid  material  in  a 
24-hour  collection  of  urine,  and  determinations  of 
urinary  prolan  by  the  Frank  technic  showed  less 
than  normal  amounts.  X-ray  examination  of  the 
skull  gave  negative  results.  An  electrocardiogram 
revealed  a low  amplitude  and  slurring  of  the  QRS 
complexes  in  standard  leads  1,  2 and  3.  The  T 
waves  were  iso-electric  in  these  leads.  During  an 
intravenous  glucose-tolerance  test  the  blood  sugar 
levels  were  86,  109,  60,  70  and  80  mg.  per  100  cc. 
at  0,  Vz,  1,  2 and  3 hours,  respectively.  At  the 
time  the  patient  was  dismissed,  the  basal  metabolic 
rate  was  plus  2 per  cent.  She  was  dismissed  taking 
Wz  grains  of  strong  desiccated  thyroid  and  2 mg. 
of  DCA  a day. 

She  returned  for  a period  of  observation  from 
May  10  to  June  30,  1945;  1.25  cc.  daily  of  lipo- 
adrenal  extract  (Upjohn)  was  added  to  her  treat- 
ment program.  During  this  period  of  observation, 
she  had  several  attacks  of  hypoglycemia  which 
responded  quickly  to  the  intravenous  administra- 
tion of  10  per  cent  glucose  in  normal  saline  solu- 
tion, and  an  additional  10  to  30  cc.  of  the  lipo- 
adrenal  extract.  Before  treatment  of  one  such  epi- 
sode, the  blood  sugar  measured  26  mg.  per  100  cc. 
When  the  use  of  lipo-adrenal  extract  was  started, 
the  use  of  DCA  was  stopped  and  stilbestrol  was 
added  once  again. 

Impulsive  voluntary  changes  in  the  treatment 
program  continued  to  complicate  her  course  dur- 
ing the  next  two  years,  requiring  alterations.  In 
the  summer  of  1946,  she  discontinued  taking  her 
medicines  over  a period  of  several  weeks,  and 
suffered  a severe  relapse.  By  April,  1947,  she  was 


myxedematous  again,  although  she  had  been  tak- 
ing 1 grain  of  thyroid  daily  since  June,  1945.  In 
February,  1946,  sensitivity  to  insulin  had  been 
demonstrated  by  the  production  of  symptomatic 
hypoglycemia  (blood  sugar  of  27  mg.)  20  minutes 
after  intravenous  administration  of  2.9  units  of 
regular  insulin.  The  test  was  terminated  after  45 
minutes,  at  which  time  the  value  for  blood  sugar 
was  still  only  25  mg.  and  she  was  perspiring  and 
stuporous.  In  April,  1947,  the  urinary  17-ketoste- 
roids  measured  0.0  mg.  per  24  hours.  Twenty-five 
milligrams  of  ACTH  was  given  intramuscularly 
every  eight  hours  for  three  days,  during  which 
time  the  17-ketosteroids  measured  0.5,  0.3  and  1.8 
mg.  per  24  hours  on  the  respective  days,  and  0.8 
mg.  for  the  day  following  use  of  the  ACTH.  The 
failure  of  her  adrenal  glands  to  respond  to  the 
exogenous  ACTH,  contrary  to  the  expected  re- 
action, was  unexplained;  some  observers  ques- 
tioned the  potency  of  the  hormone.  When  dismissed 
on  June  18,  1947,  methyltestosterone,  5 mg.  three 
times  a day  (buccal  tablets),  was  added  to  the 
treatment  program. 

She  returned  on  August  13,  1951.  Withdrawal 
bleeding  had  ceased  after  she  had  voluntarily 
stopped  taking  stilbestrol  in  1949.  On  Christmas 
day  in  1950,  she  had  lapsed  into  a semicoma  fol- 
lowing a prolonged  influenza-like  illness  that  had 
started  in  November  of  that  year.  In  her  local 
hospital,  she  was  found  to  have  a low  blood  pres- 
sure and  a temperature  of  104°  F.  Her  physician 
reported  that  the  concentration  of  blood  sugar  was 
within  normal  range.  In  addition  to  adrenal  cor- 
tical extract  given  intravenously,  cortisone  was 
used  for  the  first  time  in  her  case.  She  was  given 
200  mg.  intramuscularly  twice  daily  for  two  days, 
then  100  mg.  twice  daily  for  two  days,  50  mg. 
twice  daily  for  three  days,  followed  by  12.5  mg. 
daily  for  14  days  and  then  every  other  day.  In 
February,  1951,  she  had  changed  to  taking  half  a 
tablet  (of  unknown  strength)  three  times  per  day 
by  mouth,  and  within  six  weeks  had  lapsed  into 
coma  once  more.  She  was  changed  back  to  a 
schedule  of  25  mg.  daily,  given  intramuscularly, 
and  subsequently  developed  a voracious  appetite 
and  her  weight  increased.  There  was  no  return  of 
libido;  her  body  hair  seemed  to  increase.  At  some 
time  during  these  years,  she  reduced  her  dosage 
of  thyroid  to  1 grain  daily,  which  she  took  fairly 
regularly. 

Her  weight  had  increased  from  107  to  146 
pounds;  her  face  was  puffy  and  rounded,  suggest- 
ing hypercortisonism  (Fig.  2b).  The  blood  pressure 
varied  from  110  to  140  systolic  and  from  80  to  88 
diastolic.  There  was  a small  amount  of  downy 
hair  on  the  cheeks;  axillary  and  pubic  hair  re- 
mained almost  absent.  The  results  of  laboratory 
studies  are  given  in  the  table.  She  was  dismissed 
taking  thyroid,  oral  cortisone,  DCA  and  conjugated 
estrogenic  substances  (premarin). 

She  returned  on  September  22,  1958,  more  con- 
cerned about  the  facial  puffiness,  increasing  slug- 
gishness, and  increased,  irregular,  unpredictable 
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vaginal  bleeding.  In  November,  1957,  she  had  been 
given  one  of  the  newer  steroid  preparations, 
methylprednisolone  (medrol),  and  on  arriving  was 
taking  4 mg.  per  day.  Five  months  before  her 
return,  she  had  discontinued  taking  uncoated 
strong  thyroid  pills  (Parke,  Davis)  and  started 
taking  sodium  liothyronine  (cytomel),  31.5  micro- 
grams daily,  following  which  she  had  gradual 
return  of  cold  intolerance  and  increasing  slowness 
of  action  and  speech.  She  had  continued  the  regu- 
lar use  of  DCA,  2 mg.  daily.  Following  prolonged 
menorrhagia  in  1955,  treatment  with  premarin  was 
discontinued,  and  an  unidentified  pill,  taken  once 
weekly,  was  substituted.  In  August,  1958,  menor- 
rhagia developed;  the  results  of  a pelvic  examina- 
tion were  reported  as  negative.  In  September, 
recurrent  menorrhagia  was  treated  by  means  of 
50  mg.  of  methyltestosterone  given  intramuscu- 
larly on  September  17  and  19,  with  resultant  cessa- 
tion of  bleeding. 

The  patient  had  the  characteristic  facies  of 
hypercortisonism.  A cystic  mass  6 to  8 cm.  in 
diameter  was  felt  in  the  region  of  the  left  ovary. 
Laboratory  studies  confirmed  the  presence  of 
myxedema,  minimal  excretion  of  urinary  steroids, 
and  mild  persistent  lymphocytosis. 

She  was  given  200  mg.  of  cortisone  intramus- 
cularly daily  for  three  days.  On  September  27,  after 
preliminary  dilatation  and  curettage,  total  ab- 
dominal hysterectomy,  routine  appendectomy  and 
left  salpingo-oophorectomy  were  performed,  with 
removal  of  a parovarian  cyst  7 cm.  in  diameter. 
After  an  uneventful  convalescence  she  was  dis- 
missed, to  continue  the  same  regimen  of  treatment 
started  in  1951. 

When  last  examined,  on  May  20,  1959,  she  said 
that  she  “felt  wonderful.”  She  knew  that  her  mild 
obesity  (weight  140  pounds)  was  secondary  to 
overeating  which  was,  in  turn,  secondary  to  emo- 
tional tension.  The  results  of  limited  tests  were 
normal,  and  she  was  encouraged  to  continue  the 
same  regimen  of  treatment. 

In  summary,  this  is  the  detailed  history  of 
a young  woman  who  at  age  27  delivered  a 
normal  baby,  following  which  we  presume 
she  suffered  infarction  of  the  anterior  pitu- 
itary gland.  This  is  a classic  example  of  Shee- 
han’s syndrome.  Throughout  the  early  years 
of  her  disease,  hypoglycemic  coma  threatened 
her  life  on  several  occasions.  The  develop- 
ment of  newer  technics  of  evaluation  and 
the  production  of  more  satisfactory  hormones 
for  end-organ  replacement  therapy  progres- 
sively improved  her  condition,  only  to  be 


complicated  by  her  failure  to  follow  the  pro- 
gram as  outlined,  or  by  periodic  attempts  to 
change  the  treatment.  Throughout  these 
years  of  illness,  she  has  been  quite  free  of 
psychic  disturbance  despite  the  profound 
metabolic  aberrations  and  the  life-threatening 
crises.  At  the  time  of  her  last  examination, 
a psychiatric  consultant  was  very  forcefully 
impressed  by  this  lack  of  anticipated  emo- 
tional response. 

Lest  we  overemphasize  postpartum  an- 
terior pituitary  insufficiency,  we  should  re- 
member that  a great  many  other  lesions  can 
cause  destruction  of  this  organ:  certain  in- 
fections, trauma,  fibrosis  following  certain 
infectious  processes,  destruction  by  tumor 
growth  such  as  by  a chromophobe  adenoma, 
cysts  of  Rathke’s  pouch,  metastatic  carci- 
noma, and  so  on.  Finally,  we  are  being  given 
the  opportunity  to  study  the  effects  of  in- 
tentional hypophysectomy,  which  is  being 
performed  in  many  centers  throughout  the 
world^®"^®.  • 
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Shadow  or  substance* 

Marcus  J.  Smith,  M.D.,  Santa  Fe,  New  Mexico 


Apothegm 

“We  live  in  proportion  to  our  ability  to  respond 
to  and  correlate  ourselves  with  our  environment” 
(C.  H.  Mayo). 

Epicrisis 

A white,  male  laborer,  44  years  of  age  at  the 
time  of  the  first  radiograph,  survived  periodic 
bouts  of  tuberculosis  over  a 10-year  period  (and 
is  still  alive  and  well).  This  began  with  a surgi- 
cally verified  tuberculous  peritonitis  (Fig.  1),  al- 
though the  film  is  more  suggestive  of  a regional 


Ide-r 


enteritis.  The  mediastinal  lymphadenitis  (Fig.  2) 
was  misinterpreted  as  a mediastinal  tumor.  How- 
ever, the  tuberculous  pericarditis  (Fig.  3)  was 
correctly  diagnosed,  as  was  the  miliary  tubercu- 
losis (Fig.  4)  with  (clinical)  meningitis.  The  pa- 
tient responded  well  to  conservative  therapy  and 
later  to  specific  antibiotics,  remaining  well  in  the 
intervals  between  attacks.  His  radiographs  make 
an  interesting  pictorial  demonstration  of  relatively 
rare  manifestations  of  tuberculosis  in  a man  who 
has  never  had  the  more  common  chronic,  caseating 
pulmonary  variety,  and  has  adjusted  to  his  own 
bacterial  environment. 


NEW  FROM 


SEARLE 


INSTANT  MIX  METAMUCIi: 

Psyllium  hydrophilic  mucilloid  with  citric  acid  and  sodium  bicarbonate 


just  pour  powder 
from 

one  packet 


add  cool  water 
slowly . . . 

it's  instantly  mixed 


and  it's 

EfFeII'/BCeUT! 


• 

each  packet  is  equivalent  to 
one  rounded  teaspoonful  of 
Metamucil  powder 


ail  the  advantages  of 
smoothage  therapy  in 
the  relief  and  correction 
of  constipation 

• 

stimulates  normal  peristalsis 
induces  natural  elimination 

promotes  regularity 

• 

keeps  stools  soft  and 
easy  to  pass 

• 

avoids  harsh  laxatives  or 
purgatives 


convenient,  premeasured- 
dose  packets 

• 

delightful  mild  lemon  flavor 

INSTANT  MIX  METAMUCIL 
16  Packets 


G . D.  SEARLE  & CO.  ♦ Chicago  80,  Illinois 
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OWhen  you  want  to  reduce  serum  cholesterol 

and  maintain  it  at  a low  level,  is  medication  more 
■ realistic  than  dietary  modifications? 


The  modification  is  based  on  a diet  to  maintain 
optimum  weight  plus  a judicious  substitution 
of  the  poly-unsaturated  oils  for  the  saturated  fats. 

One  very  simple  part  of  the  change  is  to  cook  the 
selected  foods  with  poly-unsaturated  Wesson. 

In  the  prescribed  diet,  this  switch  in  type  of  fat 
will  help  to  lower  blood  serum  cholesterol  and 
help  maintain  it  at  low  levels.  The  use  of  Wesson 
permits  a diet  planned  around  many  favorite 
and  popular  foods.  Thus  the  patient  finds  it  a 
pleasant,  easy  matter  to  adhere  to  the  prescribed  course. 


Maintenance  of  lowered  cholesterol  concentration  in  the  blood 
is  a life-long  problem.  It  is  usually  preferable,  therefore, 
to  try  to  obtain  the  desired  results  through  simple 
dietary  modification.  This  spares  the  patient  added  expense 
and  permits  him  meals  he  will  relish. 


Where  a vegetable  (salad)  oil  is  medically  recom- 
mended for  a cholesterol  depressant  regimen,  Wesson 
is  unsurpassed  by  any  readily  available  brand. 
Uniformity  you  can  depend  on.  Wesson  has  a poly- 
unsaturated content  better  than  50%  . Only  the  lightest 
cottonseed  oils  of  highest  iodine  number  are  selected 
for  Wesson.  No  significant  variations  are  permitted  in 
the  22  exacting  specifications  required  before  bottling. 


Wesson  satisfies  the  most  exacting  appetites.  To  be 

effective,  a diet  must  be  eaten  by  the  patient.  The 
majority  of  housewives  prefer  Wesson  particularly  by 
the  criteria  of  odor,  flavor  (blandness)  and  lightness  of 
color.  (Substantiated  by  sales  leadership  for  59  years 
and  reconfirmed  by  recent  tests  against  the  next 
leading  brand  with  brand  identification  removed,  among 
a national  probability  sample.) 
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Chicken,  grilled  with  homemade 
Wesson  barbecue  sauce,  is  low  in 
saturated  fat—and  delicious  eating. 

It  gives  longer  lasting  satisfaction. 


FREE  Wesson  recipes,  available  in 
quantity  for  your  patients,  show  how  to 
prepare  meats,  seafoods,  vegetables,  salads 
and  desserts  with  poly-unsaturated 
vegetable  oil.  Request  quantity  needed  from 
The  Wesson  People,  Dept.  N., 

210  Baronne  St.,  New  Orleans  12,  La. 


Wesson’s  Important  Constituents 

Wesson  is  100%  cottonseed  oil  . . . 
winterized  and  of  selected  quality 
Linoleic  acid  glycerides  (poly-unsaturated)  50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Total  unsaturated  70-75% 

Palmitic,  stearic  and  myristic  glycerides  (saturated)  25-30% 
Phytosterol  (predominantly  beta  sitosterol)  0.3-0.5% 

Total  tocopherols  0.09-0.12% 

Never  hydrogenated— completely  salt  free 
Each  pint  of  Wesson  contains  437-524  Int.  Units  of  Vitamin  E 
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in  allergic  and  inflammatory  skin  disorders  (including  psoriasis)  ; 


unsur. 


corticosiSrdid  iehefih, 

S'.  X's'  I 


a 


Substantiated 


by  published  reports  of  leading  clinicians 


• effective  control 

of  allergic 
and  inflammatory 


symptoms 


1-3,7,8,12-15,17,18 


• minimal  disturbance 

of  the  patient’s 
chemical  and  psychic 
balance’^’* 


(I  At  the  recommended  antiallergic  and  anti- 

inflammatory  dosage  levels,  ARISTOCORT  means, 
j • freedom  from  salt  and  water  retention 


• virtual  freedom  from  potassium  depletion 

• negligible  calcium  depletion 

• euphoria  and  depression  rare 

• no  voracious  appetite  — no  excessive  weight  gain 

• low  incidence  of  peptic  ulcer 

• low  incidence  of  osteoporosis  with  compression  fracture 


References:  1.  Feinberg,  S.  M. ; Feinberg,  A.  R.,  and  Fisherman,  i’ 
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Precautions:  With  aristocort  all  traditional  precautions  to  corticosteroid  therapy 
should  be  observed.  Dosage  should  always  be  carefully  adjusted  to  the  smallest 
amount  which  will  suppress  symptoms. 

After  patients  have  been  on  steroids  for  prolonged  periods,  discontinuance  must  be 
carried  out  gradually  over  a period  of  as  much  as  several  weeks. 

Supplied:  1 mg.  scored  tablets  (yellow)  ; 2 mg.  scored  tablets  (pink)  ; 4 mg. 
scored  tablets  (white)  ; 16  mg.  scored  tablets  (white). 

Diacetate  Parenteral  (for  intra-articular  and  intrasynovial  injection).  Vials  of 


J.  M.  Sc.  236:720  (Dec.)  1958. 
169:257  (January)  1959. 


5 cc.  (25  mg./cc.) . 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.  Y. 

I 


oxyphencyclimine  HCl,  1®  mg. 


b.i.d. 

“Good  symptomatic  responses  were  seen  in  91  of  96 
[patients]  treated  for  periods  up  to  one  year  with  aver- 
age doses  of  10  mg.  twice  daily.” 

“[Daricon]  appears  to  be  a valuable  agent . . . for  day- 
to-day  maintenance  of  all  peptic  ulcer  patients.” 

Winkelstein,  A.:  Am.  J.  Gastroenterol.  66-70  (Jnly)  1959. 

Additional  information  is  available  on  request  from  the 
Medical  Department,  Pfizer  Laboratories,  BrooHyn  6,  N.  Y. 
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Science  for  the  worMs  well-being' 


Squibb  Announces 


new  chemically  improved  penicillin 
which  provides  the  highest  blood 
levels  that  are  obtainable  with  oral 
penicillin  therapy 


As  a pioneer  and  leader  in  penicillin  therapy 
for  more  than  a decade,  Squibb  is  pleased 
to  make  Chemipen,  a new  . chemically  im- 
proved oral  penicillin,  available  for  clinical  use. 

With  Chemipen  it  becomes  possible  as  well  as 
convenient  for  the  physician  to  achieve  and  main-^%i| 
tain  higher  blood  levels — with  greater  speed — than  -K 
those  produced  with  comparable  therapeutic  doses  of 
potassium  penicillin  V.  In  fact,  Chemipen  is  shown  to 
have  a 2:1  superiority  in  producing  peak  blood  levels 
over  potassium  penicillin  V.  * 

Extreme  solubility  may  contribute  to  the  higher  blood 
levels  that  are  so  notable  with  Chemipen.*  Equally  nota- 
ble is  the  remarkable  resistance  to  acid  decomposition 
(Chemipen  is  stable  at  37°C.  at  pH  2 to  pH  3),  which 
in  turn  makes  possible  the  convenience  of  oral  treatment. 


And  the  economy  for  your  patients  wiU  be  of 
particular  interest- — Chemipen  costs  no  more 
than  comparable  penicillin  V preparations. 

Dosage:  Doses  of  125  mg.  (200,000  u.)  or 
250  mg.  (400,000  u.),  t.i.d.,  depending  on  the 
. i severity  of  the  infection.  The  usual  precautions 
must  be  carefully  observed  with  Chemipen,  as  with 
aU  penicillins.  Detailed  information  is  available  on 
request  from  the  Professional  Service  Department. 

Supply:  Chemipen  Tablets  of  125  mg.  (200,000  u.)  and 
250  mg.  (400,000  u.),  bottles  of  24  tablets.  Chemipen 
Syrup  (cherry-mint  flavored,  nonalco- 
holic ) , 125  mg.  per  5 cc.,  60  cc.  bottles. 

*Knudsen,  E.  T,  and  Rolinson,  G.  N.: 
Lancet2:1105(Dec.l9)1959. 


> SQU<ee  THAQCMANK. 


Squibb 

♦ 

Squibb  Quality— the 
Priceless  ingredient 
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PROFESSIONAL 

MEN! 

• The  beautiful,  new, 

FIRST  BANK  BUILDING 

72nd  & Federal  Blvd. 
in  the  Westminster  Plaza 


will  be  ready 

for  occupancy  on  or  about 


NOVEMBER  1, 
1960 


(immediately  adjacent  to  First  State  Bank 

of  Westminster) 


1.  Prestige  and  key  location. 

2.  Adjacent  to  the  First  State  Bank  of  Westminster  in  the 
Westminster  Plaza. 

3.  Space  is  designed  to  be  entirely  flexible  to  suit 
individual  needs! 


4.  Shopping  area  convenience  to  draw  from. 

5.  All  concrete  and  steel  building  — plenty  of  window  space. 

6.  Refrigerated  — air  conditioned  — elevator  service. 

7.  All  utilities  and  janitor  services  furnished. 

8.  Standard  finishing  and  partitions  furnished. 


First 

State 

Bank 

©I  QAiegtminste/t 


FOR 

INFORMATION 

CALL: 


HA  9-1551 


or 

SU  9-2226 


A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 

Congress  has  been  warned  against  acting  on 
legislation  to  provide  health  care  of  the  aged 
before  receiving  the  recommendations  of  next 
year’s  White  House  Conference  on  Aging. 

Rep.  Noah  M.  Mason  (R.,  111.),  ranking  minority 
member  of  the  House  Ways  and  Means  Committee 
which  handles  such  legislation,  put  in  the  Con- 
gressional Record  an  exchange  of  correspondence 
with  former  Rep.  Robert  W.  Kean  (R.,  N.  J.), 
Chairman  of  the  National  Advisory  Committee 
supervising  preparations  for  the  White  House  Con- 
ference next  January. 

Rep.  Mason  said  the  correspondence  “reveals 
the  reason  why  Congress  should  await  the  results 
of  the  conference.” 

“Let  us  not  waste  the  $2  million  we  have  al- 
ready appropriated  to  bring  thousands  of  good 
minds  together  to  suggest  solutions  to  problems 
of  our  aging  population,”  Rep.  Mason  said.  “Cer- 
tainly we  should  get  the  benefit  of  their  advice 
rather  than  enact  legislation  in  haste  and  without 
proper  study.” 

Dr.  F.  J.  L.  Blasingame,  Executive  Vice  Presi- 
dent of  the  American  Medical  Association,  also 
voiced  this  warning  in  a radio  interview  while  he 
was  in  Washington  for  conferences  with  White 
House  aides  and  Arthur  S.  Flemming,  Secretary 
of  Health,  Education  and  Welfare. 

Dr.  Blasingame  said  that  it  would  be  “neither 
practical  nor  realistic”  for  Congress  to  act  on  such 
legislation  until  the  White  House  Conference  and 
other  sources  had  compiled  “more  conclusive  and 
complete  information”  on  a nation-wide  basis. 

Dr.  Blasingame  and  other  A.M.A.  representa- 
tives emphasized  to  President  Eisenhower’s  aides 
and  Flemming  that  the  medical  profession  is  un- 
alterably opposed  to  any  legislation,  such  as  the 
Forand  bill,  that  would  use  the  Social  Security 
system  to  provide  health  care  for  the  aged. 

In  his  letter  to  Mason,  Kean  predicted  that  “in 
all  probability”  most  of  the  White  House  Confer- 
ence’s recommendations  would  be  for  “state  and 
local  activity”  in  dealing  with  the  problems  of  the 
aged.  Kean  said  that  action  at  the  state  and  local 
level  “seems  most  effective.” 

The  National  Association  of  Manufacturers 
charged  in  a pamphlet  that  supporters  of  Forand- 
type  legislation  have  exaggerated  the  health  care 
needs  of  the  nation’s  older  people.  The  NAM 
pamphlet  also  said  the  Forand  bill  was  an  entering 
wedge  for  a cradle-to-grave  compulsory  health 
insurance  plan. 
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Meantime,  supporters  of  the  Forand  bill — par- 
ticularly the  AFL-CIO,  continued  an  intensive 
pressure  campaign  aimed  at  Congressional  ap- 
proval of  the  legislation  in  this  national  election 
year  when  Congressmen  are  more  susceptible  to 
such  pressure. 

Another  Democratic  presidential  hopeful,  Sen. 
Hubert  H.  Humphrey  (D.,  Minn.),  reiterated  his 
support  for  Forand-type  legislation.  He  proposed 
a six-point  program  for  aid  for  the  elderly,  includ- 
ing “an  extension  of  the  Social  Security  system 
to  cover  the  cost  of  hospital  and  nursing  home 
care  for  senior  citizens.” 

Sen.  John  F.  Kennedy  (D.,  Mass.),  a leading 
contender  for  the  Democratic  nomination  for  Pres- 
ident, has  introduced  similar,  but  even  broader, 
legislation. 

Elsewhere  on  the  national  legislative  front, 
prospects  brightened  for  Congressional  passage 
this  year  of  a bill  to  permit  physicians  and  other 
self-employed  persons  to  set  aside  money  for  re- 
tirement. 

The  Administration,  which  last  year  opposed 
a bill  with  such  provisions,  appeared  in  mid-March 
to  be  ready  to  support  it  with  modifications. 

The  Administration  shift  improved  the  already 
favorable  odds  that  both  the  Senate  Finance  Com- 
mittee, where  a House-approved  bill  was  pending, 
and  the  Senate  would  approve  such  legislation  this 
session. 

The  issue  of  generic  names  vs.  trade  names  in 
doctors’  prescriptions  came  to  the  forefront  in  the 
Senate  Monopoly  Subcommittee’s  investigation  of 
the  drug  industry. 

Dr.  Austin  Smith,  President  of  the  Pharma- 
ceutical Manufacturers  Association,  testified  at  a 
subcommittee  hearing  that  “behind  brand  names 
lie  the  reputation,  reliability  and  skill  of  the  manu- 
facturer.” He  said  use  of  generic  terms  would 
restrict  a physicians’  choice  as  to  drugs  and  would 
transfer  some  of  the  physician’s  responsibility  to 
the  pharmacist. 

“By  brand  name  prescription,  the  doctor  orders 
for  a patient  a specific  product  in  which  he  has 
absolute  knowledge  of  quality,  purity  and  any  side 
effects  that  might  have  importance  for  a particular 
patient,”  Dr.  Smith  said. 

Dr.  R.  B.  Robins  of  Camden,  Ark.,  who  accom- 
panied Smith  at  the  hearing,  submitted  a similar 
statement.  He  said  he  used  trade  names  because: 
“It  is  simpler  to  write  such  a prescription  and  I 
can  be  assured  that  no  substitution  will  be  made 
by  the  druggist — this  assures  me  that  the  patient 
will  get  top  quality.” 

Dr.  Robins  appeared  before  the  subcommittee 
as  a private  practicing  physician  and  not  in  his 
capacity  as  a member  of  the  A.M.A.  Board  of 
Trustees. 

Despite  this  testimony.  Sen.  Estes  Kefauver 
(D.,  Tenn.),  the  Chairman  of  the  subcommittee, 
said  he  hoped  physicians  would  give  “serious 
thought”  to  use  of  generic  terms.  He  contended 


Uivkal  Meets  Her  Need 
for  a Complete  Prenatal  Supplement 

Today’s  children  need  attention,  guidance  and 
love.  That  next  baby  needs  attention  too;  nutri- 
tion which  meets  all  of  his  demands  so  that  he  will 
arrive  healthy  and  happy. 

An  active  mother  provided  with  maximum  iron, 
calcium  and  vitamins  during  her  prenatal  waiting 
will  be  healthy  and  happy  too.  Ulvical  provides 
her  with  a maximum  amount  of  iron,  absorbable 
calcium  and  vitamins  in  one  small  sugar  coated 
tablet.  Recommend  Ulvical . . . you’ll  know  they’re 
both  healthy. 

^ore  easily  tolerated 

TETANY  OVERCOME 

usually  within  24  hours 

OPTIMAL  HEMOGLOBIN  LEVELS 

in  spite  of  sub-acidity 

ULVICAL,  THE  PREFERRED  PRENATAL  SUPPLEMENT 
IS  NOW  EVEN  BETTER! 

Each  whife  sugar  coated  tablet  contains: 


Calcium  Pyrophosphate 

(Ca  1 50  mg.,  P 1 20  mg.) 7.5  gr. 

Ferrous  Sulfate,  U.S.P. 

(Fe  38  mg.) 3 gr. 

Vitamin  A 1,500  USP  units 

Vitamin  D,  Natural 

(Irradiated  Ergosterol) 200  USP  units 

Thiomine  Mononitrate  (Bi) 1 mg. 

Riboflavin  (Bj) 2 mg. 

Ascorbic  Acid  (C) 1 6.66  mg. 

Alpha  Tocopherol  (E) 2 mg. 


THE  ULIVIER  PHARMACAL  COMPANY 

1400  HARMON  • MINNEAPOLIS  3,  MINNESOTA 


for  April,  1960 


65 


that  doctors  thus  could  bring  down  drug  prices  by 
opening  the  way  for  small  manufacturers  to  give 
the  major  companies  “some  good,  honest,  old- 
fashioned  price  competition.” 

President  Eisenhower’s  Conference  on  Occupa- 
tional Safety  urged  stronger  x-ray  legislation  by 
the  states  with  an  aim  of  protecting  consumers  and 
workers  against  too  much  radiation. 

The  three-day  conference  also  said  there  is 
need  “for  effective  educational  programs  to  reduce 
both  consumer  and  occupational  exposures  to 
x-rays  used  for  diagnosis  and  therapy,  x-ray  in- 
stallations in  industry  for  product  control  and 
related  purposes  and  various  x-ray  devices,  such 
as  shoe-fitting  fluoroscopes.” 

The  conference  also  recommended  intensive 
efforts  to  develop  better  ways  of  determining  safe 
exposure  levels  of  radiation. 


Rocky  Mountain  Cancer  Conference 

The  14th  annual  Rocky  Mountain  Cancer  Con- 
ference will  be  held  in  the  beautiful  new  Denver 
Hilton  Hotel  in  Denver,  Colorado,  on  July  20-21, 
1960.  Nearly  900  physicians  from  all  over  the  na- 
tion are  expected  to  attend  the  two-day  scientific 


session,  which  is  worth  10  AAGP  Category  I 
credits. 

The  regional  cancer-control  meeting  is  jointly 
sponsored  each  year  by  the  Colorado  division  of 
the  American  Cancer  Society  and  the  Colorado 
State  Medical  Society. 

Tentative  program  plans  call  for  a symposium 
on  “Skin  Cancer”  on  Wednesday  morning,  July  20, 
and  a symposium  on  “Thyroid  Lumps”  on  the 
following  morning.  Afternoon  sessions  on  both 
days  will  be  devoted  to  papers  on  cancer  detection 
and  treatment  by  six  outstanding  physicians. 

Symposium  participants  and  speakers  are:  R. 
Lee  Clark,  Jr.,  M.D.,  Houston,  Texas;  A.  James 
French,  M.D.,  Ann  Arbor,  Michigan;  Roy  L.  Kile, 
M.D.,  Cincinnati,  Ohio;  Wendell  G.  Scott,  M.D., 
St.  Louis,  Missouri;  H.  W.  Schmidt,  M.D.,  Roches- 
ter, Minnesota;  and  Willard  P.  VanderLaan,  M.D., 
La  Jolla,  California. 

E.  Vincent  Askey,  M.D.,  of  Los  Angeles,  Cali- 
fornia, President-elect  of  the  American  Medical 
Association,  and  Warren  H.  Cole,  M.D.,  of  Chicago, 
Illinois,  President  of  the  American  Cancer  Society, 
will  also  participate  in  the  conference. 

The  new  $30-million  Denver  Hilton  Hotel,  site 
of  the  Cancer  Conference,  will  open  its  doors  to 
the  public  on  April  10  of  this  year.  The  completely 
air-conditioned  882-room  hotel  is  one  of  the  most 
modern  in  the  country  and  newest  in  the  extensive 
Hilton  chain. 


Vediatric 


THE  12th  ANNUAL  CHILDREN’S 

HOSPITAL  SUMMER  CLINICS 


AN  INCLUSIVE  REFRESHER  FOR  GENERAL  PRACTITIONERS  AND  PEDIATRICIANS 

Celebraf-ing  the  50th  Anniversary  of  Children’s  Hospital,  Denver,  Colorado 

N the  GRANBY  RECREATIONAL  AREA  coLoaf^J'lfocK.is 
JUNE  15-16  17-18 

Challenging  Meetings  will  occupy  mornings. 

Outstanding  sf>eakers  include: 

H.  William  Clatworthy,  Jr.,  M.D.,  Columbus,  Ohio,  Surgeon 
Harry  H.  Gordon,  M.D.,  Baltimore,  Md.,  Pediatrician 
John  Coffey,  M.D.,  New  York,  N.  Y.,  Pediatric  Radiologist 
James  B.  Arey,  M.D.,  Philadelphia,  Pa.,  Pathologist 

Afternoons  will  be  reserved  for  family  recreational  activities. 

Facilities  available  for  high  mountain  boating,  fishing,  hik- 
ing, riding,  relaxing  in  the  scenic  wonderland  of  the  nation. 
Accommodations  vary  from  Dude  Ranches  to  Modern  Motels. 


SEND  COUPON  TODAY  FOR  FULL  INFORMATION: 

Pediatric  Round-up,  Children's  Hospital 
19th  and  Downing,  Denver  18,  Colo. 

Please  send  me  full  information  on  the 
1960  Pediatric  Round-up. 

Name 

Address 


(please  print) 
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Bulazolidin' 

brand  of  phenylbutazone 


I 


Ten  years  of  experience  in  countless 
cases— more  than  1700  published 
reports— have  now  established  the 
eminence  of  Butazolidin  among  the 
potent  non-hormonal 
antiarthritic  agents. 

Repeatedly  it  has  been  demonstrated 
that  Butazolidin : 

Within  24  to  72  hours  produces 
striking  relief  of  pain. 

Within  5 to  10  days  affords  a 
marked  improvement  in  mobility 
and  a significant  subsidence  of 
inflammation  with  reduction  of 
swelling  and  absorption  of  effusion. 


Even  when  administered  over 
months  or  years  Butazolidin  does 
not  provoke  tolerance  nor  produce 
signs  of  hormonal  imbalance. 


Butazolidin®  brand  of  phenylbutazone: 
Red-coated  tablets  of  100  mg. 

Butazolidin®  Alka:  Capsules  containing 
Butazolidin®  100  mg.;  dried  aluminum 
hydroxide  gel  100  mg. ; magnesium  trisilicate 
150  mg.;  homatropine  methylbromide  1.25  mg. 


Geigy,  Ardsley,  New  York 


o 

VO 

D 
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greater 

activity 


unsurpassed  G.I. 
toleration 


sustained 
peak  action 


extra-day  protection 
against  relapse 


NOW.,. THE  EXTRA  BENEFITS  OF  BROAD-SPECTRUM 

I)e  clomycin 

Oemdthylehlortetracycline  Lederle 


IN  THE  NEW, 
CHERRY-FLAVORED 


75  mg./5  cc.  tsp.,  in  2 fl. 
oz.  bottle— 3-6  mg.  per  lb. 
daily  in  four  divided  doses 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River.  New  York 
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Announcing 
the  new 

BAXTER 

PERITONEAL 

DIALYSIS 

SYSTEM 

when  an  artificial  kidney  is  not  available 

SIMPLIFIED  TECHNIQUE- 
DRAMATICALLY  EFFECTIVE- 
READILY  AVAILABLE 

Another  important 
contribution  from  Baxter 
Write  for  descriptive  reprint 


DON  BAXTER,  INC.  Glendale.  California 


'References:  Maxwell.  M.  H.,  et  al:  Peritoneal  Dialysis: 

I.  Techniques  and  Applications, 

J. A.M.A.  170:917  (June  20)  1959. 


Doolan,  P,  D.,  et  al:  An  Evaluation  of 
Intermittent  Peritoneal  Lavage, 

Am.  J.  Med.,  26:831  (June)  1959. 


THE  HOSPITAL  BENEFIT  ASSURANCE  PLAN 
GUARANTEED  RENEWABLE 


FOR  LIFE 


H.  B.  A- 


TH-E  •*■■*■’  ,f  and  DISAB 

* -roWVcrmi 

home  OFFlOt 


phoeni 


April  1» 


1960 


BO”""-  , Plan  of 

■tal  Benefit  Assurance  Pi 
me  Hospital  B p coverage  has 

hospital  su^_ 

offered  sine 

t-n  and  our  policy- 

so  that  ® ally  understand  their 

BoBBe-  oo^prehenaive  f old^^ 

coverage  we  also  g 

describing  schedule. 

Gomple'^®  su  S 

would  li^®  t one^of  our 

you  wonl  on® 

this  folder,  P gent  you  w 

offices  and 

holders  in  your 

« we  develop  B;BBcyhol^^^ 

T feel  confident  y 

Spl^Bed  system  of  paV-nt. 


very  truly  yours. 


i T!  Gashins,  M»B* 
t)u3ce  K. 

lAedical  Dire 


DRG:rr 


Offices  in : 

Smite  3, 1045  Acoma  Street 
Denver,  Colorado 

422  Continental  Bank  Building 
Salt  Lake  City,  Utah 


for  April,  1960 


KANTREX 


INJECTION 


...a  highly  potent, 
bactericidal  antibiotic 
for  combating  staph  and 
gram  negative  infections 


. . .well  tolerated  when 
used  on  a properly  individ- 
uahzed  dosage  schedule 
which  does  not  induce 
excessive  blood  levels 


“In  many  instances  its  effect  has  been  dramatic  and  life  saving . . 

“Six  of  the  patients  who  survived  were  considered  to  be  terminally  ill  at  the  time 
kanamycin  was  started  but  showed  dramatic  improvement  and  eventual  complete 
recovery.” 

R “. . . indeed,  the  results  [with  kanamycin]  are  the  most  remarkable  ever  achieved 
with  otherwise  fatal  staphylococcal  infections  that  we  have  ever  seen.’” 

B'  “There  appears  to  be  no  doubt  that  kanamycin  has  been  lifesaving  in  those  in- 
^ stances  in  which  organismal  resistance  precludes  the  use  of  other  antimicrobials.’” 

K ° 

Information  on  dosage,  administration  and  'precautions 
contained  in  package  insert  or  available  on  request. 

i;  SUPPLY:  Kantrex  Injection,  0.5  Gm.  kanamycin  (as  sulfate)  in  vial  containing  2 ml.  volume. 
Kantrex  Injection,  1.0  Gm.  kanamycin  (as  sulfate)  in  vial  containing  3 ml.  volume. 

REFERENCES:  1.  Yow,  E.  M.:  Practitioner  182:759,  1959.  2.  Yow,  M.  D.,  and  Womack,  G.  K.:  Ann.  N.  Y.  Acad.  Sci.  76:363, 
1958.  3.  Bunn,  P.  A.,  Baltch,  A.,  and  Krajnyak,  O.:  Ibid.  76:109,  1958^4.  Council  on  Drugs,  J.A.M.A.  172:699,  1960. 
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BRISTOL  LABORATORIES,  SYRACUSE,  NEWYORK 
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Seventy-Eighth  Annual  Meeting 


Western  Skies  Hotel, 


General  information 

The  annual  meeting  of  the  Council  will  be 
held  Sunday,  May  8,  in  the  Territorial  Room  and 
the  first  Indoctrination  Course  for  new  members 
on  Monday,  May  9,  at  8:30  a.m.  in  the  La  Mina 
Room.  House  of  Delegates  will  convene  in  the 
La  Mina  Room  at  8:30  a.m.  on  Tuesday,  May  10. 

For  further  information,  write:  Roy  F.  Goddard, 
M.D.,  Program  Chairman,  New  Mexico  Medical 
Society,  220  First  National  Bank  Bldg.,  Albirquer- 
que,  New  Mexico. 

Registration  may  be  made  in  advance  or  at 
Meeting  Hall. 


mamm 

Wednesday  morning,  May  11,  1960 

GENERAL  MEETING 

8:45 — Call  to  Order  and  Opening  Ceremonies 
9:00 — Presidential  Address 


NEW  MEXICO  MEDICAL  SOCIETY 
Albuquerque,  May  8 to  14,  1960 


GENERAL  SCIENTIFIC  SESSION  NO.  1 
Sandia  Room 

Presiding:  Lewis  M.  Overton,  M.D. 

Co-chairman;  Earl  B.  Flanagan,  Jr.,  M.D. 

9:39 — -“New  York  Cerebral  Palsy  Study” 

Schuyler  G.  Kohl,  M.D. 

10:00 — “Bilirubin  and  Jaundice  Mechanisms  in  In- 
fants” 

Richard  L.  Day,  M.D. 

10:30 — Recess  to  visit  exhibits 

11:00 — To  be  announced 

11:30 — “Surgical  Treatment  of  Hearing  Loss” 

Jerome  Hilger,  M.D. 

Noon — Specialty  Luncheons  as  arranged 

See  next  page  for  Wednesday  afternoon  scientific 
sessions. 


Wednesday  evening,  May  11, 1960 
6:30— Cocktail  hour  for  all  registrants 
7:30 — Specialty  Group  Dinners 


GUEST  SPEAKERS 


John  R.  Betson,  M.D.  Denton  A.  Cooley,  M.D.  Richard  L.  Day,  M.D.  Schuyler  G.  Kohl,  M.D. 

Albuquerque,  N.  M.  Houston,  Texas  Pittsburgh,  Pa.  Brooklyn,  N.  Y. 


Wednesday  afternoon  and  evening.  May  11, 
GROUP  SCIENTIFIC  SESSION  A 

Session  A-1 — La  Mina  Room 
PROBLEMS  OF  THE  NEWBORN 
Presiding;  Alvina  Looram,  M.D. 

Co-chairman:  Howard  Smith,  M.D. 

2:00 — “The  Maternal  and  Infant  Mortality  Com- 
mittee of  the  New  Mexico  Medical  Society” 

David  Post,  M.D. 

2:30 — “Obstetrical  Aspects  of  the  Problem  in  New 
Mexico” 

Randolph  V.  Seligman,  M.D. 

3:00 — “Pediatric  Aspects  of  the  Problem  in  New 
Mexico” 

Roy  Goddard,  M.D. 

3:30 — Afternoon  break 

Symposium:  “The  Improvement  of  Perinatal  Mor- 
bidity and  Mortality” 

Presiding:  Stuart  W.  Adler,  M.D. 

3:45 — “An  Evaluation  of  Obstetrical  and  Newborn 
Services  in  the  Community” 

Schuyler  G.  Kohl,  M.D. 

4:15 — “Respiratory  Problems  of  Premature  and 
Newborn  Infants” 

Richard  L.  Day,  M.D. 

4:45 — To  be  announced 

5:15 — Suggestions  for  Improvement  in  Maternal- 
Infant  Mortality  in  New  Mexico 


Thursday  morning  and  evening.  May  12,  I 960 
GENERAL  SCIENTIFIC  SESSION  NO.  2 
Sandia  Room 

Presiding:  Allan  Haynes,  M.D. 

Co-chairman:  Andrew  Babey,  M.D. 

8:45 — Call  to  Order  and  Announcements 

9:00 — “Present  Day  Concepts  in  the  Management 

of  Rheumatoid  Arthritis” 

Joseph  L.  Hollander,  M.D. 

9:30 — “Uses  and  Abuses  of  Tranquilizers  in  Chronic 
Illnesses” 

John  L.  Otto,  M.D. 


1960 

Session  A-2 — Sandia  Room 
PROBLEMS  OF  THE  SPECIAL  SENSES 
Presiding:  Jack  Dillahunt,  M.D. 

Co-chairman:  George  Richardson,  M.D. 

2:00 — “Tinnitus” 

Jerome  Hilger,  M.D. 

2:30 — “External  Diseases  and  Anterior  Segment  of 
the  Eye” 

Albert  W.  Egenhofer,  M.D. 

3:00 — “Aphasia,  Apraxia  and  Agnosia” 

Jack  Mosier,  M.D. 

3:30 — Afternoon  break 

3:45 — Panel:  “Discussion  on  Special  Senses” 
Moderator:  Arthur  J.  Fischer,  M.D. 

Discussants:  Drs.  Hilger,  Egenhofer  and  Mosier 


6:30 — Cocktail  Hour  for  All  Registrants 

7:30 — Specialty  Group  Dinners 

New  Mexico  Pediatric  Society 

New  Mexico  Radiology  and  Pathology  Society 

New  Mexico  Obstetrics  and  Gynecology  Society 


10:00 — “Rehabilitation  Adds  Life  to  Years” 
Frank  Krusen,  M.D. 

10:30 — Recess  to  visit  exhibits 
11:00 — Panel  Discussion:  “Rehabilitation” 
Moderator:  Lewis  M.  Overton,  M.D. 
Discussants:  Drs.  Hollander,  Krusen  and  Otto 
Afternoon — Free 

6:30 — Cocktails,  Four  Hills  Country  Club 
7:30 — Dinner  Dance  (Social,  no  speeches) 


GUEST  SPEAKERS 


Frank  H.  Krusen,  M.D. 
Rochester,  Minn. 


John  L.  Otto,  M.D. 
Galveston,  Texas 


R.  B.  Robins,  M.D. 
Camden,  Ark. 


Winslow  Bashe,  M.D. 

Columbus,  Ohio 
Benson  Bloom,M.D. 

Albuquerque,  N.  M. 

John  Colbeck,  M.D. 

Vancouver,  B.  C. 

Albert  W.  Egenhofer,  M.D. 

Santa  Fe,  N.  M. 

Roy  F.  Goddard,  M.D. 

Albuquerque,  N.  M. 
Jerome  Hilger,  M.D. 

Minneapolis,  Minn. 
Joseph  L.  Hollander,  M.D. 

Philadelphia,  Pa. 

Jack  M.  Mosier,  M.D. 

Albuquerque,  N.  M. 

John  C.  Murphy,  M.D. 

Albuquerque,  N.  M. 

David  B.  Post,  M.D. 

Albuquerque,  N.  M. 

Guy  E.  Rader,  M.D. 

Albuquerque,  N.  M. 
Randolph  V.  Seligman. M.D. 

Albuquerque,  N.  M. 

Louis  H.  Winer,  M.D. 

Los  Angeles,  Calif. 


Friday  morning.  May  13,  1960 

GENERAL  SCIENTIFIC  SESSION  NO.  3 
Sandia  Room 

Presiding:  W.  E.  Badger,  M.D. 
Co-chairman:  R.  C.  Derbyshire,  M.D. 

8:45 — Call  to  order  and  announcements 
9:00 — “Open  Heart  Surgery” 

Denton  Cooley,  M.D. 

9:30 — “Cancer  in  Pregnancy” 

John  R.  Betson,  M.D. 


Friday  afternoon  and  evening.  May  13,  1960 
GROUP  SCIENTIFIC  SESSION  B 
Session  B-1 — Blue  Room 

CARDIO-PULMONARY  PROBLEMS  IN  THE 
AGED 

Presiding:  Carl  H.  Gellenthien,  M.D. 

Co-chairman:  Quentin  J.  Florence,  M.D. 

2:00 — “Pulmonary  Problems  of  the  Aged” 

Benson  Bloom,  M.D. 

2:30 — “Cardiovascular  Problems  in  the  Aged” 

Denton  Cooley,  M.D. 

3:00 — “Non-Visceral  Chest  Problems  in  the  Aged” 
Joseph  L.  Hollander,  M.D. 

3:30 — ^Afternoon  break 

3:45 — Panel  Discussion:  “Crippling  Diseases  of  the 
Chest” 

Moderator:  Burgess  Gordon,  M.D. 

Discussants:  Drs.  Cooley,  Hollander,  Krusen  and 
Otto 


Saturday  morning  and  afternoon. 
May  14, 1960 

SYMPOSIUM  ON  INFECTIOUS  DISEASE 

CONTROL 

La  Mina  Room 


10:00 — “Tumors  of  the  Skin,  Benign  and  Malig- 'f  | 
nant” 

Louis  H.  Winer,  M.D. 

10:30 — Recess  to  visit  exhibits 
11:00 — Panel  Discussion:  “Cancer  of  the  Breast” 
Moderator:  Martin  Goodwin,  M.D. 

Discussants:  Drs.  Cooley,  Kohl,  Winer  and  Otto 
12:15 — Special  Group  Luncheons 


Session  B-2 — La  Mina  Room 
PROBLEMS  OF  THE  SKIN 
Presiding:  George  A.  Waldriff,  M.D. 
Co-chairman:  Earl  Pace,  M.D. 


2:00 — “Skin  Problems  in  Pediatrics” 

Guy  E.  Rader,  M.D. 

2:30 — “Pigmented  Lesions  of  the  Skin” 
Louis  H.  Winer,  M.D. 

3:00 — “Allergic  Skin  Problems” 

John  C.  Murphy,  M.D. 

3:30 — Afternoon  break 

3:45 — Panel  Discussion:  “Skin  Problems” 

Moderator:  John  J.  Corcoram,  M.D. 


6:30 — Open  for  individual  cocktail  parties 
7:30 — Specialty  Group  Dinners 


WOMAN’S 

AUXILIARY 


Co-chairman:  Roy  F.  Goddard,  M.D. 

Co-chairman:  Stanley  Leland,  M.D. 

9:00 — “The  Problem  of  Infectious  Disease  Control” 
Winslow  Bashe,  M.D. 

9:45 — “Hospital  Programs” 

John  Colbeck,  M.D. 

10:30^ — Coffee  break 

10:45 — Movie:  “Hospital  Sepsis — A Communicable 
Disease” 

12 :15 — Luncheon 

Z’JMI — Panel:  “The  Public  Health  Team” 

Moderator:  John  Mason,  D.V.M.,  M.P.H. 

3:00 — Discussion:  “What  Can  Be  Done  in  New 
Mexico” 

Moderator:  Howard  L.  Wilson,  M.D. 

4:00 — Resume  and  Recommendations 
Drs.  Bashe  and  Colbeck 


Tuesday  afternoon.  May  10 

3:00 — Coffee  for  state  officers,  county  officers  and 
committee  chairmen 
Suite  139 

Hostess:  Mrs.  Martin  Goodwin 

Wednesday  morning.  May  11 

8:45 — Opening  ceremonies  of  New  Mexico  Medical 

Society 

Sandia  Room 

9:45 — House  of  Delegates  Meeting 

Territorial  Room 

Noon — Luncheon — Pool  Side 

Speaker:  A.M.A.  Auxiliary  Representative 
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Your  help  is  needed 

Anthony  M.  Opisso,  M.D.,  who  formerly  was 
engaged  in  the  general  practice  of  medicine  in 
Columbia  Falls,  has  recently  accepted  a missionary 
assignment  in  the  West  Indies.  Dr.  Opisso  writes 
that  the  Dominican  Islands  are  “very  primitive, 
but  also  very  beautiful.  There  are  62,000  people 
among  whom  there  is  much  poverty  and  many 
cases  of  malnutrition.”  He  also  reports  that  “there 
is  much  infectious  tuberculosis  and  typhoid.”  Me- 
dicaments are  sorely  needed  and  Montana  physi- 
cians could  make  “a  real  contribution  to  this  very 
needy  segment  of  humanity  if  they  would  save 
their  samples,  especially  antibiotics,  prednisilones, 
corticoids,  and  adult  and  infant  vitamins,  as  well 
as  cleansing  agents.”  These  drug  samples  would  be 
“of  inestimable  value  as  the  islanders  and  govern- 
mental agencies  cannot  afford  them.”  May  we  urge 
that  Montana  physicians  contribute  to  the  needs 
of  these  islanders  and  forward  as  many  of  the 
drug  samples  they  receive  as  possible  to  Anthony 
M.  Opisso,  M.D.,  Roseau,  Dominica,  British  West 
Indies. 

Obituary 

JOHN  F.  LHOTKA 

John  Frank  Lhotka,  M.D.,  Butte,  Montana,  died 
on  February  8,  1960.  Dr.  Lhotka,  a native  of 
Czechoslovakia,  was  born  in  1886.  He  received  his 
M.D.  degree  from  Chicago  College  of  Medicine 
and  Surgery  in  1913  and  the  following  year  moved 
to  Butte  for  the  general  practice  of  medicine.  He 
continued  active  practice  in  Butte  until  1951,  when 
he  retired. 

Our  sincere  condolences  to  the  family  and  many 
friends  of  Dr.  Lhotka. 


Pueblo  Spring  Clinic 

The  Pueblo  County  Medical  Society  will  pre- 
sent its  27th  Annual  Spring  Clinic  on  April  29  and 
30  at  the  Minnequa  University  Club  in  Pueblo, 
Colorado.  There  is  no  registration  fee  for  the 
clinic. 

Guest  speakers  include:  John  F.  Latenser,  M.D., 
Associate  Professor  of  Surgery,  College  of  Medi- 
cine, University  of  Nebraska,  Omaha,  Nebraska; 
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John  I.  Nurnberger,  M.D.,  Professor  and  Chairman 
of  the  Department  of  Psychiatry  of  the  Indiana 
University  Medical  Center,  Indianapolis,  Indiana; 
Peyton  T.  Pratt,  M.D.,  Chairman,  Department  of 
Medicine,  Immanuel  Hospital,  Omaha,  Nebraska; 
and  Harry  M.  Spence,  M.D.,  Urologist,  Dallas  Medi- 
cal and  Surgical  Clinic,  Clinical  Professor  of 
Urology  and  Chairman  of  Division,  University  of 
Texas  Southwestern  Medical  School,  Dallas,  Texas. 

Speakers  and  their  papers  are  as  follows: 

“Recurrent  Cancer  of  the  Head  and  Neck”  and 
“The  Nevus  Problem,”  John  F.  Latenser,  M.D. 

“Major  Signs  and  Symptoms  of  Emotional  Dis- 
orders” and  “Depressive  Reactions  in  Hyperten- 
sion,” John  I.  Nurnberger,  M.D. 

“Indications  and  Contradictions  for  Splenec- 
tomy” and  “Management  of  Acute  Leukemia,” 
Peyton  T.  Pratt,  M.D. 

“Malignancies  of  the  Genito-Urinary  Tract”  and 
“Management  of  Urinary  Infections,”  Harry  M. 
Spence,  M.D. 

The  clinic  begins  at  2:15  p.m.  on  Friday,  April 
29,  and  the  Saturday  sessions  begin  at  9:30  a.m. 

Western  Colorado  Spring  Clinic 

The  20th  Annual  Western  Colorado  Spring 
Clinic  will  be  held  in  Grand  Junction,  Colorado, 
on  April  22  and  23,  in  the  Civic  Auditorium. 

AAGP  Category  I Credit  will  be  given  for  the 
sessions,  which  run  from  8:30  a.m.  until  5:00  p.m. 
on  the  two  days  of  the  clinic.  Registration  fee  is 
$5.00. 

Speakers  and  their  papers  are  as  follows: 

“Coronary  Circulation”  and  “Conjestive  Heart 
Failure,”  Dr.  Richard  Bing,  Detroit. 

“Pancreas  and  the  General  Practitioner”  and 
“Hand  Infections,”  Dr.  Philip  Thorek,  Chicago. 

“Treatment  of  Burns”  and  “Supportive  Treat- 
ment During  Emergency  and  Elective  Surgical 
Operations,”  Dr.  Ben  Wilson,  Dallas. 

“Anticoagulants  in  Cardiovascular  Disease”  and 
“Fenestration  of  the  Semilunar  Valves,”  Dr.  Ben 
Friedman,  Dallas. 

“Tranquilizers,”  Dr.  Beverley  Mead,  Salt  Lake 
City. 

“Hyponatremia,  Its  Evaluation  and  Treatment,” 
Dr.  Joseph  Holmes,  Denver. 

“Atherosclerosis  and  the  Practicing  Physicians,” 
Dr.  G.  C.  Chiu,  Indianapolis. 

Noted  medical  authority  to  come  to  Denver 

Dr.  John  Caffey,  noted  pediatric  and  radiologic 
authority,  will  become  Director  of  Medical  Edu- 
cation for  Children’s  Hospital,  Denver,  on  July  1, 
1960. 

Dr.  Caffey  has  recently  retired  from  the  College 
of  Physicians  and  Surgeons  of  Columbia  Univer- 
sity, where  he  has  served  as  Professor  of  Radi- 
ology. 

The  increased  emphasis  being  placed  on  medi- 
cal education  in  the  operation  of  Children’s  Hos- 
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pital  has  indicated  the  establishment  of  the  new 
position  of  Director  of  Medical  Education,  accord- 
ing to  Mrs.  Harry  Silverstein,  President  of  the 
hospital’s  Board  of  Directors.  At  the  same  time, 
the  post  of  Medical  Director  currently  filled  by 
Dr.  John  R.  Connell  will  be  abolished  and  Dr. 
Connell  will  assume  the  position  of  assistant  di- 
rector of  medical  education. 

Prior  to  assuming  his  new  position.  Dr.  Caffey 
is  already  scheduled  to  assist  with  the  12th  Annual 
Summer  Pediatric  Clinic  which  will  be  conducted 
by  the  medical  staff  of  Children’s  Hospital  during 
June.  This  year’s  clinic  is  attracting  nationwide 
attention  and  is  a part  of  the  many  activities  cele- 
brating the  50th  anniversary  of  Children’s  Hos- 
pital. 

Obituaries 

Death  takes  young  pediatrician 

Martin  David  Portnoy,  M.D.,  died  on  February 
27,  1960,  at  the  age  of  35.  Dr.  Portnoy  was  born 
on  June  13,  1925,  in  New  York  City,  where  he  was 
reared  and  educated,  receiving  his  B.S.  degree 
from  Brooklyn  College.  He  graduated  from  the 
Medical  College  of  the  University  of  Geneva  in 
Switzerland  and  then  interned  at  St.  Joseph’s 
Hospital  in  Denver  in  1955  and  1956.  He  became  a 
resident  in  pediatrics  at  the  Colorado  University 
Medical  Center  and  Denver  General  Hospital 


through  1957.  In  1958,  he  became  an  active  mem- 
ber of  the  Colorado  State  Medical  Society  and 
opened  an  office  as  a pediatrician. 

Dr.  Portnoy  was  regarded  by  his  colleagues  as  I 
an  excellent  young  pediatrician  with  exceptionally 
good  training  and  a wonderful  personality.  He  is 
survived  by  his  mother,  father  and  a sister. 

Former  Vice  President  of  Colorado 
State  Medical  Society  dies 

Frank  E.  Rogers,  M.D.,  died  in  Denver  on  Feb-  ; 
ruary  27,  1960.  Dr.  Rogers  was  born  in  Brighton,  ; 
Ontario,  Canada,  in  1870  and  came  to  Colorado 
as  a boy.  He  returned  to  Canada  to  attend  McGill  ' 
University  Medical  School  and  graduated  as  a 
doctor  from  that  school.  He  practiced  first  in 
Littleton,  Colorado,  and  then  moved  to  Denver. 

Dr.  Rogers  studied  surgery  in  Vienna,  Berlin 
and  London  and  was  a major  in  the  Canadian 
Array  during  World  War  I,  serving  in  Europe  as 
a regimental  surgeon.  He  was  licensed  in  Colorado 
in  1898  and  had  been  Vice  President  of  the  Colo- 
rado State  Medical  Society  and  President  of  the 
State  Board  of  Medical  Examiners. 

Dr.  Rogers  was  on  the  staff  of  Denver  General, 
Colorado  General  and  St.  Luke’s  Hospitals,  being 
Professor  of  Surgery  at  Colorado  Medical  School 
and  Medical  Director  of  Denver  General  Hospital 
for  a time.  He  was  elected  to  Life  Emeritus  mem- 

continued  on  page  87 


/Condition 

^PERFECT! 


. . . that’s  the  only  condition  under  which 
City  Park-Brookridge  milk  is  produced.  For 
over  70  years  we  have  maintained  and  utilized 
the  most  modern  technique  and  equipment. 
In  fact,  many  doctors  have  personally  inspected 
and  approved  our  plant  and  facilities.  At 
City  Park-Brookridge  Farms,  nature’s  “most 
perfect  food”  is  produced  under  only  the  most 
perfect  conditions.  When  you  recommend  milk 
from  City  Park-Brookridge  farms  you  are 
assured  of  premium  quality  at  its  best. 


• • • 


Office  and  Plant,  5S12  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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Dimetane  works  widi  an  effectiveness  of  91%  in  respiratory 

allergies  —new  york  j.  med.  59:3060,  1959  (Fuchs,  A.  M.  and  Maurer,  M.  L.). 

In  allergic  and  pruritic  dermatoses  the  effectiveness  rate  of 
Dimetane  is  94.6%— antibiotic MED.*CLiN.THERApy6:275,I959(Lubowe,I.I.). 
The  A.  M.  A.  Council  on  Drugs  characterizes  Dimetane  as  dem- 
onstrating “...a  high  order  of  antihistaminic  effectiveness  and 
a low  incidence  of  side  effects.”  -j.a.m.a.  m-.w,  1959. 


jor  your  next  allergic  patient  1^ 
DIMETANE  Extentabs®  (12  mg.), 
Tablets  (4  mg.), Elixir  (2  mg./5  cc.), 
new  DiMETANE-TEN  Injectable 
(10  mg./cc.)  or  newwjfflj||M 
DIMETANE- 100  Inject- 
able  (100  mg./cc.).S^BB 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA  / ETHICAL  PHARMACEUTICALS  OF  MERIT  SINCE  1878 


IN  ORAL  CONTROL  OF  PAIN 

ACTS  FASTER— usually  within  5-15  minutes.  LASTS  LONGER— usually 
6 hours  or  more.  MORE  THOROUGH  RELIEF— permits  uninterrupted 
sleep  through  the  night.  RARELY  CONSTIPATES — excellent  for 
chronic  or  bedridden  patients. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May  be  habit-forming.  Fideral  law 
permits  oral  prescription. 

Each  Percodan*  Tablet  contains  4.50  mg,  cHhydrohydroxycodeinone  hydro- 
chloride, 0.38  mg.  dihydrohydroxycodeinone  terephthalate,  0.38  mg.  homa- 
tropine  terephthalate,  224  mg.  acetylsalicyric  acid,  160  mg.  pheinacetin,  and 
32  mg.  caffeine. 

Also  available  — for  greater  flexibility  in  dosage  — Percodan®-Demi:  The 
P.ERCODAN  formula  with  one-half  the  amount  of  salts  of  dihydrohydroxyco- 
deinone and  homatropine. 

Literature?  Write 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


Cndo 


Salts  of  Ditiydrohydroxycodeinone  and  Homatropine,  plus  ARC 


Tablets 


FOR  RAIN 


«U.S.  Pat.  2,628,185 


Used  in  the  bath  SARDO  releases 
millions  of  microfine  water-dispersible 
globules*  to  provide  a soothing,  softening 
suspension  which  enhances  your  other 
therapy.  SARDO  baths  . . . 

1 rehydrate  the  dry,  itchy,  scaly  skin 

2 add  comfort  to  the  therapeutic  care 

3 act  to  measurably  increase  natural 
emollient  skin  oil 

4 minimize  loss  of  natural  oil  and 
excessive  moisture  with  a fine 
non-occlusive  film 

Patients  will  appreciate  pleasant, 
convenient,  easy  to  use,  pine-scented 
SARDO.  Non-sensitizing.  Most  economical. 

Bottles  of  4,  8 and  16  oz. 

1.  Spoor,  H.  J.:  N.  Y.  State  J . Med.  Oct.  15,  1958 


Sardeau,  Inc.  Ne»  n' 


Sardo 

in  the  bath 


for  atopic  dermatitis 
eczematoid  dermatitis 
senile  pruritus 
contact  dermatitis 
soap  dermatitis 


and  literature 
yours  for  the  asking. 


© 1959  ^Patent  Pending,  T.M. 
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A biochemical  compound 
used  to  diminish  intestinal 
gas  in  healthy  persons 
and  those  patients  having 
digestive  disorders  ■ 


MNUUISE 


Each  Kanulase  tablet  contains  Dorasef 
320  units, combined  with  pepsin,  N.F., 
150  mg.;  glutamic  acid  HCI,  200  mg.; 
pancreatin,N.F.,500mg.;oxbileextract, 
100  mg.  Dosage;  1 or  2 tablets  at  meal- 
time. Supplied;  Bottles  of  50  tablets. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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I Organization  cent,  from  page  82 

fj  bership  in  the  Colorado  State  Medical  Society  in 
1953.  He  was  also  a past  President  of  the  American 
Goiter  Society  and  a member  of  the  American 
Surgical  Association. 

Dr.  Rogers  is  survived  by  his  wife,  the  former 
Emmy  Brady,  a concert  pianist,  composer  and 
music  critic  of  renown. 


The  Federal  Employees  Health  Act 

The  federal  government,  as  an  employer — the 
largest  employer  in  the  U.S.A. — is  about  to  pro- 
vide medical  care  security  to  some  four  million 
federal  employees  and  their  dependents. 

Under  the  new  Health  Benefits  Act  passed  by 
Congress  last  September,  government  workers  will 
begin  to  enroll  about  June  1,  1960,  in  one  or  an- 
other of  four  types  of  hospital  and  medical  care 
programs:  (1)  a service  benefit  plan  (Blue  Cross- 
Blue  Shield):  (2)  an  indemnity  plan  (underwritten 
by  an  insurance  company);  (3)  an  employee  or- 
ganization plan  (of  which  a considerable  number 
have  been  set  up  by  federal  employee  organiza- 
tions); (4)  a comprehensive  “closed  panel”  plan 
(such  as  the  Kaiser  Health  Plan  or  H.I.P.) — where 
such  programs  exist.  Federal  contributions  will 
commence  in  July  toward  the  cost  of  whatever 
plan  may  be  selected  by  each  federal  worker. 

Each  employee  will  have  the  utmost  freedom 
to  choose  among  the  specific  plans  to  be  approved 
by  the  U.  S.  Civil  Service  Commission  in  negotia- 
tions now  going  on  between  the  commission  and 
the  “carriers”  of  the  four  types  of  program  speci- 
fied in  the  act. 

Our  government  has  shaped  its  program  in  ac- 
cordance with  the  mutual  desire  of  its  employees 
and  their  doctors  for  a free  choice  of  physician 
and  plan. 

To  meet  the  natural  requirements  of  the  Civil 
Service  Commission  for  a reasonable  degree  of 
uniformity  among  the  programs  offered  by  the  79 
Blue  Cross  and  the  67  Blue  Shield  Plans,  many 
Plans  will  have  to  alter  or  add  to  their  established 
benefit  provisions.  This  will  call  for  cooperation 
among  all  of  us  who  are  providing  services  to 
patients  under  our  local  Blue  Shield  Plans. 

The  significance  of  the  Federal  Employee 
Health  Benefits  Act  for  the  future  of  American 
medicine  can  scarcely  be  exaggerated.  Under  the 
terms  of  this  act,  our  government  will  contribute 
toward  the  cost  of  a hospital  and  medical  care 
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150,000  PHYSICIANS  ^ 
THE  WORLD  OVER  DEPEND  ON  ' 
THE  INTEGRITY  BEHIND  THIS  NAME  1 


BIRTCHER 

CARDIOGRAPH  CARDIOSCOPE 
DEFIBRILLATOR  HEARTPACER 
ELECTROSURGICAL  UNITS 
HOSPITAL-CLINIC-OFFICE 

ULTRASONICS  DIATHERMY 
INFRARED  ULTRAVIOLET 
GALVANIC  UNITS 
ELECTROMUSCLE  STIMULATORS 

THE  VIBRABATH 
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V THE  FAMOUS  HYFRECATOR 
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coverage  program  for  all  federal  employees.  Thus, 
the  government  as  an  employer  assumes  a direct 
interest  in,  and  responsibility  for,  the  health  care 
of  its  career  servants. 

Moreover,  the  government  may  be  expected  to 
scrutinize  the  effectiveness  of  the  coverage  pro- 
vided in  order  to  assess  the  capacity  of  our  volun- 
tary programs  to  function  in  an  acceptable  fashion 
in  meeting  the  public’s  need  for  “prepaid”  health 
services.  Thus,  our  voluntary  system  of  prepay- 
ment, as  well  as  those  dedicated  to  the  support 
of  those  programs,  may  be  said  to  be  on  trial.  And 
if  our  physician-sponsored  programs  serve  credit- 
ably and  satisfactorily,  the  medical  profession 
through  its  own  prepayment  plans  will  have  struck 
a mighty  blow  for  the  future  of  free  enterprise 
and  the  private  practice  of  medicine. 


CLIP  THIS— 

And  mail  it  to  your  Congressman! 

Communist  satellite  governments  in  eastern 
Europe  are  crushing  final  remnants  of  private 
medical  practice.  Under  a November  18  Vienna 
dateline,  the  Associated  Press  reported  a nation- 
by-nation  diplomatic  survey  showing  that  medical 
care  has  moved  from  a private  system  through 
socialization  to  near-total  collectivism  in  less  than 


20  years.  In  the  USSR  where  the  MVD  watches 
the  MD,  a group  of  doctors  recently  rubber- 
stamped  a statement  proclaiming:  “Let  there  be 
no  more  private  practice  in  our  lives  . . . this  rem- 
nant of  the  past  must  disappear.” 

Czechoslovakia  has  virtually  liquidated  private 
medical  and  dental  practice,  allowing  few  excep- 
tions. 

Romania  nationalized  her  2,200  medical  men 
last  year,  telling  them  to  wind  up  their  private 
practice. 

Hungary  has  succeeded  in  forcing  only  half  of 
her  14,000'  doctors  into  state  service. 

Poland  has  some  few  private  practitioners,  but 
government  is  increasing  pressure. 

East  Germany  alone  is  having  trouble  enforc- 
ing state  medicine — but  anti-private  medical  care 
laws  are  on  the  books.  The  escape  of  3,300  physi- 
cians, dentists,  and  veterinarians  to  the  West  eased 
the  crack-down  for  fear  of  accelerating  the  loss 
of  needed  professional  people  through  convenient 
Berlin  route. 

Great  Britain,  taking  a second  look  at  socialism, 
gave  the  Conservative  party  a landslide  victory 
over  the  Laborites  this  past  fall.  Social  Security 
taxes  in  France  and  Germany  are  now  about  30 
per  cent  of  wages— before  income  taxes. 

Ironic?  More  than  100  bills  calling  for  federal 
medicine  are  now  pending  before  the  United  States 
Congress! 


The  Emory  John  Brady  Hospital 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 

Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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slow  It 
down  with 
SERPASm 


(reserpine  ciba) 


2/2768  M8 


: •! 


beating 
too  fast? 


in  infaetious  disease ‘*'“•*'>•“1 
in  arthritis“*’»-~»i 
in  hepatic  disease 
In  malabsorption  syndrome 
in  degeneratwe  disease 
in  cardiac  disease 

in  dermatitis^*-** 
in  peptic  ulcer 

in  neuroses  & psychiatric  disorders^-** 
in  diabetes  nfiellitus®^*'***** 
in  alcoholism’-^*'*’-”-** 
in  ulcerative  colitis*®-**- 
in  osteoporosis**-*’- 
in  pancreatitis 
in  female  climacteric**-** 


Patients  with  chronic  disease  deserve] 
the  nutritional  support  provided  by] 

Theragran-M 

Spibb  Vifgmln-Mltiergfs  for  Therapy 


11  vitamins,  8 minerals 
clinically-formulated  and  potency 
protected  to  provide 
enough  nutritional  support 
to  do  some  good 


with  vitamins  only 

Theragran 

also  available; 

Theragran  Liquid 
Theragran  Junior 


141  a ifsl  sf  th®  alO¥e  references  will  be  supplied  on  request 

Squibb 

Squibb  Quality—tlie  Priceless  fngredienti 


WHY  IS  SPEEDIER  SPERMICIDAL  ACTION  IMPORTANT? 

Because  a swift-acting  spermicide  best  meets  the  variables  of  spermatozoan  activity. 


IN  CONTRACEPTION... 


Lanesta  Gel,  . . found  to  immobilize  human  sper- 
matozoa in  one-third  to  one-eighth  the  time  required 
by  five  of  the  leading  contraceptive  products  currently 
available  . . thus  provides  the  extra  margin  of 
assurance  in  conception  control.  The  accelerated 
action  of  Lanesta  Gel  — it  kills  sperm  in  minutes  in- 
stead of  hours  — may  well  mean  the  difference 
between  success  and  failure. 

*Berherian,  D.  A.,  and  Slighter,  R.  G.:  J.A.M.A.  168:2237 
(Dec.  27)  1938. 

In  Lanesta  Gel  7 -chloro-4-indanol,  a new,  effective, 
nonirritating,  nonallergenic  spermicide  produces  im- 
mediate immobilization  of  spermatozoa  in  dilution 
of  up  to  1:4,000.  Spermicidal  action  is  greatly  accel- 


erated by  the  addition  of  10%  NaCl  in  ionic  form. 
Ricinoleic  acid  facilitates  the  rapid  inactivation  and 
immobilization  of  spermatozoa  and  sodium  lauryl 
sulfate  acts  as  a dispersing  agent  and  spermicidal 
detergent. 

Lanesta  Gel  with  a diaphragm  provides  one  of  the 
most  effective  means  of  conception  control. 
However,  whether  used  with  or  without  a 
diaphragm,  the  patient  and  you,  doctor,  can 
be  certain  that  Lanesta  Gel  provides  faster 
spermicidal  action  — plus  essential  diffusion 
and  retention  of  the  spermicidal  agents  in 
a position  where  they  can  act  upon  the 
spermatozoa. 


Supplied:  Lanesta  Exquiset  . . . with  diaphragm  of  prescribed  size  and  type;  universal  introducer; 
Lanesta  Gel,  3 oz.  tube,  with  easy  clean  applicator,  in  an  attractive  purse.  Lanesta  Gel,  3 oz.  tube  with 
applicator;  3 oz.  refill  tube  — available  at  all  pharmacies. 

Manufactured  by  Esta  Medical  Laboratories,  Inc.,  Alliance,  Ohio  Distributed  by  George  A.  Breon  & Co.,  New  York  18,  N.  Y. 


A product 
of  Lanteen® 
research. 
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Incremin 


Lysine-Vitamins  Lederle 

help  restore  the  normal  blood  picture— iron  as  ferric 
pyrophosphate  to  restore  or  maintain  normal  hemoglobin 

boost  appetite  and  energy-vitamins . . . Bi,  Be  and  B12. 

upgrade  low-grade  protein— cereals  and  other  low 
protein  favorites  of  children,  upgraded  by  1-Lysine, 
work  with  meat  and  other  top  protein  to  build 
stronger  bodies. 


with  iron 


tdStOS  good.  I Each  daily  cherry- 
flavored  teaspoonfu!  dose  (5  cc.)  contains 

1-Lysine  HCI 300  mg 

Vitamin  B12  Crystalline 25  mcgm 

Thiamine  HCI  (Bi) 10  mg 

Pyridoxine  HCI  (Be) 5 mg 

Ferric  Pyrophosphate  (Soluble)  250  mg 
Iron  (as  Ferric  Pyrophosphate)  30  mg 

Sorbitol  3.5  Gm 

Alcohol 0.75% 

Bottles  of  4 and  16  fl.  oz. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pear!  River,  New  York 


92 


Rocky  Mountain  Medical  Journal 


no  irritating  crystals'-  uniform  concentration  in  each  drop" 
STERILE  OPHTHALMIC  SOLUTION 

HEO-HYDEITRASOL 

PREDNISOLONE  21- PHOSPHATE-NEOMYCl N SULFATE 


2,000  TIMES  MORE  SOLUBLE  THAN 

“The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  in  the  patient’s 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop.’’^ 


PREDNISOLONE  OR  HYDROCORTISONE 

1.  Lippmann,  0.:  Arch.  Ophth.  57:339,  March  1957. 

2.  Gordon,  D.M.:  Am.  J.  Ophth.  46:740,  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL*.  In  5 cc.  and  2.5  cc. 
dropper  vials.  Also  available  as  0.25%  Ophthalmic 
Ointment  NEO-HYDELTRASOL  (with  neomycin  sulfate) 
and  0.25%  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  & Co.,  iNa 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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The  first  synthetic  penicillin 
available 

for  general  clinical  use 


FOB  YOUR  NEXT  PATIENT  WHERE  PENICILLIN  IS  INDICATE 


PEAK  BLOOD 
LEVELS 
HIGHER  THAN 
POTASSIUM 
PENICILLIN  V 


ORAL  ROUTE  PROVIDES 
HIGHER  INITIAL  PEAK 
BLOOD  LEVELS  THAN 
INTRAMUSCULAR 
PENICILLIN  G 


IMPROVED 
ANTIBIOTIC  I 

ACTION  FROM  \ 

ISOMERIC  . I 

COMPLEMENTARITYi 


WSIDEB  THESE  6 IMPORTANT  THERAPEUTIC  ATTRIBUTES  OF 


potassium  phenethicUlin  (POTASSIUM  PEXlCILUN-152) 


ANTIBIOTIC 
ACTIVITY 
DIRECTLY 
PROPORTIONAL 
TO  ORAL  DOSE 


REDUCED 
RATE  OF 
INACTIVATION 
BY  STAPH 
PENICILLINASE 


SOME  STAPH 
STRAINS  MORE 
SENSITIVE  TO 
SYNCILLIN 
IN  VITRO 


BRISTt)L 


FOR  HIGHLY  EFFECTIVE  THERAPY 
OF  THE  LARGE  VARIETY  OF  INFECTIONS 
CAUSED  BY  SUSCEPTIBLE  PATHOGENS... NEW 


Sigmpca7ice  of 
complementary 
action  of  isomers 
in  SYNCILLIN 


Significance  of 
higher  blood 
levels  with 
SYNCILLIN 


Efficacy  of 
SYNCILLIN 
against  staphylococci 
and  other 
resistant  organisms 


The  antibiotic  effect  of  the  clinically  available  mix- 
ture, SYNCILLIN,  is  greater  than  that  of  either  of  its 
two  component  isomers  alone  against  many  im- 
portant pathogens,  including  some  penicillin- 
resistant  staphylococci.  This  phenomenon  has  been 
described  as  Isomeric  Complementarity. 

Higher  blood  levels  may  be  of  value  with  organ- 
isms of  only  moderate  penicillin  sensitivity  where 
doubling  the  blood  concentration  may  be  essential 
for  effective  bactericidal  action.  In  addition,  these 
higher  levels  may  be  necessary  where  there  is 
infection  in  areas  with  a poor  blood  supply. 
Under  these  circumstances  a higher  blood  concen- 
tration may  provide  the  increased  diffusion  pres- 
sure required  to  deliver  adequate  amounts  to  the 
tissue.  Also,  antibiotic  activity  of  SYNCILLIN  is 
directly  proportional  to  oral  dosage.  Increasing 
the  dosage  may,  therefore,  enhance  the  drug’s 
effectiveness  in  certain  cases. 

Studies  have  shown  that  SYNCILLIN  is  effective  in 
vitro  against  a higher  percentage  of  hospital 
“staph”  strains,  than  penicillin  G and  penicillin 
V.^’^  Therefore,  if  clinical  judgment  indicates  the 
use  of  penicillin,  SYNCILLIN  might  be  expected  to 
be  somewhat  more  effective.  However,  since  some 
strains  are  still  resistant  to  SYNCILLIN  as  well  as  to 
the  other  penicillins,  cultures  and  sensitivity  tests 
should  be  performed  where  indicated  by  clinical 
Judgment. 

There  have  recently  been  reports  of  decreased 
efficacy  of  penicillin  in  streptococcal®  and  gono- 
coccaU’®  infections.  The  emergence  of  penicillin- 
resistant  gonococci  appears  to  be  associated  with 
an  increase  in  the  incidence  of  gonorrhea  all 
over  the  world.  When  a less  sensitive  strain  is 
encountered  the  higher  blood  levels  produced  by 
SYNCILLIN  may  be  most  helpful. 


major  therapeutic  advantages  accompany  molecular  asymmetry 
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potassium  phenetMcillin  (POTASSIUM  PENICILLIN-152) 


Relation  of 
intermittent 
high  blood  levels 
ofSYNCILLIN 
to  antibacterial 
efficacy 


SYNCILLIN,  like  all  clinically  available  penicillins, 
is  bactericidal.  Periodic  high  blood  concentrations 
may  be  sufficient  to  permit  complete  eradication  of 
sensitive  pathogens.  According  to  Eagle,®  “Soon 
after  penicillin  attains  effective  concentrations,  the 
bacteria  cease  multiplying;  and  the  bacteriostatic 
effect  persists  for  a number  of  hours  after  penicil- 
^n  has  fallen  to  concentrations  that  are  wholly 
ineffective. . . . The  therapeutic  significance  of  this 
postpenicillin  recovery  period  is  enhanced  by  the 
fact  that  the  recovering  bacteria,  damaged  but  not 
killed  by  the  previous  exposure  to  penicillin,  are 
abnormally  susceptible  to  the  host  defenses.  In 
consequence,  the  bactericidal  process  in  vivo  con- 
tinues for  many  hours  after  the  drug  itself  has 
fallen  to  ineffective  concentrations.” 


Reduced  rate  of 
inactivation 
OfSYNCILLIN 
by  staph 
penicillinase 


Bacterial  resistance  to  penicillin  has  been  attrib- 
uted to  the  action  of  penicillin-inactivating  enzymes 
produced  by  the  invading  organisms.  SYNCILLIN 
is  less  affected  by  staphylococcal  penicillinase 
than  either  of  its  component  isomers.  Further, 
SYNCILLIN  is  shown  to  be  more  slowly  inactivated 
by  this  enzyme  than  penicillin  V or  penicillin  G. 
Penicillinase  from  B.  cereus  likewise  inactivates 
SYNCILLIN  less  rapidly  than  penicillin  V or  G. 


Precautions  : At  the  present  time  it 

is  not  possible  to  draw  definite 
conclusions  regarding  the  incidence  of 
allergenicity  to  SYNCILLIN  or  its 
cross-allergenicity  with  natural 
penicillins.  Therefore,  the  usual 
precautions  for  oral  penicillin  therapy 
should  always  be  observed.  Patients 
with  histories  of  asthma,  hay  fever, 
urticaria,  or  previous  reactions  to 
penicillin  should  be  watched  with 
special  care.  Administration  of  oral 
penicillin,  in  rare  instances,  may 
provoke  acute  anaphylaxis, 
particularly  in  penicillin-sensitive 
individuals. 

Diarrhea  has  been  reported 
occasionally  following  heavy  dosage. 

If  this  occurs,  lengthen  the  interval 
between  dosages. 

If  superinfection  occurs  during 
therapy,  appropriate  measures  should 
be  taken.  Since  some  strains  of  staphy- 
lococci are  resistant  to  SYNCILLIN 
as  well  as  to  other  penicillins,  cultures 
and  sensitivity  tests  should  be 
performed  where  indicated  by  clinical 
judgment.  As  is  true  with  all 
antibiotics,  clinical  response  does  not 
always  correlate  with  laboratory 
bacterial  sensitivity  reports. 


Indications : SYNCILLIN  is  recommended  in  the  treatment  of 
infections  caused  by  pneumococci,  streptococci,  gonococci,  cory- 
nebacteria,  and  penicillin-sensitive  staphylococci.  In  addition, 
SYNCILLIN  is  effective  in  vitro  against  certain  strains  of  staph- 
ylococci resistant  to  other  penicillins.  SYNCILLIN,  like  other  oral 
penicillins,  is  not  recommended  at  the  present  time  in  deep- 
seated  or  chronic  infections,  subacute  bacterial  endocarditis, 
meningitis,  or  syphilis. 

Dosage;  125  mg.  or  250  mg.  three  times  daily,  depending  on  the 
severity  of  infection.  Larger  doses  (e.g.,  500  mg.  t.i.d.)  may  be 
used  for  more  severe  infections.  SYNCILLIN  may  be  administered 
without  regard  to  meals.  Beta  hemolytic  streptococcal  infections 
should  be  treated  with  SYNCILLIN  for  at  least  ten  days. 


Supply  ; 125  and  250  mg.  tablets, 
bottles  of  25  and  100.  125  mg.  powder 
for  oral  solution,  60  ml.  vials. 

References:  1.  Wright,  W.  W. : 
Microbiology  Report  to  Bristol 
Laboratories  Inc.  2.  Morigi,  E.  M.  E.; 
Wheatley,  W.  B.,  and  Albright,  H. : 

Paper  presented  at  the  Seventh  Antibiotic 
Symposium,  November  4-6,  1959, 
Washington,  D.C.  3.  Editorial:  New 
England  J.  Med.  261  :305  (Aug.  6)  1959. 
4.  King,  A. : Lancet  1 :651  (March  29) 
1958.  5.  Epstein,  E. : J.A.M.A.  169:1055 
(March  7)  1959.  6.  Eagle,  H,  and 
Musselman,  A.  D. : J.  Bact.  58:475,  1949. 


BRISTOL  LABORATORIES,  Division  of  Bristol-Myers  Company,  SYRACUSE,  NEW  YORK 


hydroxyzine  pamoate 


VISTARIL  has  been  found  to  be  a remarkably  effective  aid  to  preanes- 
thetic medication.  Its  “mild  but  definite  tranquilizing  action”  quickly 
calms  anxious,  fearful  children. 

Steiner,  L.,  Webb,  C.,  and  Adrfani,  J.:  The  Preoperative 
Sedation  of  Children,  Presented  before  the  Soiathern 
Society  of  Anesthesiologists,  Annual  Meeting,  April  23-25, 
1959,  Birmingham,  Alabama. 

Oral  Suspension— 25  mg.  per  5 cc.  teaspoonfuL  Capsules— 25,  50  and  100  mg.  Parenteral 
Solution  (as  the  HCl)-~25  mg.  per  cc.,  10  cc,  vials  and  2 ce.  Sterajeet®  Cartridges ; 60  mg. 
per  cc.,  2 cc.  ampules. 

Professional  literature  is  available  on  request  from  the  Medical  Department. 


(^iz^  Science  for  the  world's  well-being™ 


PHZBR  LABOEATOHES,  Brooklyn  6,  N.Y. 


to  prevent  the  sequelae 
of  u,r.i.  ...  and  relieve  the 
symptom  complex 


Tetracycline-Antihistamine-Analgesic  Compound  Lederle 


Otitis,  tonsillitis,  adenitis,  sinusitis,  bronchitis  or 
pneumonitis  develops  as  a serious  bacterial  complication 
in  about  one  in  eight  cases  of  acute  upper  respiratory 
infection.*  To  protect  and  relieve  the  “cold”  patient... 
ACHROCIDIN. 

Usual  dosage:  2 tablets  or  teaspoonfuls  q.i.d.  (equiv.  1 Gm. 
tetracycline).  Each  TABLET  contains;  ACHROMYCIN®  Tetracycline 
(125  mg,);  phenacetin  (120  mg.);  caffeine  (30  mg.); 
saticylamide  (150  mg.);  chlorothen  citrate  (25  mg.).  Also  as 
SYRUP  (lemondime  flavored),  caffeine-free. 

1.  Based  on  estimate  by  Van  Volkenburgh,  V.  A.,  and  Frost, 

W.  H.;  Am.  J.  Hygiene  7l;122  (Jan.)  1933 


!|der^  LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


PROMPT  SERVICE 


Sometime  soon 

(Like  Today) 

you  should  call 


Publishers  Press 


1830  CURTIS  STREET,  DENVER  2 


for  your 


PRINTING  NEEDS! 


We  Print  . . . 

CATALOGS,  MAGAZINES,  BOOKLETS, 
FOLDERS,  NEWSPAPERS,  PAMPHLETS, 
REPRINTS,  LETTERHEADS,  BROCHURES 

and  many  other  items! 

and  pride  ourselves  in  the 
personal  attention  we  give! 

Call  KEystone  4-4257 

Leo  Brewington  Ralph  Rauscher 


Trudeau  School  of  Tuberculosis 
and  Other  Pulmonary  Diseases 
45th  session,  1960 

The  Trudeau  School  of  Tuberculosis  and  Other 
Pulmonary  Diseases,  which  will  hold  its  45th 
session  from  June  6 to  24,  1960,  continues  to  pro- 
vide a unique  opportunity  for  training  in  the  field 
of  chest  diseases.  This  annual  postgraduate  course, 
conducted  under  the  auspices  of  the  Trudeau 
Foundation  and  supported  by  the  Hyde  Founda- 
tion, is  able  to  provide  outstanding  instruction  at 
a minimal  tuition  of  $100  for  a three-weeks  session. 
Attendance  at  the  Trudeau  School  carries  with  it 
some  distinction  as  well  as  a thorough  review  for 
specialization  in  pulmonary  diseases  or  for  work 
in  public  health  involving  tuberculosis. 

In  addition  to  the  local  medical  faculty  con- 
sisting of  some  40  doctors  from  Saranac  Lake,  Ray 
Brook  State  Tuberculosis  Hospital  and  Sunmount 
Veterans  Administration  Hospital,  about  30  of  the 
leading  teachers  and  investigators  in  the  Eastern 
United  States  and  Canada  are  brought  to  Saranac 
Lake  each  year  to  lecture  or  to  conduct  seminars 
in  their  special  fields. 

Approximately  half  of  the  time  is  devoted  to 
tuberculosis  and  the  other  half  is  divided  between 
such  subjects  as  silicosis,  pulmonary  fibrosis,  em- 
physema, fungus  infection,  sarcoidosis,  pneumonias 
and  intrathoracic  tumors. 

The  Trudeau  School,  in  its  environment,  gives 
its  students  a chance  to  combine  a great  educa- 
tional experience  with  an  enjoyable  holiday  in 
the  most  beautiful  part  of  the  Adirondacks,  among 
pleasant  companions.  The  enrollment  is  necessarily 
limited  and  therefore  application  should  be  made 
early.  A few  scholarships  are  available  for  those 
who  qualify. 

All  inquiries  should  be  addressed  to  the  Secre- 
tary, Trudeau  School  of  Tuberculosis  and  Other 
Pulmonary  Diseases,  Box  500,  Saranac  Lake,  N.  Y. 


House  call* 

Dawn  comes  late  this  day  to  Milltown-on-the- 
Turbid.  Or  so  it  seems  in  certain  anxious  homes 
across  the  tumbled  hills.  Telephones  shrill  with 
the  pent  up  insistence  of  through  the  night  con- 
cern and  delayed  pleading.  “Can  you  come  right 
away — nothing  seems  to  go  down  right.  It  just 
sticks  there-— I’ve  tried  alkalis  and  everything  and 


♦Taken  from  the  Bulletin  of  Allegheny  County  Medical  So- 
ciety, February  20,  1960,  Vol.  49,  No.  8. 
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it  just  gets  worse!”  ...  “I  was  just  sitting  resting 
and  suddenly  everything  went  black  and  it’s  like 
that  now  and  I don’t  seem  to  hear  so  good  either 
and  I don’t  know  what  to  do!”  . . . “I  feel  cold 
all  over  and  keep  having  chills  and  can’t  seem  to 
get  warm;  and  something  is  all  wrong  down  there, 
like  it’s  all  plugged  up;  and  I’ve  tried  to  clean  it 
all  out  like  you  showed  me  but  it  doesn’t  do  any 
good!” 

Promises  are  given  and  time  hangs  on  the  high 
nail  of  discomfort,  then  at  last  the  firm  knock  and 
reassuring  presence:  “What  seems  to  be  the  mat- 
ter? Let’s  have  a look.”  Experienced  hands  make 
skilled  probings;  the  contemplative  frown  gives 
way  to  pleased  knowing.  “We’ll  make  everything 
as  right  as  rain — this  may  take  a little  while,  but 
just  relax.”  Time  now  freed  moves  on  the  swift 
wings  of  relief.  “That  does  it!  Everything  should 
be  fine  now-— give  me  a call  later  today  if  things 
don’t  seem  just  right.” 

Warmth  and  thanks  well  briefly  up.  Then  in 
the  movement  towards  door  and  departure  comes 
the  question:  “And  how  much  will  that  be?” 
Gratitude  and  indignation  wait  batedly  to  see 
whose  cue;  comes  the  thoughtful  yet  casually 
minimizing  response:  “Oh,  $8.50,”  or  “Let’s  say 
$12.00,”  or  “Well,  $15.00  seems  fair  enough.” 

Will  gratitude  prevail,  along  with  respect  for 
the  skill  and  knowledge  that  have  restored?  Or 
will  polite  compliance  hide  outrage  for  later  ex- 


plosion at  the  bridge  table  or  cocktail  hour?  Will 
letters  of  protest  be  dashed  off  and  Grievance 
Committees  invoked;  will  mutterings  rumble  in 
press  and  private  for  compulsory  insurance,  cor- 
rective legislation  and  government  control;  will 
defensive  explanations  by  apologists  for  the  pro- 
fession pour  forth  to  remind  an  angry  public  of 
the  realities  of  years  of  training,  decades  of  ac- 
cumulated skill  and  experience,  and  the  right  to 
reasonable  recompense  in  an  inflationary  era? 

Quiet  flows  the  Turbid.  Serenely  to  their  shops 
return  the  T.V.  repairman,  the  furnace  man,  and 
the  plumber.  —James  T.  McLaughlin,  M.D. 


Third  International  Congress 
of  Physical  Medicine 

The  Third  International  Congress  of  Physical 
Medicine  will  be  held  August  21-26,  1960,  inclusive, 
at  The  Mayflower,  Washington,  D.  C. 

The  preliminary  prospectus  covering  the  inter- 
national conference  carries  in  detail  information 
on  registration,  application  to  present  a paper,  a 
scientific  exhibit,  a scientific  film,  etc.  A copy  of 
this  preliminary  program  may  be  had  on  request 
by  writing:  Dorothea  C.  Augustin,  Executive  Sec- 
retary, Third  International  Congress  of  Physical 
Medicine,  30  N.  Michigan  Avenue,  Chicago  2, 
Illinois. 


a 

logical 

combmation 

for 

appetite  suppression 

meprobamate  plus  d-amphetamine 

. . . suppresses  appetite  . . . elevates  mood 
. . . reduces  tension  . . . without  insomnia, 
overstimulation,  or  barbiturate  hangover. 


Eoch  coaled  tablet  (pink)  conlsifw:  meprobomale,  400  mg.;  d-«fnph®loifisne  sMifole,  $ mg. 
Potoge-.  One  tablet  one-hsif  to  one  hour  before  eoch  meat. 


LEDERLE  LABORATORIES 

A Di-riaion  of  AMERICAN  CYANAMID  COMPANY,  Posrl  BJwr,  New  York 


I Oculist  Prescription  ) Guild  Dispensing 

Service  Exclusively  ? Opticimns 

Shadford- Fletcher  Optical  Cq. 

218  16th  Street,  AC.  2-261  1 Main  Office 
3705  E.  Colfax  (Medical  Center  Bldg.)  FL.  5-0202 
1801  High  Street,  FL  5-1815 
2465  South  Downing,  SP.  7-2424 
DENVER,  COLORADO  I 

) 1140  Spruce  Street 

( Boulder,  Colorado 


Don’t  miss 

important  telephone  calls  . . . 

Let  us  act  os  your  secretary  while  you  are  away,  day  or 
night;  our  kindly  voice  conscientiously  tends  your  tele- 
phone business,  accurately  reports  to  you  when  you  return 

TELEPHONE 

OnAwsuwfUf, 


SERVICE 


Cali  ALpine  5-1414 
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for 

the 

tense 

and 

nervous 

patient 


relief  comes  fast  and  comfortably 

— does  not  produce  autonomic  side  reactions 

— does  not  impair  mental  efficiency, 
motor  control,  or  normal  behavior 

— has  not  produced  hypotension,  Parkinson-like 
symptoms,  agranulocytosis  or  jaundice 

Usual  Dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated 
tablets  or  as  meprotabs*  — 400  mg.  unmarked, 
coated  tablets. 


•trade-mark 


Miltown* 

meprobamate  (Wallace) 


WALLACE  LABORATORIES  / New  Brunswick,  N.  J. 


CM-tll8 


the  low  back  syndrome 


relieves  both  stiffness  and  pain 
with  safety...  sustained  effect 

In  100  consecutive  patients  with  the  low  back  syndrome,  Kestler^ 
reported  that  particularly  gratifying  was  the  ability  of  Soma  “to  relax 
muscular  spasm,  relieve  pain,  and  restore  normal  movement,  thus 
speeding  recovery  in  a large  majority  of  the  patients.” 


RESULTS  WITH  SOMA  IN  THE  LOW  BACK  SYNDROME^ 


^Investigators’  reports  to  the  Medical  Department,  Wallace  Laboratories.  (Total  of  278  cases) 


NOTABLE  SAFETY^ — extremely  low  toxicity ; no  known  contraindications ; side  effects 
are  rare ; drowsiness  may  occur,  usually  at  higher  dosage 

RAPID  ACTION — ^starts  to  act  quickly  SUSTAINED  EFFECT — relief  lasts  up  to  6 hours 

EASY  TO  USE  — usual  adult  dosage  is  one  350  mg.  tablet  3 times  daily  and  at  bedtime 

SUPPLIED  — as  white,  coated,  350  mg.  tablets,  bottles  of  50;  also  available  for  pediatric  use; 
250  mg.,  orange  capsules,  bottles  of  50 


1.  Kestler,  0. 2 In  The  Pharmacology  and  Clinical  Usefulness  of  Carisoprodol,  Wayne  State  University  Press,  Detroit,  1959.  2,  Berger, 
F.  M. ; Kletzkin,  M. ; Ludwig,  B.  J.;  Margolin,  S.,  and  Powell,  L.  S. : J.  Pharm.  Exp.  Ther.  127x66  (Sept.)  1959.  3.  Spears,  C.  E.  and 
Phelps,  W.  M. ; Arch.  Pediat.  76  :287  (July)  1959.  4.  Phelps,  W.  M. : Arch.  Pediat.  76:243  (June)  1959.  5.  Friedman,  A.  P. ; Frankel, 
K.,  and  Fransway,  R.  L.:  Papers  presented  at  Scientific  Meeting,  New  York  State  Society  of  Industrial  Medicine,  Inc.,  New  York, 
Sept.  30,  1959.  6.  Kuge,  T. : Unpublished  reports.  7.  Ostrowski,  J.  P. ; Orthopedics  2:7  (Jan.)  1960. 

Literature  and  samples  on  request 

Also  available  on  request;  The  Pharmacology  and  Clinical  Usefulness  of  Carisoprodol,  Wayne 
State  University  Press,  Detroit,  1959.  (185  pages) 


Wallace  Laboratories,  New  Brunswick,  New  Jersey 


(carisoprodol  Wallace) 


for  April,  1960 
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. . . Pathibamate  z 

meprobamate  with  PATHILON®  tridihexethyl  chloride  Lederle 


greater  flexibility  in  the  control  of  tension,  hyper  motility 
and  excessive  secretion  in  gastrointestinal  dysfunctions 

PATH  I BAM  ATE  combines  two  highly  effective  and  well-toler- 
ated therapeutic  agents: 

mebrobamate  (400  mg.  or  200  mg.)  widely  accepted  tranquilizer  and  . . . 
PATHILON  (25  mg.)— anticholinergic  noted  for  its  peripheral,  atropine-like 
action,  with  few  side  effects. 


The  clinical  advantages  of  PATH IBAMATE  have  been  confirmed  by  nearly 
two  years’  experience  in  the  treatment  of  duodenal  ulcer;  gastric  ulcer; 
Intestinal  colic;  spastic  and  irritable  colon;  ileitis;  esophageal  spasm; 
anxiety  neurosis  with  gastrointestinal  symptoms  and  gastric  hypermotility. 


Two  dosage  strengths  — PATH  I BAMATE-400  and  PATH  I BAMATE- 200 
facilitate  individualization  of  treatment  in  respect  to  both  the  degree  of 
tension  and  associated  G.  I.  sequelae,  as  well  as  the  response  of  different 
patients  to  the  component  drugs. 


Supplied:  PATHIBAMATE-400  — Each  tablet  (yellow,  ’/i -scored)  contains 
meprobamate,  400  mg.;  PATHILON  tridihexethyl  chloride,  25  mg. 
PATH  I BAIVIATE-200  — Each  tablet  (yellow,  coated)  contains  mep- 
robamate, 200  mg.;  PATHILON  tridihexethyl  chloride,  25  mg. 

Administration  and  Dosage:  PATHIBAMATE-400-1  tablet  three  times  a day  at  mealtime  and 

2 tablets  at  bedtime. 

PATH  I BAM  ATE- 2 00  — 1 or  2 tablets  three  times  a day  at  mealtime 
and  2 tablets  at  bedtime. 

Adjust  to  patient  response. 

Contraindications:  glaucoma;  pylorlc  obstruction,  and  obstruction  of  the  urinary  bladder 
neck. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


immortals  of  Chinese  mythology, 


Han  Hsiang-tzu 

This  nature-loving  physician  achieved  immortality 
by  falling  out  of  a tree 

TODAY.. 

this  trail-blazing  steroid  is  achieving  lasting  recog- 
nition by  its  unsurpassed  record  of  accomplishment 

METIGORTEN 

Meticorten,®  brand  of  prednisone,  5 mg.  tablets. 

SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 


You  will  soon  receive  in  your  mail  a handmade,  full- 
color,  three-dimensional  figure  of  this  Chinese  Immortal, 
mounted  and  suitable  for  framing. 

$>34eB 


New  books  received 

New  books  received  are  acknowledged  in  this 
section.  From  these,  selections  will  he  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  be  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 

Ameriean  Aeademy  of  Orthopeflie  SnrgeoM,  Instructional 
Course  Lectures,  Vol.  16,  1959:  Edited  by  Fred  C.  Reynolds, 
M.D.  St.  Louis,  C.  V.  Mosby  Co.,  1959.  335  p.  Price:  $16.00. 

Observations  on  “Direct  Analysis”;  the  Therapeutic  Technique 
of  Dr.  John  N.  Bosen:  By  Morris  W.  Bordy,  M.D.  New  York, 
Vantage  Press,  1959.  104  p.  Price:  $2.95. 

The  Clonal  Selection  Theory  of  Acquired  Immunity:  By  Sir 
Macfarlane  Burnet.  Nashville,  Vanderbilt  University  Press, 
1989.  209  p.  Price:  $5.00. 

Medieval  and  Kenaissance  Medicine:  By  Benjamin  Lee  Gordon, 
M.D.,  F.I.C.S.  New  York,  Philosophical  Library,  1959.  843  p. 
Price:  $10.00. 

Manual  of  Skin  Diseases:  By  Gordon  C.  Sauer,  M.D.  Phila- 
delphia, J.  B.  Llppincott  Co.,  1959.  269  p.  Price:  $9.75. 

Encyclopedia  of  Medical  Syndromes;  By  Robert  H.  Durham, 
M.D.  New  York,  Paul  B.  Hoeber,  Inc.,  1960.  628  p.  Price:  $13.50. 

Teaching  Comprehensive  Medical  Care:  By  K.  K.  Hammond 
and  Fred  Kern,  Jr.,  M.D.  Cambridge,  Harvard  Univ.  Press, 

1959.  642  p.  Price:  $10.00. 

The  Reluctant  Surgeon;  a Biography  of  John  Hunter:  By 
John  Kobler.  Garden  City,  Doubleday  & Co.,  1960.  359  p. 
Price:  $4.95. 

The  Teen-Age  Years;  the  Special  Changes,  Illnesses,  and 
Problems  of  Growing  Up:  By  Arthur  Roth,  M.D.  Garden  City, 
Doubleday  & Co.,  1960.  288  p.  Price:  $3.95. 

The  Cigarette  Habit;  a Scientific  Cure:  By  Arthur  King. 
Garden  City,  Doubleday  & Co.,  1959.  96  p.  Price:  $2.00. 

Babies  by  Choice  or  Chance:  By  Alan  F.  Guttmacher,  M.D. 
Garden  City,  Doubleday  & Co.,  1959.  289  p.  Price:  $3.95. 

Heritable  Disorders  of  Connective  Tissue:  By  Victor  A.  Mc- 
Kusick,  M.D.  2nd  edition.  St.  Louis,  C.  V.  Mosby  Co.,  1960.  333 
p.  Price:  $12.00. 

The  Story  of  Dissection:  By  Jack  Kevorkian,  M.D.  New  York, 
Philosophical  Library,  1959.  80  p.  Price:  $3.75. 

Hope  Deferred:  By  Jeanette  Seletz.  New  York,  Vantage  Press, 
1959  (1943).  546  p.  Price:  $4.50. 

A Doctor  Enjoys  Sherlock  Holmes:  By  Edward  J.  VanLtere, 
M.D.  New  York,  Vantage  Press,  1959.  141  p.  Price:  $3.00. 

A Practical  Guide  for  General  Surgical  Management:  By 
Julian  A.  Sterling,  M.D.  New  York,  Vantage  Press,  1959.  67  p. 
Price:  $3.00. 

Doctor  Strand:  By  Boris  Sokoloff.  New  York,  Vantage  Press, 

1960.  205  p.  Price:  $3.50. 

Physiology  of  the  Eye;  Clinical  Application:  By  Frances  Heed 
Adler,  M.D.  3d  edition.  St.  Louis,  C.  V.  Mosby  Co.,  19S0.  790  p. 
Price:  $16.00. 


Book  reviews 

Master  Your  Tensions  and  Enjoy  Living  Again:  By  George  S. 
Stevenson,  M.D.,  and  Harry  Milt.  Englewood  Cliffs,  New 
Jersey,  Prentice-Hall,  Inc.,  1959.  241  p.  Price:  $4.95. 
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This  is  a well-written  book  by  two  well-known 
men  in  their  field:  Dr.  George  S.  Stevenson,  Na- 
tional Association  of  Mental  Health,  and  Harry 
Milt,  Public  Relations  Director  of  the  same  or- 
ganization. “Tension”  is  explained  on  physiological 
grounds,  and  eight  ways  to  handle  tensions  are 
explained  with  examples  in  the  ensuing  chapters. 
These  are:  “Talk  It  Out,”  “Escape  for  Awhile,” 
“Take  One  Thing  at  a Time,”  “Get  Rid  of  Your 
Anger,”  “Curb  the  Superman  Urge,”  “Take  a Posi- 
tive Step  Forward,”  “Do  Something  for  Somebody 
Else,”  and  “Knock  Down  the  Barbed-wire  Fences.” 
Happily  Freud  is  left  out  and  all  the  gobbledegook 
of  psychoanalysis  is  missing.  Many  physicians  and 
lay  people  could  benefit  by  reading  this  book. 

D.  J.  Sceats,  M.D. 

Hearing;  a Handbook  for  Laymen:  By  Norton  Canfield,  M.D. 
Garden  City,  N.  Y.,  Doubleday  & Companj',  1959.  214  p. 
Price:  $3.50. 

“To  Hear  or  Not  to  Hear! 

Which  Is  For  You?” 

This  book  ends  with  this  quotation  and  conveys 
throughout  the  desire  expressed  in  the  acknowl- 
edgements of  “providing  an  understanding  of  and 
relief  of  the  anxiety  caused  by  the  handicap  of 
impaired  hearing”  both  in  adults  and  in  children. 

An  explanation  of  the  hearing  mechanism  is 
given  with  methods  of  determining  hearing  loss 
and  types  of  loss.  An  understanding  of  methods  of 


preventing  loss,  keeping  the  present  loss  minimal 
and  improving  acuity  of  hearing  is  covered,  along 
with  an  explanation  of  the  aids  to  improving  hear- 
ing, such  as  operations  on  the  ears,  hearing  aids, 
lip  reading,  etc.,  and  what  results  are  to  be  ex- 
pected of  them. 

For  the  laymen,  at  whom  the  book  is  primarily 
aimed,  the  subject  is  covered  clearly  and  concisely 
and  should  aid  those  with  hearing  impairment  and 
those  associating  with  these  people  in  accepting 
the  fact  of  their  handicap,  and  in  aiding  them  to 
know  better  what  can  be  done  and  why  it  should 
be  done. 

For  the  medical  man  who  is  uninformed  or 
inexperienced  in  the  problem  of  hearing  loss,  this 
book  gives  an  excellent  beginning  to  an  apprecia- 
tion of  the  problems  involved.  Especially  does  it 
aid  in  understanding  the  reticence  of  the  patient 
with  a hearing  problem  to  face  his  handicap. 

V.  Scherbel  Armstrong,  M.D. 

Atlas  of  Roentgenographic  Positions:  By  Venita  Merrill,  2nd 
edition.  St.  Louis,  C.  V.  Mosby  Co.,  1959.  2 vols.  Price:  $32.50. 

Many,  if  not  all,  radiologists  are  quite  familiar 
with  the  first  edition  of  this  atlas  which  has  been 
outstanding  as  a guide  and  reference  for  all  com- 
mon radiographic  positions  as  well  as  the  “rare 
and  unusual  ones”  which  are  sometimes  needed  to 
demonstrate  certain  anatomical  structures. 

The  atlas  has  been  revised  to  include  all  the 
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advances  of  the  past  10  years  and  over  40  new 
roentgenographic  positions  have  been  added.  This 
makes  it  possible  to  find  at  least  one  position 
which  is  adaptable  to  any  problem  at  hand. 

The  new  edition  is  in  two  volumes,  just  as  its 
predecessor.  This  is  not  necessarily  a detraction 
from  its  usefulness  since  each  volume  has  a con- 
venient index  stamped  on  the  outside  front  cover 
and  a quick  glance  enables  one  to  locate  the  region 
desired.  The  book  is  well  organized  by  various 
body  regions  and  the  regional  anatomy  is  briefly 
outlined  at  the  beginning  of  each  section. 

Undoubtedly,  this  atlas  will  remain  a top 
favorite  with  radiologists  and  technicians  for  years 
to  come,  just  as  the  original  has  been  a leader  in 
its  field  for  the  past  10  years. 

George  F.  Wertz,  M.D. 

Physiology  of  the  Eye;  Clinical  Application:  By  Francis  Heed 
Adler,  M.D.  3d  edition.  790  p.  372  illustrations.  St.  Louis,  C.  V. 
Mosby  Co.,  1959.  Price:  $16.00. 

Since  the  first  edition  of  this  book  appeared  in 
1950,  it  has  become  a standard  textbook  for  stu- 
dents of  ocular  physiology.  The  third  edition  is 
intended  to  incorporate  the  more  recent  advances 
in  the  physiology  of  the  eye.  Particular  efforts  in 
this  regard  are  devoted  to  the  information  on 
aqueous  humor  dynamics  and  intraocular  pressure, 
ocular  muscles  and  binocular  vision. 

In  this  reviewer’s  mind,  previous  editions  of 
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this  textbook  contained  perhaps  the  most  lucid 
description  of  ocular  muscle  function  available. 
This  information  in  the  third  edition  has  been 
further  expanded  and  improved. 

Dr.  Adler’s  textbook  is  not  only  authoritative, 
but  his  incisive  and  facile  style  make  the  book  a 
pleasure  to  read. 

The  text  is  well  printed  and  unusually  well 
illustrated.  The  book  is  highly  recommended. 

Robert  L.  Weiner,  M.D. 

Synopsis  of  Ophthalmology:  By  William  H.  Havener,  M.D., 
Professor  and  Chairman,  Department  of  Ophthalmology,  Ohio 
State  University.  288  p.  189  illustrations.  St.  Louis,  C.  V.  Mosby 
Co.,  1959.  Price:  $6.75. 

This  concise  manual  represents  an  attempt  to 
present  in  condensed  form  the  practical  aspects  of 
the  diagnosis  and  management  of  eye  diseases. 

The  text  is  well  written  and  well  presented. 
Aimed  at  the  medical  student  and  the  general 
practitioner,  controversial  points,  diagnostic  mi- 
nutiae and  the  details  of  management  of  major 
ocular  problems  are  properly  omitted.  Two  things 
particularly  may  be  said  about  this  book:  it  is 
easy  and  pleasant  to  read;  Dr.  Havener  has  suc- 
ceeded in  compressing  considerable  information 
on  general  ophthalmology  in  this  brief  little  book. 

Many  of  the  illustrations  in  the  manual,  par- 
ticularly the  fundus  photographs,  leave  much  to 
be  desired. 

The  book  is  recommended  especially  to  medical 
students.  Indeed,  the  busy  student  who  carefully 
studies  this  brief  manual  may  benefit  more  than 
his  colleague  who  reads  one  of  the  standard  texts 
now  in  use  in  most  medical  schools. 

Robert  L.  Weiner,  M.D. 

Metabolic  Care  of  the  Surgical  Patient:  By  Francis  D.  Moore, 
M.D.,  Moseley  Professor  of  Surgery,  Harvard  Medical  School. 
Philadelphia,  W.  B.  Saunders  Co.,  1959.  1011  p.  Price:  $20.00. 

This  long-awaited  work  gives  promise  of  filling 
a void  in  the  library  of  the  surgeon  and  the  sur- 
gical student.  The  work  is  massive  in  contrast  to 
other  texts  written  in  like  vein,  but  this  is  under- 
standable when  the  context  is  examined.  It  pro- 
gresses from  the  study  of  the  normal  convalescence 
and  metabolism  of  recovery  to  the  problems  of 
blood  volume,  transfusions,  body  fluids  and  elec- 
trolytes, fields  in  which  the  author  has  contributed 
so  voluminously  to  our  knowledge.  The  book  is 
in  essence  a monumental  discussion  of  all  phases 
of  postoperative  physiology  and  pathology.  Re- 
medial measures  are  admirably  discussed  and 
problems  analyzed  and  rationally  solved.  The  case 
histories  used  to  demonstrate  treatment  strike  a 
familiar  note  to  anyone  familiar  with  an  active 
surgical  service.  There  is  no  sacrifice  of  detail  in 
his  outlines  of  therapy  recommended,  and  the 
step-by-step  procedures  he  advocates  give  the 
student  such  a logical  discussion  that  this  work 
promises  to  be  a prime  reference  work  in  the 

Nicholas  Saliba,  M.D. 
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The  Colorado  State  Medical  Society 

Annual  Session,  September  14-17,  1960 
Estes  Park 

President;  John  L.  McDonald  (Chairman  of  the  Board),  Colo- 
rado Springs. 

President-elect:  Cyrus  W.  Anderson,  Denver. 

Vice  President:  J.  Alan  Shand  (Vice  Chairman  of  the  Boardt, 
La  Junta. 

Treasurer:  William  C.  Service,  Colorado  Springs,  1962. 
Constitutional  Secretary;  Harry  C.  Hughes,  Denver,  1960. 
Additional  Trustees:  Carl  W.  Swartz,  Pueblo,  1960;  Fred  R. 
Harper,  Denver,  1961;  Walter  M.  Boyd,  Greeley,  1961;  Carl 
H.  McLauthlin,  Denver,  1962. 

Delegates  to  A.M.A.:  Kenneth  C.  Sawyer,  Denver,  1960;  (Al- 
ternate, Gatewood  C.  Milligan,  1960) ; E.  H.  Munro,  Grand 
Junction,  1961;  (Alternate,  Harlan  E.  McClure,  1961);  I.  E. 
Hendryson,  Denver,  1961;  (Alternate,  C.  C.  Wiley,  Longmont, 
1961). 

Executive  Secretary:  Mr.  Harvey  T.  Sethman,  835  Republic 
Building,  Denver  2,  Colorado;  telephone  AComa  2-0547. 

See  December,  1959,  issue  for  complete  list  of  committees. 


Montana  Medical  Association 

Annual  Meeting,  September  15-17,  1960 
Bozeman 

OFFICERS— 1959-1960 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1960  Annual  Session. 

President:  Leonard  W.  Brewer,  Missoula. 

Pre.sldent-.Eiect:  Raymond  F.  Peterson,  Butte. 

Vice  President:  Everett  H.  Lindstrom,  Helena. 
Secretary-Treasurer:  William  E.  Harris,  Livingston. 

Assistant  Secretary-Treasurer:  Jess  T.  Schwidde,  Billings. 
Delegate  to  the  A.M.A.:  Paul  J.  Gans,  Lewlstown. 

Alternate  Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 
Scientific  Editor  for  Montana,  Rocky  Mountain  Medical  Jour- 
nal: Perry  M.  Berg,  Billings. 

Executive  Secretary:  L.  Russell  Hegland,  Billings. 

Standing  Committees 

EXECUTIVE  COMMITTEE:  Leonard  W.  Brewer,  Chairman. 
Missoula;  Herbert  T.  Caraway,  Billings;  Paul  J.  Gans,  Lewis- 
town;  William  E.  Harris,  Livingston;  John  A.  Layne,  Great 
Falls;  Everet  H.  Lindstrom,  Helena;  Raymond  F.  Peterson, 
Butte;  S.  C.  Pratt,  Miles  City;  Jess  T.  Schwidde,  Billings. 
COMMITTEE  ON  BLOOD:  Orville  J.  Andersen,  Chairman, 
Fort  Harrison;  E.  J.  Eichwald,  Great  Falls;  Garl  L.  Hale, 
Kalispell;  Warren  H.  Randell,  Miles  City;  B.  J.  Winter, 
CANCER  COMMITTEE:  George  T.  R.  Fahlund,  Chairman, 
Billings. 

Great  Falls;  H.  M.  Blegen,  Missoula;  N.  A.  Franken,  Havre; 
Fred  M.  Long,  Great  Falls;  John  J.  Malee,  Anaconda;  Warren 
H.  Randell,  Miles  City;  Paul  J.  Sullivan,  Billings;  Mary  E. 
Soules,  Ex-officio. 

ECONOMIC  COMMITTEE:  Harold  W.  Fuller,  Chairman,  Great 
Falls;  Paul  R.  Crellln,  Billings;  John  A.  Evert,  Missoula; 
Donald  D.  Gnose,  Missoula;  A.  C.  Knight,  Galen;  Robert  A. 
Leeds,  Chinook;  John  E.  Low,  Sidney;  Richard  L.  Peterson, 
Hamilton;  Robert  W.  Thometz,  Butte;  James  R.  Thompson, 
Miles  City;  John  C.  Wolgamot,  Great  Falls. 

FRACTURE  AND  ORTHOPEDIC  COMMITTEE:  Thomas  C. 
Power,  Chairman,  Great  Falls;  Perry  M.  Berg,  Billings;  John 

G.  Davidson,  Butte;  Harold  F.  Hagan,  Anaconda;  Walter  H. 
Hagen,  Billings;  William  J.  McDonald,  Missoula:  Warren  J. 
McKinstry,  Missoula;  Howard  I.  Popnoe,  Great  Falls;  Russell 
B.  Richardson,  Great  Falls;  H.  D.  Rossiter,  Sheridan;  William 

H.  Walton,  Billings;  G.  D.  Carlyle  Thompson,  Helena,  Ex- 
officio. 

COMMITTEE  ON  HOSPITAL  RELATIONS:  S.  C.  Pratt,  Chair- 
man, Miles  City;  L.  Clayton  Allard,  Billings;  Earl  D.  Coriell, 
Poison;  T.  L.  Lockrldge,  Whiteflsh;  William  E.  Long,  Ana- 
conda; John  E.  Low,  Sidney;  Edward  S.  Murphy,  Missoula; 
Joseph  P.  Orley,  Lewistown. 

INDUSTRIAL  WELFARE  COMMITTEE:  John  A.  Evert,  Chair- 
man,  Missoula:  L.  M.  Benjamin,  Deer  Lodge;  Richard  E. 
Brogan,  Billings;  John  G.  Davidson,  Butte;  George  M.  Donich, 
Anaconda;  Clyde  H.  Frederickson,  Kalispell;  Frank  A.  Gardi- 
ner, Butte;  John  C.  Hanley,  Great  Falls;  Scott  L.  Walker, 
Anaconda;  Mary  E.  Soules,  Helena,  Ex-officio. 
INTERPROFESSIONAL  RELATIONS  COMMITTEE:  M.  A. 
Gold,  Chairman,  Butte;  Clyde  H.  Frederickson,  Kalispell; 
George  J.  Gelernter,  Great  Falls;  John  J.  McGahan,  Billings; 


Edward  S.  Murphy,  Missoula;  Raymond  W.  Polk,  Miles  City. 
LEGAL  AFFAIRS  COMMITTEE:  George  G.  Sale,  Chairman, 
Missoula,  1962;  Louis  W.  Allard,  Chairman  Emeritus,  Billings; 
Alfred  M.  Fulton,  Billings,  1960;  F.  D.  Hurd,  Great  Falls, 
1961;  Robert  D.  Knapp,  Wolf  Point,  1960;  F.  L.  McPhail,  Great 
Falls,  1961;  E.  A.  Mechler,  Kalispell,  1962;  James  G.  Sawyer, 
Butte,  I960:  John  W.  Schubert,  Lewistown,  1962;  Donald  A. 
Schultz,  Helena,  1961. 

LEGISLATIVE  COMMITTEE:  Donald  L.  Gillespie,  Chairman, 
Butte;  William  M.  Barelman,  Lewistown;  L.  M.  Baskett,  Liv- 
ingston; Eugene  J.  P.  Drouiliard,  Missoula;  David  Gregory, 
Glasgow;  B.  J.  Heetderks,  Jr.,  Bozeman;  H.  D.  Huggins, 
Kalispell;  Otto  G.  Klein,  Helena;  D.  Stuart  MacKenzie,  Jr., 
Havre;  Roger  D.  Mason,  Conrad;  Harry  W.  Power,  Great 
Falls;  Warren  H.  Randall,  Miles  City;  George  E.  Trobough, 
Anaconda;  William  H.  Walton,  Billings. 

MATERNAL  AND  CHILD  WELFARE  COMMITTEE:  Arnold 
E.  Ritt,  Chairman,  Great  Palls. 

Sobeommittee  on  Obstetrics:  Robert  C.  Honodel,  Chairman, 
Missoula;  Joe  E.  Brann,  Kalispell;  Joseph  H.  Brancamp,  Butte; 
Robert  J.  Casey,  Great  Falls;  Thomas  R.  Clemons,  Livingston; 
Chester  W.  Lawson,  Havre;  Edward  F.  Randak,  Billings;  John 
W.  Schubert,  Lewistown;  John  C.  Seldensticker,  Dillon; 
William  H.  Sippel,  Bozeman;  Robert  C.  Whitesitt,  Helena. 
Subcommittee  on  Pediatries:  Joseph  W.  Brinkley.  Chairman, 
Great  Falls;  L.  R.  Alderson,  Missoula;  L.  Bruce  Anderson, 
Billings;  Paul  R.  Crellin,  Billings;  Donald  L.  Gillespie,  Butte; 
John  R.  Halseth,  Great  Falls;  Harry  J.  Lawler,  Billings; 
Orville  M.  Moore.  Helena;  Harold  C.  Schwartz,  Missoula; 
J.  Jerome  Wildgen,  Kalispell;  David  P.  Findley,  Helena,  Ex- 
officio. 

MEDIATION  COMMITTEE:  Perry  M.  Berg,  Chairman,  Bil- 
lings, 1961;  T.  D.  Callan,  Anaconda,  I960:  Roger  W.  Clapp, 
Butte,  1961;  Elmer  K.  George,  Missoula,  1962;  D.  Stuart 
MacKenzie,  Jr.,  Havre,  1961;  David  J.  McKay,  Great  Falls, 
1960;  Edwin  C.  Segard,  Billings,  1962;  William  A.  Treat,  Miles 
City,  1962;  A.  L.  Vadheim,  Jr.,  Bozeman,  1960. 

COMMITTEE  ON  MENTAL  HYGIENE;  Bryce  G.  Hughett, 
Chairman,  Billings;  Lawrence  A.  Campodonlco,  Miles  City; 
Theodore  Chemodurow,  Billings;  Paul  R.  Ensign,  Great  Falls; 
George  J.  Gelernter,  Great  Falls;  Gladys  V.  Holmes,  Missoula; 
Walter  Honaker,  Billings;  Edmund  P.  Jones,  Billings:  H.  Kyle 
Lewis,  Missoula;  Hamilton  C.  Pierce,  Great  Falls;  Robert  J. 
Spratt,  Warm  Springs;  Myron  E.  Veseth,  Havre;  Paul  H. 
Visscher,  Bozeman;  Winfield  S.  Wilder,  Great  Falls;  V.  A. 
Yaholkovsky,  Butte. 

COMMITTEE  ON  NECROLOGY  AND  HISTORY  OF  MEDI- 
CINE; Gerald  A.  Diettert,  Chairman,  Missoula;  Louis  W. 
Allard,  Billings;  Sidney  A.  Cooney,  Helena;  Harold  W.  Gregg, 
Butte;  Richard  B.  Griffing,  Great  Falls;  Herbert  H.  James, 
Butte:  Edward  S.  Murphy,  Missoula;  Roy  E.  Seitz,  Bozeman; 
E.  A.  Welden,  Lewistown;  James  I.  Wernham,  Billings; 
Malcolm  D.  Winter,  Miles  City. 

NOMINATING  COMMITTEE:  Thomas  W.  Saam,  Chairman, 
Butte:  Herbert  T.  Caraway,  Billings;  Clyde  H.  Frederickson, 
Kalispell;  John  J.  Malee,  Anaconda;  George  W.  Setzer,  Galen. 
PROGRAM  COMMITTEE:  Albert  L.  Vadheim,  Jr.,  Chairman, 
Bozeman;  E.  J.  Eichwald,  Vice  Chairman,  Great  Falls;  Hugh 

V.  Anderson,  Billings;  A.  J.  Marchello,  Billings;  William  J. 
McDonald,  Missoula;  Donald  C.  Overy,  Great  Falls;  Wyman 
J.  Roberts,  Great  Falls. 

PUBLIC  HEALTH  COMMITTEE:  Raymond  F.  Peterson,  Chair- 
man, Butte;  John  A.  Evert,  Missoula;  George  T.  R.  Fahlund, 
Great  Falls;  B.  C.  Farrand,  Jordan;  John  S.  Gilson,  Great 
Falls;  M.  A.  Gold,  Butte;  Bryce  G.  Hughett,  Billings;  John  J. 
Mitschke,  Helena;  James  E.  Murphy,  Whitefish;  John  A. 
Newman,  Butte;  Thomas  C.  Power,  Great  Falls;  S.  C.  Pratt, 
Miles  City;  Arnold  E.  Ritt,  Great  Falls;  Paul  J.  Seifert,  Jr., 
Libby;  George  E.  Trobough,  Anaconda. 

PUBLIC  RELATIONS  COMMITTEE:  George  D.  Waller,  Chair- 
man, Cut  Bank;  Albert  W.  Axley,  Havre;  Joseph  S.  Penne- 
packer,  Sidney;  George  A.  Sexton,  Great  Falls;  Edwin  L. 
Stickney,  Broadus;  C.  R.  Svore,  Missoula;  Scott  L.  Walker, 
Anaconda:  Aubrey  H.  Wells,  Billings;  Joseph  J.  Wler,  Big 
Sandy. 

RHEUMATIC  FEVER  AND  HEART  COMMITTEE:  John  S. 
Gilson,  Chairman,  Great  Falls;  Harold  A.  Braun,  Missoula; 
Deane  C.  Epler,  Bozeman;  Frank  J.  Friden,  Great  Falls; 
Harold  W.  Gregg,  Butte;  H.  C.  Habein,  Billings;  E.  P.  Higgins, 
Kalispell;  Donald  C.  Overy,  Great  Falls;  Harry  W.  Power, 
Great  Falls;  James  W.  Quinn,  Missoula;  H.  C.  Scharnweber, 
Glasgow;  Betty  S.  Gilson,  Great  Falls,  Ex-officio;  Mary  E. 
Soules,  Helena,  Ex-officio. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  COMMITTEE: 
Arthur  J.  Movius,  Chairman,  Billings,  1860;  Herbert  T.  Cara- 
way, Billings,  1964;  Deane  C.  Epler,  Bozeman,  1961;  Stephen 

W.  Preston,  Missoula,  1962;  Donald  O.  Schultz,  Helena.  1963; 
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' Leonard  W.  Brewer,  Missoula,  Ex-officio;  William  E.  Harris, 
Livingston,  Ex-officio. 

1 RURAL  HEALTH  COMMITTEE:  B.  C.  Farrand,  Chairman, 
Jordan;  Robert  J.  Hitchens,  Chinook;  James  M.  Isbister, 
I Plains;  Albert  L.  Juergens,  Dillon;  Ronald  E.  Losee,  Ennis; 
Ernest  M.  Lovell,  Jr.,  Havre;  Donald  W.  MacLean,  Hamilton; 
Joseph  P.  Orley,  Lewistown;  Edwin  L.  Stickney,  Broadus; 
Walter  G.  Tanglin,  Poison;  Joseph  J.  Wier,  Big  Sandy. 
TUBERCULOSIS  COMMITTEE:  John  A.  Newman,  Chairman, 
Butte;  Paul  R.  Ensign,  Great  Falls;  Deane  C.  Epler,  Bozeman; 
A.  C.  Knight,  Galen;  John  C.  Murphy,  Galen;  John  M.  Nelson, 
Missoula;  Harry  W.  Power,  Great  Falls;  James  W.  Quinn, 
Missoula;  John  H.  Schaeffer,  Billings;  Mabel  E.  Tuchscherer, 
i Anaconda;  Mary  E.  Soules,  Helena,  Ex-officio. 

Special  Committees 

COMMITTEE  ON  AGING:  James  A.  Shown,  Chairman,  Great 
Falls;  Raymond  L.  Eck,  Lewistown;  Robert  G.  Kroeze,  Butte; 
R.  E.  Lemire,  Billings;  John  A.  Ross,  Great  Falls;  Eugene  J. 
Scherba,  Helena;  Robert  K.  West,  Cut  Bank;  J.  Jerome 
Wildgen,  Kalispell;  M.  D.  Winter,  Miles  City;  R.  E.  Wirth, 
Missoula. 

ARTHRITIS  AND  RHEUMATISM  COMMITTEE:  F.  Hughes 
Crago,  Chairman,  Great  Falls;  Ralph  H.  Biehn,  Billings;  Don- 
ald G.  Fletcher,  Conrad;  John  F.  Fulton,  Missoula;  Thomas  J. 
Malee,  Glendive;  James  L.  Patterson,  Jr.,  Butte;  Eugene  J. 
Scherba,  Helena;  M.  D.  Winter,  Jr.,  Miles  City. 

COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICE:  George 
E.  Trobough,  Chairman,  Anaconda;  L.  Clayton  Allard,  Billings; 
Daniel  W.  Babcock,  Missoula;  Roger  D.  Mason,  Conrad; 
Warren  J.  McKinstry,  Missoula;  Gerald  E.  Rowen,  Miles  City; 

C.  H.  Swanson,  Jr.,  Columbus;  G.  D.  Carlyle  Thompson, 
Helena,  Ex-officio. 

COMMITTEE  ON  HIGHWAY  SAFETY:  James  C.  Shields, 
Chairman,  Butte;  Alfred  M.  Lueck,  Livingston;  John  J. 
Malee,  Anaconda;  Edward  C.  Maronick,  Helena;  William  J. 
McDonald,  Missoula;  Robert  J.  McGregor,  Great  Falls;  James 

D.  Morrison,  Billings;  R.  W.  Poundstone,  Dillon. 

ADVISORY  COMMITTEE  TO  INDUSTRIAL  ACCIDENT 
BOARD;  James  J.  McCabe,  Chairman,  Helena;  Perry  M.  Berg, 
Billings;  John  G.  Davidson,  Butte;  John  A.  Evert,  Missoula; 
Robert  F.  Muller,  Kalispell;  Wyman  J.  Roberts,  Great  Falls. 
COMMITTEE  ON  MEDICO-LEGAL  INSTITUTE:  Winfield  S. 
Wilder,  Great  Falls. 

COMMITTEE  ON  POSTGRADUATE  MEDICAL  EDUCATION: 

Deane  C.  Epler,  Chairman,  Bozeman;  William  E.  Butler, 
Billings;  George  T.  R.  Fahlund,  Great  Falls;  A.  C.  Knight, 
Galen;  Donald  O.  Schultz,  Helena;  G.  D.  Carlyle  Thompson, 
Helena,  Ex-officio. 

RESOLUTIONS  COMMITTEE:  I.  J.  Bridenstirie,  Chairman, 
Missoula;  Charles  P.  Brooke,  Missoula;  B.  J.  Heetderks,  Jr., 
Bozeman;  Edward  C.  Maronick,  Helena;  Charles  H.  Steele, 
Great  Falls. 

COMMITTEE  ON  SCHOOL  HEALTH:  John  E.  Minckler, 
Chairman,  Missoula;  Ray  O.  Bjork,  Helena;  F.  Hanly  Burton, 
Butte;  Edward  A.  Hagmann,  Billings;  Earl  L.  Hall,  Great 
Falls;  Carl  W.  Hammer,  Bozeman;  Robert  W.  Hansen,  Mis- 
soula; Chester  W.  Lawson,  Havre;  Richard  H.  McLaren, 
Dillon;  Raymond  W.  Polk,  Miles  City. 

ADVISORY  COMMITTEE  ON  STATE  INSTITUTIONS:  Amos 
R.  Little,  Jr.,  Chairman,  Helena;  George  J.  Gelernter,  Great 
Falls;  Philip  D.  Pallister,  Boulder;  Paul  J.  Seifert,  Jr.,  Libby; 
Robert  J.  Spratt,  Warm  Springs. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to 
fit  the  most  difficult 
coses.  An  expert 
eye-maker  is  in  our 
office  at  all  times  to 
give  your  patients 
the  satisfaction  they 
must  have.  In  busi- 
ness since  1 906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  MA.  3-5638 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


Nevada  State  Medical  Association 

Annual  Meeting,  September  7-10,  1960 
Las  Vegas 

President:  Ernest  W.  Mack,  Reno. 

President-elect:  Wesley  W.  Hall,  Reno. 

Secretary-Treasurer;  William  A.  O’Brien,  III,  Reno. 

Delegate  to  American  Medical  Association:  Wesley  W.  Hall. 
Reno;  alternate:  Earl  N.  Hillstrom,  Reno. 

Executive  Committee;  Roland  Stahr,  Reno;  Ernest  W.  Mack. 
Reno;  William  A.  O’Brien,  III,  Reno;  Wesley  W.  Hall,  Reno, 
Earl  N.  Hillstrom,  Reno;  Stanley  L.  Hardy,  Las  Vegas;  Thomas 
S.  White,  Boulder  City;  John  M.  Read,  Elko;  John  M.  Moore. 
East  Ely;  William  M.  Tappan,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.  O.  Box  2790,  Reno; 
telephone  FA.  3-6788. 

See  January,  1960,  issue  for  complete  list  ciE  committees. 

New  Mexico  Medical  Society* 

Annual  Meeting,  May  10-13,  1960 
Albuquerque 

President:  Lewis  M.  Overton,  Albuquerque. 

President-elect:  Allan  L.  Haynes,  Clovis. 

Vice  President:  William  E.  Badger,  Hobbs. 
Secretary-Treasurer:  Thomas  L.  Carr,  Albuquerque. 
Councilors:  Wendell  H.  Peacock,  Farmington,  1960;  George  W. 
Prothro,  Clovis,  1960;  Gerald  A.  Slusser,  Artesia,  I960:  W.  J. 
Hossley,  Deming,  1961;  Guy  E.  Rader,  Albuquerque,  1961; 
Robert  P.  Beaudette,  Raton,  1962;  William  R.  Oakes,  Los 
Alamos,  1962. 

Delegate  to  American  Medical  Association:  Earl  L.  Malone. 
Roswell,  1960;  Alternate:  Samuel  R.  Ziegler,  Espanola,  1960. 
Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  National 
Bank  Building,  Albuquerque;  telephone  CH.  2-2102. 

The  Utah  State  Medical  Association 

Annual  Session,  September  21-23,  1960 
Salt  Lake  City 

President:  I.  Bruce  McQuarrie,  Ogden. 

President-elect:  Wallace  S.  Brooke,  Salt  Lake  City. 

Secretary:  J.  Poulson  Hunter,  Salt  Lake  City,  1961. 

Treasurer:  R.  M.  Dalrymple,  Salt  Lake  City,  1960. 

Councilors:  Box  Elder,  D.  L.  Bunderson,  Brigham  City,  1960; 
Cache  Valley,  C.  J.  Daines,  Logan,  1960;  Carbon  County,  A.  R. 
Demman,  Helper,  1961;  Central  Utah,  Gaylord  A.  Buchanan, 
Richfield,  1962;  Salt  Lake  County,  R.  W.  Sonntag,  Salt  Lake 
City,  1959;  Southern  Utah,  J.  S.  Prestwich,  Cedar  City,  I960: 
Uintah  Basin,  R.  Bruce  Christian,  Vernal,  1961;  Utah  County, 
Ralph  E.  Jorgenson,  Provo,  1962;  Weber  County,  Wendell  J. 
Thomson,  Ogden,  1961. 

Executive  Committee:  I.  Bruce  McQuarrie,  Ogden;  U.  R. 
Bryner,  Salt  Lake  City;  Wallace  S.  Brooke,  Salt  Lake  City; 
J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M.  Dalrymple, 
Salt  Lake  City. 

Delegate  to  American  Medical  Association:  Kenneth  B. 
Castleton,  Salt  Lake  City;  Alternate,  Drew  Petersen,  Ogden. 
Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East  Street,  Salt  Lake  City  2;  telephone  EL.  5-7477. 

See  February,  1960,  issue  for  complete  list  of  committees. 

Wyoming  State  Medical  Society 

Annual  Session,  September  7-10,  1960 
Jackson  Lake  Lodge 

President:  Benjamin  Gitlitz,  Thermopolis. 

President-elect:  Francis  A.  Barrett,  Cheyenne. 

Vice  President:  S.  J.  Giovale,  Cheyenne. 

Secretary:  F.  H.  Haigler,  Casper. 

Treasurer:  C.  D.  Anton,  Cheyenne. 

Councilors:  Albany  County,  B.  J.  Sullivan,  Laramie,  1960; 
Carbon  County,  Guy  M.  Halsey,  Rawlins,  1960;  Converse 
County,  Roman  J.  Zwalsh,  Glenrock,  1960;  Fremont  County, 
Bernard  D.  Stack,  Riverton,  1960;  Goshen  County,  O.  C.  Reed, 
Torrington,  1962;  Laramie  County,  David  M.  Flett,  Cheyenne, 
1962;  Natrona  County,  Roy  Holmes,  Casper,  1962;  Sheridan 
County,  Ralph  Arnold,  Sheridan,  1962;  Sweetwater  County, 
R.  C.  Stratton,  Green  River,  1961;  Teton  County,  D.  G.  Mac- 
Leod, Jackson,  1961;  Uinta  County,  J.  S.  Hewell,  Evanston, 
1961;  Northeastern  Wyoming,  Virgil  Thorpe,  Newcastle,  1961: 
Northwest  Wyoming,  John  Froyd,  Worland,  1960. 

Delegate  to  A.M.A.:  A.  T.  Sudman,  Green  River;  Alternate 
Delegate  to  A.M.A.:  B.  J.  Sullivan,  Laramie. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Box  2036,  Chey- 
enne: telephone  2-5525. 

See  February,  1960,  issue  for  complete  list  of  committees. 

•Committee  lists  for  all  participating  states  will  appear  in 
— ■b-ea -ent  issues. 
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WANT  ADS 


FOR  SALE:  McKesson  B.M.R.  (new),  $100.  Burton  spot- 
light, $15.  American  Examining  Table  (like  new), 
$150.  Sclar  Tompkins  Suction  unit  with  stand,  $100. 
E.N.T.  Chair  (like  new),  $30.  Baumonometer,  $20. 
Cameron  Surgical  Office  Unit,  $60.  Microtherm  (Ray- 
theon), value  $700,  $275.  Malco  Stethotrom,  $30.  Pro- 
fessional baby  scale,  $15.  Call  or  write  Harry  G. 
Knapp,  M.D.,  Rifle,  Colorado.  2-TF 


EXCELLENT  SOLO  GENERAL  PRACTICE  for  sale 
in  Colorado  Western  Slope  city.  Office  lease  avail- 
able. For  further  information  please  write  Box  4-42, 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver  2.  4-42 


GENERAL  PRACTITIONER’S  office  for  sale  or  lease, 
40  W.  Alameda,  Denver.  Building  approximately  15 
years  old,  recently  remodeled  and  air  conditioned. 
Approximately  750  square  feet.  Possibility  of  assum- 
ing large  portion  of  present  neighborhood  and  indus- 
trial practice.  Present  owner  moving  to  Englewood 
to  practice  with  another  physician.  Write:  Box  3-4TF, 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver.  3-4TP 


EARNEST  DRUG 


217  16th  Street 

Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 


FRESH— CLEAN — COMPLETE 
PRESCRIPTION  STOCK 


Free  Delivery 


FOR  RENT  OR  LEASE:  New  professional  building 
now  under  construction,  office  space  available  ap- 
proximately July  1,  1960.  Located  at  44th  and  Teller. 
For  information  write  Raymond  J.  Delio,  6506  W.  25th 
Ave.,  Edgewater,  Colo.  4-14 


ATTENTION!  PHYSICIANS,  surgeons,  specialists. 

New  addition  nearing  completion  in  the  modern,  air- 
conditioned  Arvada  West  Professional  Building,  con- 
taining occupied  prescription  pharmacy  and  three 
dentists.  Space  available  for  eight  doctors  in  the  new 
addition,  with  planned  partitioning  to  suit.  Near  new 
million  dollar  Arvada  Square  shopping  center.  Arvada 
has  a population  of  21,000  people  and  is  the  fastest 
growing  suburban  city  in  the  Denver  metropolitan 
area,  with  only  six  medical  doctors  at  present.  Write 
or  phone  Mr.  O.  S.  Forsberg,  c/o  Forsberg  Develop- 
ment Company,  10010  W.  5th  Place,  Arvada  (Denver), 
Colorado.  Phone;  Arvada,  HArrison  4-4455.  4-21 


GLEN  VALLEY  NURSING  HOME:  New  ultra-modern 
fireproof  40-bed  nursing  home  now  taking  reserva- 
tions for  private,  semi-private,  and  three-bed  rooms. 
For  further  information  write  Glen  Valley  Nursing 
Home,  21st  and  Blake,  Glenwood  Springs,  Colorado, 
or  call  Whitney  5-5476.  4-31 


A COLORADO  CLINIC  desires  physician  trained  in 
field  of  Internal  Medicine  to  fill  in  for  member  on 
one  year  leave  of  absence  starting  July  1,  1960. 

Probable  that  mutually  acceptable  physician  would 
be  retained,  as  Clinic  has  need  presently  for  such 
services.  Write:  Box  3-lTP,  Rocky  Mountain  Medical 
Journal,  835  Republic  Building,  Denver  2.  3-lTP 


SECLUDED  LIVING  in  beautiful  Forest  Heights.  2% 
to  5-acre  estate  tracts.  1%  miles  east  from  U.S.  85- 
87  at  Monument  clover  leaf  on  state  highway  50. 
Covered  with  Ponderosa  pine.  Panoramic  view.  Ample 
water.  $2,500  per  tract  with  terms.  Raymond  H. 
Schreiner,  owner.  819  Security  Building,  Denver  2, 
Colorado.  CHerry  4-2904  or  GRand  7-1969.  2-43 


NEVADA  COMMUNITIES  seeking  physicians  include 
Wells,  Carlin,  Austin,  Beatty,  Pioche,  and  Haw- 
thorne. Write  Mr.  Nelson  B.  Neff,  Executive  Secre- 
tary, Nevada  State  Medical  Association,  P.O.  Box  2790, 
Reno,  Nevada,  for  further  information  regarding  these 
opportunities.  5tf 


VACANY  in  Denver  Medical  Clinic,  1401  Jackson,  be- 
cause of  illness.  F'our  rooms,  reception  room  and 
other  facilities,  including  large  off  street  parking. 
You  pay  only  rent  and  one-third  share  of  receptionist 
salary.  Full  use  of  Clinical  and  X-ray  Laboratory  serv- 
ice including  supplies.  Lease  if  desired.  For  details 
call  DExter  3-6939.  7-TF 


UNUSUAL  OPPORTUNITY.  Specialist  wanted  for  asso- 
ciation with  general  practitioner.  Will  consider 
pediatrician.  Full  use  of  x-ray  and  laboratory  equip- 
ment. Two  treatment  rooms,  one  furnished.  Share 
nurse.  Located  in  busy  Pearl  Mack  shopping  center, 
7069  Pecos,  Medical  Dental  office.  Contact  Feme 
Lapan,  HA  9-3529,  or  HA  9-5496.  Personal  interviews 
only.  1-lTF 


VERY  LARGE  PRACTICE  for  sale  in  town  of  12,000, 
serving  a population  of  60,000.  Rent  in  new  building 
$115.00.  Pour  large  rooms  fully  equipped  with  two 
examination  tables.  X-ray,  Thermo  Copying  machine, 
etc.  Doctor  deceased  August  5,  1959.  Write  Box  868, 
Durango,  Colorado.  11-5TF 


M.D.,  AGED  30,  returning  from  service  in  Indonesia. 

desires  locum  tenens  or  association  with  Christian 
physicians  beginning  about  August,  1960.  Licensed  in 
Colorado  and  Kansas,  married,  two  children.  Write: 
Herbert  Friesen,  M.D.,  Pakis/Taju,  Java,  Indonesia. 
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10:1525,  Sept.  1959.  7.  Pennington,  V.  M.  (135  patients):  Meprobamote- 
benactyzine  (Deprol)  In  the  treatment  of  chronic  brain  syndrome,  schizo- 
phrenia and  senility.  J.  Am.  Geriatrics  Soc.  7:656,  Aug.  1959.  8.  Rickels, 
K.  and  Ewing,  J.  H.  (35  patients):  Deprol.  in  depressive  conditions.  Dis. 
Nerv.  System  20:364,  (Section  One),  Aug.  1959.  9.  Ruchwarger,  A.  (87 
patients):  Use  of  Deprol  (meprobamate  combined  with  benactyzine  hydro- 
chloride) in  the  office  treatment  of  depression.  M.  Ann.  District  of 
Columbia  28:438,  Aug.  1959.  10.  Settel,  E.  (52  patients):  Treatment  of 
depression  in  the  elderly  with  a meprobamate-benactyzine  hydrochloride 
combination  (Deprol).  Antibiotic  Med.  & Clin.  Therapy  7:28,  Jan.  1960. 

II.  Splitter,  S.  R.  (84  patients):  The  core  of  the  anxious  and  the  depressed. 
Submitted  for  publication,  1959. 


PATtCNTS 

o4 


CUMULATIVE 
IMPROVEMENT 
I RATE 

(CROSS-OVER  TECHNIOt 


ULTIMATE 
RECOVERY 
WITH  DEPROL 
76.5% 


DAYS  10  21  31  ' 

I Ref..McCtur«  (Am.  Pract.  & Digest  Treat.  lOslsas,  Sept.  1959)a 


Dosage:  Usual  starting  dose  is  1 tablet  Q.i.d.  When  necessary, 
this  may  be  gradually  increased  up  to  3 tablets  q.i.d. 
Composition : 1 mg.  2-diethylaminoethyl  benzilate  hydrochlo- 
ride (benactyzine  HCl)  and  400  mg.  meprobamate. 

Supplied:  Bottles  of  50  light-pink,  scored  tablets.  Write  for 
literature  and  samples. 


WALLACE  LABORATORIES  / New  Brunswick,  N.  J. 


Maximal  Absorption 

Acid  stable,  highly  soluble 

Maximal  Blood  Levels 
Maximal  Flexibility 

May  be  administered  without  regard  to  meals. 
However,  highest  absorption  is  achieved 
when  taken  just  before  or  between  meals. 

Maximal  Oral  Indications 

Indicated  in  infections  caused  by 
streptococci,  pneumococci,  susceptible 
staphylococci,  and  gonococci 


DOSAGE;  For  moderately  severe  conditions,  125  to  250 
mg.  three  times  daily.  For  more  severe  conditions,  500 
mg.  as  often  as  every  four  hours  around  the  clock. 

NOTE;  To  date,  MAXIPEN  has  not  shown  less  allergic 
reactions  than  older  oral  penicillins.  Usual  precautions 
regarding  penicillin  administration  should  be  observed. 

SUPPLIED:  MAXIPEN  TABLETS,  scored,  125  mg.  (200,000 
units),  bottles  of  36;  250  mg.  (400,000  units),  bottles  of 
24  and  100  tablets.  MAXIPEN  FOR  ORAL  SOLUTION;  re- 
constituted each  5 cc.  contains  125  mg.  (200,000  units), 
in  60  cc.  bottles. 


r , COMPARATIVE  ORAL  SERUM  LEVELS* ' 

y '<  I Pasting  and  Nor«.r^astfng  States  /290N^0os»  . J 


*■83560  on  3294  individual  serum  antibiotic  deter- 
minations. Complete  details. available  on  request. 


MAXIPEN,  the  orally  maximal  penicillin, 
is  S triumph  of  man  over  molecule;  a 
product  of  Pfizer  Research 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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Flavorful  fare  your  patient  will  welcome! 

The  secret  of  a successful 
high  protein  diet  is  acceptance 


The  acceptance  of  any  diet  de- 
pends on  its  appetite  appeal. 
Your  high  protein  diet  patients 
should  find  these  dishes  both 
tempting — and  economical  . . . 
like  the  fluffy  omelet  above, 
folded  over  penny-sliced  frank- 
furters. Ground  meat,  flaked 
fish  or  cheese  are  also  rich  (but 
inexpensive)  sources  of  protein. 


A mixed  green  salad  topped  gen- 
erously with  thinly  sliced  shoe- 
strings of  meat  and  cheese  is  a 
delicious  dish,  as  is  cottage 
cheese,  served  as  a salad  or 
spread  on  dark  bread.  And  egg 
white  whipped  into  fruit  juice 
makes  a frothy  flip — while  an 
assortment  of  fruit  and  cheese 
makes  a satisfying  dessert. 


United  States  Brewers  Foundation 

If  you’d  like  reprints  of  this  and  11  other  different  diet  menus  for  your  patients, 
write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  N.Y.  17,  N.Y. 


Protein,  0.8  grm.; 
calories,  104/8  oz.  glass 
(Average  of  American  Beers) 


With  your  approval, 
a glass  of  beer  can 
add  zest  to  your 
patient’s  diet. 
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New  Dianabol 
converts  protein 
to  working  weight 
in  wasting  or 
debiiitated  patients 


Mrs.  M.  R.,  75-year-old 
underweight  patient: 


forces  mercury  column  14  mm. 
higher  in  cuff-compression  test 


of  muscle  strength; 


feels  better  than  she  has 
in  2 years. 


Dianabol  is  a new  tissue-building  agent  with  distinct 
advantages  over  previous  compounds  of  this  type. 

By  aiding  the  deposition,  synthesis,  and  utilization  of 
protein,  Dianabol  affords  these  benefits  in  the  underweight 
elderly  patients  with  or  without  serious  disease  and  in 
patients  who  are  chronically  ill  or  convalescent: 

• Rebuilds  tissue  and  improves  appetite,  thus  promoting 
lean  weight  gain. 

• Restores  tone  to  weak,  flabby  musculature. 

• Speeds  healing  of  wounds;  hastens  postoperative 
recovery  and  convalescence  from  a variety  of  diseases. 

• Strengthens  skeletal  structure;  often  relieves  pain 
and  increases  mobility  in  osteoporosis. 

• Improves  general  physical  status;  helps  to  revive  a sense 
of  well-being. 

Economical,  convenient  to  administer,  and  almost  without 
virilizing  effects,  Dianabol  overcomes  the  disadvantages 
that  have  restricted  use  of  tissue-building  compounds  in  the 
past.  Older  patients,  whose  funds  are  often  limited, 
will  particularly  welcome  the  low  cost  of  Dianabol 
therapy —in  most  cases  only  9 to  17  cents  a day. 

Complete  information  available  on  request. 
supplied:  Tablets,  5 mg.  (pink,  scored);  bottles  of  100. 


Photos  used  with  permission 
of  the  patient. 


SUMMIT.  NEW  JERSEY 


Dianabol’ 

T 

(methandrostenolone  Cl  BA) 

i 

New,  orally  effective  tissue  builder 

Converts  protein  to  working  weight 

in  wasting  or  debilitated  patients 
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she  calls  it  “nervous  indigestion” 


diagnosis:  a wrought-up  patient  with  a functional 
gastro-intestinal  disorder  compounded  by  inade- 
quate digestion,  treatment:  reassurance  first,  then 
medication  to  relieve  the  gastric  symptoms,  calm 
the  emotions,  and  enhance  the  digestive  process, 
prescription:  new  Donnazyme—providing  the  mul- 
tiple actions  of  widely  accepted  Donnatal®  and 
Entozyme®— two  tablets  t.i.d.,  or  as  necessary. 


Each  Donnazyme  tablet  contains 
—In  the  gastric-soluble  outer  layer:  Hyoscyamine 
sulfate,  0.0518  mg.;  Atropine  sulfate,  0.0097  mg.; 
Hyoscine  hydrobromide,  0.0033  mg.;  Phenobarbi- 
tal  {Vq  gr.),  8.1  mg.;  and  Pepsin,  N.  F.,  150  mg. 
In  the  enteric-coated  core:  Pancreatin,  N.  F.,  300 
mg.,  and  Bile  salts,  150  mg. 


ANTISPASMODIC  - SEDATIVE  - DIGESTANT 

DONNAZYi^E 


A.  H.  ROBINS  COMPANY,  INCORPORATED  • RICHMOND  20,  VIROINIA 


YOU'RE  WRNTEn 


AS  A STOCKHOLDER 
AND  POLICYHOLDER 


in  Empire  Casualty  ...  if  you  ore  a member 
of  the  Colorado  State  Medical  Society.  With 
Empire  Casualty  you  have  more  complete 
insurance  coverage  with  low  rates  based  on 
actual  loss  experience.  If  you  are  not  now 
a stockholder  or  policyholder  in  Empire 
Casualty  ...  We  invite  you  to  send  for  a 
prospectus  ...  or  call  us  at  your  convenience. 


Write  or  call  Carl  W.  Ohiin 
for  immediate  action  and  full  particulars 


Operating  Management 


Insurance  Departmeni 


Garrelftomrielil 


201  Security  Bldg. 


AComa  2-8G21 


EMPIRE 


calijalty  company 


DERONIE 

dexamethasone 

steroid  potential  confirmed  and 
fully  realized  in  bronchial  asthma 


S-413 


A biochemical  compound 
used  to  diminish  intestinal 
gas  in  healthy  persons 
and  those  patients  having 
digestive  disorders  ■ 


KAliUSE 


Each  Kanulase  tablet  contains  Dorase* 
320  units, combined  with  pepsin,  N.F., 
150  mg.;  glutamic  acid  HCI,  200  mg.; 
pancreatin,N.F.,500mg.;oxbiIeextract, 
100  mg.  Dosage:  1 or  2 tablets  at  meal- 
time. Supplied:  Bottles  of  50  tablets. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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TofrSnir 

brand  of  imipramine  HCl 


In  the  treatment  of  depression 
Tofranil  has  established  the  remark- 
able record  of  producing  remission 
or  improvement  in  approximately 
80  per  cent  of  cases. ' 

Tofranil  is  well  tolerated  in  usage— 
is  adaptable  to  either  office  or 
hospital  practice— is  administrable 
by  either  oral  or  intramuscular  routes. 

Tofranil 

a potent  thymoleptic . . . 
not  a MAO  inhibitor. 

Does  act  effectively  in  all  types  of 
depression  regardless  of  severity 
or  chron  icily. 

Does  not  inhibit  monoamine 
oxidase  in  brain  or  liver;  produce 
CNS  stimulation;  or  potentiate  other 
drugs  such  as  barbiturates  and 
alcohol. 

Detailed  Literature  Available  on 
Request. 


Tofranil®  brand  of  imipramine  HCl:  tablets  of 
mg.,  bottles  of  100.  Ampuls  for  intramuscular 
administration  only,  each  containing  25  mg.  in 
2 cc.  of  solution,  cartons  of  10  and  50. 


References:  1.  Ayd,  E J.,  Jr.:  Bull.  School  Med., 
Univ.  Maryland  44:29,  1959.  2.  Azima,  H., 
and  Vispo,  R.  H.;  A.M.A.  Arch.  Neurol. 

& Psychiat.  81:658,  1959.  3.  Lehmann,  H.  E.  ; 
Cahn,  C.  H.,  and  de  Verteuil,  R.  L.:  Canad. 
Psychiat.  A.  J.  3:155,  1958.  4.  Mann,  A.  M. 
and  MacPherson,  A.  S.:  Canad.  Psychiat. 

A.  J.  4:38,  1959.  5.  Sloane,  R.  B. ; 

Habib,  A.,  and  Batt,  U.  E.:  Canad.  M.A.J. 
80:540,  1959.  6.  Straker,  M.:  Canad.  M.A.J. 
80:546,  1959.  7.  Strauss,  H.:  New  'Vhrk  J.  Med. 
39:2906,  1959. 
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greater 

activity 


unsurpassed  G.I. 
toleration 


sustained 
peak  action 


extra-day  protection 
against  relapse 


NOW... THE  EXTRA  BENEFITS  OF  BROAD-SPECTRUM 

De  clomycin 

Demethyichlortetracycline  Lederle 


IN  THE  NEW, 
CHERRY-FLAVORED 


75  mg./5  cc.  tsp.,  in  2 fl. 
oz.  bottle— 3-6  mg.  per  lb. 
daily  in  four  divided  doses 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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V/t  Grs-  Ea, 
FLAVORED 


a family  tradition 


There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world's  first  aspirin. 

And  like  Bayer  Aspirin,  Bayer  Aspirin  for  Chil- 
dren is  quality  controlled.  No  other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
Bayer.  This  assures  uniform  excellence  in  both 
forms  of  Bayer  Aspirin. 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children  — 114  grain  flavored 
tablets- Suppried  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 


New 

GRIP-TIGHT  CAP 
for  Children’s 
Greater  Protection 


THE  BAYE^  COMPANY,  DIVISION  OP  STERUINO  DRUG  INC,,  1460  BROADWAY,  NEW  YORK  18.  N-  Y. 
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THE  HOSPITAL  BENEFIT  ASSURANCE  PLAN 
GUARANTEED  RENEWABLE 


FOR  LIFE 


; A.  LIFE  insurance  company 

*•  ....  O.SABU.TV  CAPUAI  sjoc  ^ ^Lp-ne  8-4888 


IS, 


May  1,  I960 


f 


Dear  Doctor: 

There  may  be  ^istlrr^ or  one  of  your 

TZ  re,ueatins 

patients  *ho  is  Life  insurance,  tu 

inla  is  a *Len  Issuing  guaranteed 

is  equally  i®P  Surgical  coverage. 

PenewaWe  Hospital- 

All  Hospital-surgical  proteo  1 

fs  suaranteed  P-e«aWe  , ip  one 

assured  that  when  a poi  y to 

nf  vour  patients,  he  ha  policies  cannot 

of  your  P renewal.  Our  P develops 

determine  its  i ^„r.«nv  if  ibe  patient 

rcrourdi^^----^ 

medical  care. 

Vie  h“P®  ’■*’y^„/to''urdersLnd  our  need  for  accurate 
rX!  Ttne  ti.e  Of  issue. 

Very  truly  yours, 


Duke  R.  Gaskins,  M.D. 

Medical  Director 


DRG;rme 


Offices  in: 

Suite  3, 1045  Acoma  Street 
Denver,  Colorado 
422  Continental  Bank  Building 
Salt  Lake  City,  Utah 


'1 
It." 

I Msl 
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PROVEN  EFFECTIVE  WITH  THOUSANDS  OF  PATIENTS 


escribe  i , 

jsolyte 

ISOLYTE  contains  in  each  100 
mi.:  Sodium  Acetate  N.F.  0.64- 
Gm.*;  Sodium  Chioride  U.S.P. 
0.5  Gm.;  Potassium  Chioride 
U.S.P.  0.075  Gm.;  Sodium  Cit- 
rate U.S.P.  0.075  Qm.*;  Calcium 
Chloride  U.S.P.  0.035  Gm.;  Mag- 
nesium Chioride  Hexahydrate 
0.031  Gm. 

* Bicarbonate  precursors 


I 


} 


DON  BAXTER,  INC. 


GLENDALE.  CALIFORNIA 


FdDffi  SnMIUILTAMIEdBIUS  nMIMlUMESATEdDM 
A(GMKJSt4  BESEi^SIESg 

Poliomyelitis  -Diphtheria-Pertussis  -Tetanus 


PEDI-ANTICS 


OUlZ 
DOCTOR. 


/WHAT^y 

/a  \ 

USED  \ 

TETRAV/AX...  ] 

( pleasant 

1 -TWO  / 

\sURPR\SBlj 

' SHOTS  / 

IN  / 

ONE. 


we 

ONLY 

. , OOT  TO 

(ye?/  KICK  UP 
ONE 

1 \/1  PUSS, 

I I INSTEAO 
//  / \ OF  THE 

USUAL 
TWO! 


THAT'S 
BBCAUBB 
you 

ONLY 
SOT 

ONE  SHOT, 

INSTEAD 
OF 

TWO..! 


TETRAVAX 

DIPHTHERIA  AND  TETANUS  TOXOIDS  WITH  PERTUSSIS  AND  POLIOMYELITIS  VACCINES 


/loiti  yow  ca?2  immunize  against  more  diseases . . . with  fewer  injections 


Dose : 1 cc. 

Supplied : 9 cc.  vials  in  clear  plastic  cartons.  Pack- 
age circular  and  material  in  vial  can  be  examined 
without  damaging  carton.  Expiration  date  is 
on  vial  for  checking  even  if  carton  is  discarded. 

For  additional  information,  write  Professional  Services,  Merck  Sharp  & Dohme,  West  Point,  Pa. 


TETRAVAX  IS  A TRADEMARK  OF  MERCK  & CO.,  INC. 

MERCK  SHARP  & DOHME,  DIVISION  OF  MERCK  & CO..  Inc.,  WEST  POINT,  PA. 
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For  topical  infections, 

choose  a ‘B.  W.  & Co.” ‘SPORIN’. . . 


Each  gram  contains:  Neomycin  Sulfate 5 mg. 

‘Aerosporin’®  brand  Polymyxin  B Sulfate  5,000  Units  Hydrocortisone  (1%)  10  mg. 

Zinc  Bacitracin 400  Units  in  a special  petrolatum  base. 


Each  gram  contains:  Neomycin  Sulfate 5 mg. 

‘Aerosporin’®  brand  Polymyxin  B Sulfate  5,000  Units  Hydrocortisone  (1%)  10  mg. 


Each  gram  contains: 

‘Aerosporin’®  brand  Polymyxin  B Sulfate  5,000  Units  Zinc  Bacitracin 400  Units 

Neomycin  Sulfate 5 mg.  in  a specitd  petrolatum  base. 


Each  gram  contains: 

‘Aerosporin’®  brand  Zinc  Bacitracin 500  Units 

Polymyxin  B Sulfate 10,000  Units  in  a special  petrolatum  base. 


BURROUGHS  WELLCOME  & €0.  {U.S.A.)  INC.,  Tmkwkm,  N.  Y. 
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NE3W  AND  EXCLUSIVE 


FOR  SUSTAINED 
TRANQUILIZATION 


MILTOWN®  {meprobamate)  now  available 
in  400  mg.  continuous  release  capsules  as 


JUST  ONE  CAPSULE  LASTS  ALL  DAY 


HIOHER  POTENCY 

FOR  OREATER  CONVENIENCE 


• relieves  both  mental  and  muscular  tension 
without  causing  depression 

• does  not  impair  mental  efficiency,  motor 
control,  or  normal  behavior 

Usual  dosage:  One  capsule  at  breakfast, 

one  capsule  with  evening  meal 

Available:  Meprospan-400,  each  blue  capsule  contains 
400  mg.  Miltown  (meprobamate) 

Meprospan-200,  each  yellow  capsule  contains 
200  mg.  Miltown  (meprobamate) 

Both  potencies  in  bottles  of  30. 

iJJ^WALLACE  LABORATORIES^  New  Brunswick,  N.  J. 


CME-»42e 
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more  gastric  acid 
neutralized  faster. . . with 
new 


ACID  NEUTRALIZATION  WITH 
LEADING  ANTACID  TABLETS 
(PER  GRAM  OF  INGREDIENTS)! 


GREATLY  HEIGHTENED  REACTIVITY 

to  acid  characterizes  the  action  of  New  Creamalin  Ant- 
acid Tablets.^  ^ They  act  faster  and  longer  than  other 
leading  tablets  and  neutralize  considerably  more  acid.^ 
These  tablets  provide  virtually  the  same  effects  as  a 
liquid^  with  the  convenience  of  a tablet.  New  Creamalin 
tablets  give  faster,  greater  and  more  prolonged  relief. 

Not  CONSTIPATINGp]^evf  Creamalin  Antacid 
Tablets  will  not  produce  “acid  rebound”  or  alkalosis. 
They  have  a pleasant  taste. 


Creamalin,  trademark  reg.  U.  S.  Pat.  Off. 


EACH  NEW  CREAMALIN  ANTACID 

TABLET  contains  320  mg.  of  specially  processed, 
highly  reactive,  short  polymer  dried  aluminum  hydrox- 
ide gel  (stabilized  with  hexitol),  with  75  mg.  of  mag- 
nesium hydroxide. 


Adult  dosage:  Gastric  hyperacidity— 2 to  4 tablets  as  neces- 
sary. Peptic  ulcer  or  gastritis— 2 to  4 tablets  every  two  to 
four  hours.  Tablets  may  be  chewed,  swallowed  whole  with 
water  or  milk,  or  allowed  to  dissolve  in  the  mouth. 


How  Supplied:  Bottles  of  50,  100,  200  and  1000. 


1.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter, 
M.  L.:  /.  Am.  Pharm.  A.  (Scient.  Ed.)  48:380, 
July,  1959.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P., 
and  Tainter,  M.  L.:  /.  Am.  Pharm.  A.  (Scient. 
Ed.)  48:384,  July,  1959. 


LABORATORIES 
New  York  18,  N.  Y 


FOR  PEPTIC  ULCER  • GASTRITIS  • GASTRIC  HYPERACIDITY 


Bulazolidin' 

brand  of  phenylbutazone 


Ten  years  of  experience  in  countless 
cases— more  than  1700  published 
reports— have  now  established  the 
eminence  of  Butazolidin  among  the 
potent  non-hormonal 
antiarthritic  agents. 

Repeatedly  it  has  been  demonstrated 
that  Butazolidin : 

Within  24  to  72  hours  produces 
striking  relief  of  pain. 

Within  3 to  10  days  affords  a 
marked  improvement  in  mobility 
and  a significant  subsidence  of 
inflammation  with  reduction  of 
swelling  and  absorption  of  effusion. 

Even  when  administered  over 
months  or  years  Butazolidin  does 
not  provoke  tolerance  nor  produce 
signs  of  hormonal  imbalance. 

Butazolidin®  brand  of  phenylbutazone: 
Red-coated  tablets  of  100  mg. 

Butazolidin®  Alka:  Capsules  containing 
Butazolidin®  100  mg. ; dried  aluminum 
hydroxide  gel  100  mg.  ; magnesium  trisilicate 
150  mg.;  homatropine  methylbromide  1.25  mg. 
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The  choice  of  confidence... 


diagnostic  x-ray  equipment 
planned  for  private  practice! 


Few  who  purchase  x-ray  equipment  have 
time  to  thoroughly  test  the  quality  of  mate- 
rials, workmanship  and  technical  perform- 
ance offered  by  all  the  makes  of  x-ray  units. 
And  happily  this  is  not  necessary. 

The  manufacturer’s  reputation  is  worth 
more  than  anything  else  to  you  in  choosing 
x-ray  equipment,  one  of  the  most  complex 
professional  investments  you  will  ever  face. 

General  Electric  has  created  “just  what 
the  doctor  ordered”  in  the  200-ma  Patrician, 
in  terms  of  both  reasonable  cost  and  operat- 
ing qualities.  Here  diagnostic  x-ray  is  ideally 


tailored  to  private  practice.  Patrician  pro- 
vides everything  you  need  for  radiography 
and  iuoroscopy  — and  with  consistent  end 
results,  since  precise  radiographic  calibration 
is  as  much  a part  of  the  Patrician  combina- 
tion as  it  is  of  our  most  elaborate  installa- 
tions. For  complete  details  contact  your  G-E 
x-ray  representative  listed  below. 


Tigress  is  Out  Mod  imgorfmt  'Hvduef- 

GENERAL^  ELECTRIC 


DIRECT  FACTORY  BRANCHES 
BUTTE 

103  N.  Wyoming  St.  • Phone  2-5871 

DALLAS 

1616  Oak  Lawn  Avenue 
Riverside  1-1568-1589-1560 

DENVER 

3031  E.  40th  Ave.  • DUdley  8-4088 

SALT  LAKE  CITY 
215  S.  4th,  E.  • EMpire  3-2701 


RiSlBENT  REPRESENTATIVES 
ALBUQUEK«3UE 

C.  C.  CARTER,  708  California  St.,  S.E.  • Phone  3-3585 
BILLINGS 

M.  E.  BALE,  2725  Miles  Ave.  • ALpine  9-9660 
COLORADO  SPRINGS 

I.  S.  PRICE,  907  Skyway  Blvd.  • MElrose  2-0060 
EL  PASO 

T.  B.  MOORE,  8303  Magnetic  Street  • SKyline  g-4474 
mSSOULA 

J.  W.  TREDIK,  2404  Skyline  Dr.  • Phone  9-0055 


Doctor, 
do  you  know 
this  woman? 


3117  Beverly  Blvd.,  Los  Angeles  57,  Calif. 


Available  at  department  stores,  corset  shops  and  surgical  shops. 

COLORADO;  Boulder,  China  Jones;  Colorado  Springs,  Hibbard  and  Co.;  Denver,  Joslin's,  Denver  Dry  Goods  Com- 
pany, Geo.  Berbert  & Sons,  Inc.,  Gibson's  Surgical  Appliances;  Grand  Junction,  Marie's  c/o  Sweetbriar;  Greeley, 
The  Corset  Shop;  Loveland,  W & T Pharmacy;  Pueblo,  Pueblo  Surgical  Supply,  Southwest  Surgical  Seryice,  Crews- 
Beggs  • MONTANA:  Butte,  Burr  Store;  Great  Foils,  Buttrey's;  Helena,  Leaf  Lingerie  Shop;  Billings,  The  Malmin 
Shop  • NEVADA;  Las  Vegas,  Lillian's  • NEW  MEXICO:  Albuquerque,  Antene's  Shop,  Kistler  Collister  & Co.;  Las 
Cruces,  Popular  Dry  Goods  Company  • UTAH;  Ogden,  Orchid  Corset  Shop;  Provo,  Deon's;  Salt  Lake  City,  Robinson's 
Medical  Mart  • WYOMING:  Casper,  Kassis  Department  Store,  Porter's  Quality  Shop;  Cheyenne,  Dobbins  Women's 
Wear;  Torrington,  Veta's  Store  • ARIZONA:  Tucson,  Alice-Rae  Corset  Shop,  Blair  Surgical  Company;  Prescott, 
Gillis  Style  Shop. 


Among  your  patients  are  women 
who  complain  of  the  discomforts 
which  accompany  a large  or 
pendulous  bust.  Tell  these  women 
about  CORDELIA  OF  HOLLYWOOD 
custom-fitted  brassieres . . . 
constructed  with  no  wires  or 
excessive  elastic  to  interfere  with 
circulation. . .wide  one-piece  straps 
that  relieve  shoulder  pressure  by 
providing  support  directly  from  the 
base . . . easily  laundered,  attractive 
fabric  in  a multitude  of  styles.  Your 
patients  will  thank  you  for 
suggesting  this  problem-solver 
for  women  with  special  needs . . . 
there  is  a custom-fitted- 
CORDELIA  OF  HOLLYWOOD  brassiere 
for  every  individual. 


Featured  below  is  Style  #88, 


build  appetite 

with 

B complex 
vitamins 


prevent 

nutritional 

anemia 

with  ferric  pyrophosphate, 
a form  of  iron 
exceptionally 
we!! -tolerated 


in  taste-femptinff 
cherry  flavor 

Average  dosage,  1 teaspoonful 
(5  cc.)  contains: 


l-Lysine  HCI  .......  . 300  mg. 

Vitamin  Bia  Crystalline  ...  25  mcgm. 
Thiamine  HCI  (Bi)  .....  10  mg. 

Pyridoxins  HCI  (Be)  .....  5 rng. 

Ferric  Pyrophosphate  (Soluble)  250  mg. 
Iron  (as  Ferric  Pyrophosphate)  30  mg. 
Sorbitol  3.5  Gm. 

Atcohoi  ..........  ,75% 

Bottles  of  4 and  16  fi.  oi. 


promote 
protein  uptake 

with  the 

potentiating  effect 
of  I -Lysine  on 
low-grade 
protein  foods 


LEDERLE  laboratories,  a Division  of  AMERICAN  CYANAMiD  COMPANY,  Pearl  River,  New  York 
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51  to  49... it’s  a boy! 


94  to  6 BONADOXIN'stops  morning  sickness 


When  she  asks  “Doctor,  what  will  it 
he?”  you  can  either  flip  a coin  or  point 
out  that  51.25%  births  are  male.^  But 
when  she  mentions  morning  sickness, 
your  course  is  clear:  bonadoxin. 

For,  in  a series  of  766  cases  of  morning 
sickness,  seven  investigators  report  ex- 
cellent to  good  results  in  94%.^  More 
than  60  million  of  these  tiny  tablets 
have  been  taken.  The  formula:  25  mg. 
Meclizine  HCl  (for  antinauseant  ac- 
tion) and  50  mg.  Pyridoxine  HCl  (for 


metabolic  replacement).  Just  one  tablet 
the  night  before  is  usually  enough. 

BONADOXIN— DROPS  and  Tablets— are 
also  effective  in  infant  colic,  motion 
sickness,  labyrinthitis,  Meniere’s  syn- 
drome and  for  relieving  the  nausea  and 
vomiting  associated  with  anesthesia  and 
radiation  sickness.  See  pdr  p.  795. 

1.  Projection  from  Vital  Statistics,  U.S.  Govern- 
ment Dept.  HEW.  Vol.  48,  No.  14,  1958,  p.  398. 

2.  Modell,  Wj:  Drugs  of  Choice  1958-1959,  St.  Louis, 
C.  V.  Mosby  Company,  1958,  p.  347. 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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A significant  statement  about 
serum  cholesterol  and  dietary  fats 


It  is  now  well  recognized  that  serum  cholesterol  levels  in  man  can  be 
lowered  by  the  judicious  substitution  of  one  type  of  dietary  fat  for  another.  However, 
it  is  relevant  to  inquire  whether  a patient  can  be  assured  that  such  a radical  change  in 
his  dietary  habits  will  prevent  coronary  occlusion  or  a cerebral  vascular  accident. 
This  question  must  unfortunately  be  answered  in  the  negative,  for  it  has  not  been  proved 
that  lowering  the  level  of  serum  cholesterol  will  prevent  either  the  occurrence 
or  the  end-results  of  atherosclerosis.  At  the  present  time,  clear  proof  of  this 
proposition  still  seems  many  years  away.  Nevertheless,  there  are  many  reasons  for 
believing  that  there  is  some  connection  between  cholesterol  metabolism 
and  atherosclerosis,  and,  while  waiting  for  elucidation  of  this  relationship  by 
laboratory  workers,  it  seems  justifiable  to  apply  certain  dietary  procedures 
that  are  theoretically  harmless  and  possibly  beneficial. 


Excerpted  from  J.A.M .A.,  Aug.  29,  1959 
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FREE  Wesson  recipes,  available  in  quantity 

for  your  patients,  show  how  to  prepare  meats, 
seafoods,  vegetables,  salads  and  desserts  with 

poly-unsaturated  vegetable  oil.  Request  quantity 
needed  from  The  Wesson  People,  Dept.  N., 

210  Baronne  St.,  New  Orleans  12,  La. 


WESSON’S  IMPORTANT 

CONSTITUENTS 

Wesson  is  100%  cottonseed  oil . . . 
winterized  and  of  selected  quality 

Linoleic  acid  glycerides  (poly-unsaturated) 

50-55% 

Oleic  acid  glycerides  (mono-unsaturated) 

16-20% 

Total  unsaturated 

70-75% 

Palmitic,  stearic  and  myristic  glycerides  (saturated) 

25-30% 

Phytosterol  (predominantly  beta  sitosterol) 

0.3-0.5% 

Total  tocopherols 

0.09-0.12% 

Never  hydrogenated— completely  salt  free 

Each  pint  of  Wesson  contains  437-524  Int.  Units  of  Vitamin  E 


Where  a vegetable  (salad)  oil  is  medically  recom- 
mended for  a cholesterol  depressant  regimen, 
Wesson  is  unsurpassed  by  any  readily  available 
brand. 

To  be  effective,  a diet  must  be  eaten  by  the  patient. 
The  majority  of  housewives  prefer  Wesson,*  par- 
ticularly by  criteria  of  odor,  flavor  (blandness)  and 
lightness  of  color. 

Uniformity  you  can  depend  on.  Wesson  has  a poly- 
unsaturated content  better  than  50% . Only  the 
lightest  cottonseed  oils  of  highest  iodine  number  are 
selected  for  Wesson,  and  no  significant  variations 
in  standards  are  permitted  in  the  22  exacting  speci- 
fications required  before  bottling. 

*Reconfirmed  by  recent  tests  against  the  next  leading 
brand  with  brand  identifications  removed,  among  a 
national  probability  group. 
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Patent  #2748052 

for  medical  management  of  obesity 

The  different  amphetamine  combination  of  choice. . . 
even  in  many  cases  of  hyperthyroidism,  hypertension, 
coronary  artery  and  other  cardiovascular  diseases. 

OBETROL  incorporates  the  desired  action  of  amphetamines  with- 
out usual  drawbacks. 

OBETROL  Each  20  mg.  tablet  or  two  10  mg.  tablets  contain  safer, 
longer  acting  Methamphetamine  Saccharate  5 mg., 
with  Methamphetamine  Hydrochloride  5 mg.,  Ampheta- 
mine Sulfate  5 mg.,  Dextro  Amphetamine  Sulfate  5 mg. 

SUPPLIED:  in  10  mg.  and  20  mg.  tablets  in  bottles  of  100, 500,  and  1,000. 

Ref:  Plotz,  M.:  Modern  Management  of  Obesity.  J.A.M.A.  170:  1513-1515  (July  25)  1959. 
Available  on  prescription  at  all  leading  pharmacies. 

Write  today  for  clinical  samples. 
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SCHERING  writes  a 
new  chapter  in  diuretic 
& hypertension  therapy 


lowest  dosage -unexcelled  diuretic  activity 


selective  electrolyte  screening 

lower  potassium  excretion,  less  risk  of  digitalis  toxicity. ..maximum  sodium  output... 
balanced  sodium  and  chloride  excretion... 24-hour  effect  on  one  4 mg.  dose... signifi- 
cant antihypertensive  effect  alone,  potentiates  other  antihypertensive  drugs... 
more  economically  priced. ..dosage  less  than  1/100  of  chlorothiazide 
Packaging:  NAQUA  Tablets,  2 and  4 mg.  scored,  bottles  of  100  and  1000. 


for  mSXimUm  offoctivonoss  Recently,  Grlffithi  reported  that  V-Cillin 
K produces  antibacterial  activity  in  the  serum  against  penicUhn-sensitive  patho- 
gens which  is  vmsurpassed  by  any  other  form  of  oral  penicillin.  This  helps  explain 
why  physicians  have  consistently  found  that  V-CiUin  K gives  a dependable 
clinical  response. 

for  unmatched  speed  Peak  levels  of  antibacterial  activity  are  attained 

within  fifteen  to  thirty  minutes — faster  than  with  any  other  oral  penicillin.  ^ 

for  unsurpassed  safety  The  excellent  safety  record  of  V-Cfilin  K is 

weU  established.  There  is  no  evidence  available  to  show  that  any  form  of  peni- 
cillin is  less  allergenic  or  less  toxic  than  V-Cfilin  K. 

Prescribe  V-Cillin  K in  scored  tablets  of  125  and  250  mg.,  or  V-Cillin  K,  Pediatric, 
in  40  and  80-cc.  bottles. 

1.  Griffith,  R.  S.:  Comparison  of  Antibiotic  Activity  in  Sera  Following  the  Administration  of 
Three  Different  Penicillins,  Antibiotic  Med.  & CUn.  Therapy,  7;No.  2 (February),  1960. 

V-CILLIN  K®  (penicillin  V potassium,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

033001  ' 
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The  Golden 


N 1955,  the  Readers’  Digest  published  an 
article  about  the  family  doctor  by  Paul  de 
Kruif.  The  author  described  the  family  physi- 
cian of  today,  his  adequate  training  and  post- 
graduate study.  He  mentioned  that  any 
reader  wishing  such  a fam- 
ily doctor  should  contact  the 
office  of  American  Acad- 
Platter  emy  of  General  Practice. 

During  three  weeks  follow- 
ing publication,  70,000  letters  arrived  at  the 
Academy,  requesting  lists  of  such  physicians. 
A similar  article  followed  in  the  newspapers 
by  Dr.  Walter  Alvarez.  Again  the  Academy 
was  swamped.  The  American  people  obvious- 
ly want  friendly  and  competent  guidance  in 
their  medical  problems.  This  has  always  been 
true,  and  the  above  documentation  of  the 
fact  was  about  five  years  ago. 

It  must  be  more  true  than  ever  at  the 
present  time.  Families  do  not  have  dollars 
to  throw  around,  and  the  price  of  drugs  alone 
alerts  them  to  the  costs  of  medical  care.  And 
they  are  looking  critically  at  the  items  on 
hospital  bills.  One  patient,  for  example,  in- 
quired about  a single  hypodermic  injection 
for  which  a charge  of  $3.50  was  made.  He 
was  told  that  it  was  for  postoperative  nausea. 
“Doctor,”  said  he,  “I  wasn’t  that  nauseated!” 
Who  among  us  would  not  see  eye  to  eye  with 
him?  And  who  would  not  look  at  the  items 
on  a bill  of  over  $150.00  for  two  nights  and 
a day  in  the  hospital?  This  is  but  one  minor 
example  of  how  we  and  the  hospitals  are 
being  scrutinized  by  the  public.  If  the  people 
are  not  satisfied,  and  if  our  profession  does 
not  come  up  with  an  acceptable  answer,  the 
voters  are  liable  to  try  for  something  differ- 
ent. What,  they  will  say,  have  we  got  to  lose? 

Congressional  manna  with  the  name  of 
Forand,  or  some  other,  will  be  placed  before 
them  on  a golden  platter.  They  might  bite 
at  the  well-baited  hook.  Then  there  would  be 
a long  and  expensive  trial  of  inferior  medical 
care — and  it  would  be  clear  that  the  gold 
came  out  of  their  own  pockets! 


N. 


M.D.  or 
TV?* 


OWADAYS,  THE  DOCTOR  IS  STILL  M.D.,  but 
the  patient  is  TV,  and  says  something  like 
this: 

“Doc,  I need  your  help.  Should  I drain  all 
eight  sinus  cavities  and  shrink  swollen  mem- 
branes? Or  should  I take  some- 
thing to  get  rid  of  that  gray, 
tired,  run-down,  ache-all-over 
feeling?  Doc,  my  problem  is  I 
want  fast,  fast  relief,  but  with- 
out any  depressing  after-effects.  Give  me 
something  that  will  go  straight  to  my  cough 
control  center,  at  the  same  time  sweeping 
clear  through  my  stomach  and  my  system, 
too,  bringing  blessed  relief  in  moments.  I 
need  an  invisible  shield.  Doc,  to  protect  me 
against  germs  . . .” 

“What’s  that  you  say?  Just  go  home  and 
rest?  You  mean  you  won’t  give  me  any  pills 
or  medicines?  No  sprays,  or  drops  even?  For 
crying  out  loud.  Doc,  don’t  you  ever  watch 
TV?  How  do  you  know  what  five  out  of  eight 
doctors  prefer,  if  you  don’t  watch  the  TV 
ads?  After  all,  where  do  you  think  I got  all 
my  clinical  knowledge — in  medical  school?” 


OME  TIME  AGO  an  editorial  appeared  in  the 
Minneapolis  Star,  was  reprinted  in  the  Kan- 
sas City  Times,  and  quoted  in  part  in  some 
county  and  state  medical  journals.  Being  as 
true  now  as  then,  let  us  quote  again:  “A 

retail  stores  group  has 

rtj  ^ / just  completed  a sur- 

tlements  of  i ^ a. 

^ ^ vey  on  loss  of  custom- 

Medical  Practice  ers  and  the  reasons  are 

rather  astonishing.  One 
per  cent  die;  3 per  cent  move  away;  4 per 
cent  are  classified  as  floater  patrons;  5 per 
cent  switch  stores  on  the  recommendations  of 
friends;  9 per  cent  find  they  can  buy  cheaper 
at  another  store;  10  per  cent  are  chronic 
beefers,  but — get  this — 68  per  cent  of  lost 


•From  the  Wall  Street  Journal,  Feb.  12,  1960;  signed,  David 
Savage. 
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customers  blame  it  on  the  indifference  of 
sales  personnel.” 

Any  professional  man  who  feels  that  this 
does  not  apply  to  him  should  take  a business 
inventory  of  his  own  office.  How  about  the 
patients  who  disappear  and  then  reappear 
in  anothei  ’s  reception  room  and  on  the  docket 
at  another  hospital?  We  all  have  something 
to  sell,  as  does  each  of  our  employees.  The 
voice  over  the  telephone,  the  reception  in 
the  “waiting  room,”  and  the  nurse  behind  the 
needle  contribute  to  the  patient’s  impressions 
of  the  physician  and  his  ability  to  make  the 
trip  worthwhile.  These  contacts  are  so  im- 
portant that  they  have  much  to  do  with  per- 
sonal success  and  failure — and  with  the  atti- 
tude of  the  people  toward  our  profession. 

The  ancillary  elements  of  medical  practice 
and  services  are  not  elementary,  and  they 
should  not  be  subordinated.  May  we  be  ever 
mindful  of  their  significance  and  importance 
in  our  own  practices  and  in  the  public  rela- 
tions upon  which  we  depend. 


More  Prophetic 
Than  We  Knew 


J.HE  Rocky  Mountain  Medical  Journal  for 
June,  1959,  presented  a leading  editorial  en- 
titled “Sane  or  Insane?”  It  commented  upon 
the  extremes  of  psychologic  states  of  human 
minds  and  physiologic  variations  in  human 

bodies.  Since  medicine 
is  not  an  exact  .science, 
opinions  of  physicians 
are  often  not  in  accord. 
Public  confidence  is 
thereby  disturbed.  Glaring  disagreements  in 
medical  testimony  color  many  trials,  verdicts, 
and  sentences.  After  asking  whether  an  in- 
sane person  is  not  more  dangerous  to  society 
than  one  who  is  .sane,  we  debated  his  worthi- 
ness to  be  forgiven  because  of  actual  or  al- 
leged insanity.  Concluding  in  a lighter  vein — 
at  the  time — our  editorial  asked  why,  in  view 
of  public  disagreements  among  psychiatrists, 
the  courts  should  not  call  upon  enough  of 
them  to  procure  an  equal  number  of  verdicts 
for  sane  and  insane,  perhaps  three  yea  and 
three  nay.  Obviously,  the  evidence  would 
thereby  be  nullified.  The  suggestion  was  ap- 
parently taken  more  seriously  than  it  was 
meant,  or  perhaps  we  evinced  an  uncanny 
premonition  of  things  to  come: 


Large  headlines  in  a regional  newspaper 
of  March  10  read  “Verdict  Is  Reached  in  In- 
mate’s Insanity.”  An  angry  District  Court 
had  as  much  trouble  determining  the  sanity 
of  a prisoner  as  the  six  psychiatrists  who 
examined  him.  Three  psychiatrists  claimed 
he  is  insane;  the  other  three  had  declared  he 
is  sane.  Discussion  by  the  jury  in  the  deliber- 
ating room  had  been  heated  following  court- 
room revelation  of  the  prisoner’s  career 
“from  sex  life  to  criminal  record.”  Details  of 
the  opposing  and  numerically  balanced  medi- 
cal testimony  were  published.  The  newspaper 
article  was  concluded  with  a sage  remark  by 
the  defense  lawyer  to  the  jury,  “I  think  you  i 
all  realize  experts  can  be  mistaken.  Some-  ,• 
body  is  mistaken  here.  . . .”  According  to  an  j 
article  in  the  paper  the  following  day,  the 
jury  awarded  the  defense  the  benefit  of  the 
doubt  and  decided  the  prisoner  is  sane. 

More  recently,  newspaper  articles  have 
discussed  a new  project  within  the  police 
department.  Police  officers  are  to  be  given  a - 
course  of  instruction  in  judging  whether  their  1 
prisoners  are  sane  or  insane.  The  officers 
have  every  right  to  wonder  who  is  going  to 
teach  them!  If  the  plan  works  out,  it  will  be 
interesting  to  note  how  their  diagnoses  line 
up  with  those  of  our  colleagues.  At  least  there 
will  be  more  of  them — and  how  could  they 
do  any  worse? 

In  conclusion  last  June  we  said,  “The 
attestants  could  get  in  a private  huddle  and 
study  it  out  among  themselves.  Some  inter- 
esting and  revealing  diagnoses  might  be 
forthcoming!”  We  should  now  bring  our  sug- 
gestions up  to  date,  and  also  predict  how  the 
policemen  will  do  in  judging  their  fellowmen. 

If  they,  too,  come  out  even  with  yeas  and 
nays,  perhaps  they  should  simply  draw  up 
.sides  and  shoot  it  out! 

I^AN  NOW  to  attend  the  14th  annual  Rocky 
Mountain  Cancer  Conference  in  Denver  on 
July  20  and  21.  The  Conference  will  feature 
outstanding  speakers  on  topics  of  interest  to 
every  physician.  Site  of  the  Conference  is  the 
beautiful  new  Hilton  Hotel,  opened  for  the 
first  time  to  the  public  in  April  of  this  year. 
Mark  your  calendar  now  for  July  20  and  21. 

. . . Rocky  Mountain  Cancer  Conference. 
Don’t  miss  it. 
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Socialized  medicine 
. . . its  un-American  philosophy 

Lanning  E.  Likes,  M.D.,  Lamar,  Colorado 


Federal  medicine  is  a threat  to 
the  American  ivay  of  life.  It  could  be 
the  “death  knell  of  democracy,” 
destroying  the  freedom  for  ivhich  our 
country  was  founded.  W e must  work 
and  fight  to  maintain  the  standards 
which  have  made  Americans  the 
healthiest  people  on  earth. 

The  recent  clearly  and  definitely  stated 
plan  of  the  American  Medical  Association 
prompted  me  to  write  this  article.  The 
A.M.A.’s  policy  is  clear.  “It  opposes  national 
compulsory  health  insurance  in  any  form  be- 
cause it  believes  voluntary  enterprise  can  do 
the  job  a great  deal  better.”  Progress  is  not 
automatic.  The  world  grows  better  because 
there  are  high-minded  souls  who  wish  that 
it  should  and  because  they  will  and  dare  to 
take  the  right  steps  to  make  it  better.  So  we 
commemorate  the  efforts  of  great  pioneers 
of  medicine  who  felt  that  the  scheme  of  hu- 
man relationship  was  out  of  balance;  capi- 
talizing our  gregarious  or  fellowship  instinct, 
plus  the  altruistic  desire  inherent  in  most 
men  to  serve,  they  gave  us  organized  medi- 
cine. To  them  we  acknowledge  a deep  debt 
of  gratitude. 

We  have  heard  much  of  medical  econom- 
ics during  the  past  few  years.  We  have 
thought  a great  deal  about  it;  it  has  confront- 
ed us  daily.  Opinions  have  been  formed  and 
we  have  reached  or  attempted  solutions  of 


its  problems.  For  the  present,  however,  we 
must  be  unrelenting  in  opposing  the  advance 
of  state  medicine.  Study,  educate,  instruct, 
inform — this  must  be  the  nature  of  our  op- 
position. Defeat  of  the  Forand  Bill  would  be 
a step  in  the  right  direction.  In  the  meantime, 
we  can  do  no  better  than  to  engage  ourselves 
in  the  important  task  of  eliminating  existing 
evils  and  incongruities.  Such  is  our  best  de- 
fense against  state  medicine,  for  it  will  elim- 
inate the  necessity  of  its  establishment.  Our 
program  does  not  compromise  or  modify  the 
type  of  medical  practice  which  preserves  the 
personal  relationship  between  physician  and 
patient,  which  maintains  the  practice  of  med- 
icine as  a profession,  and  that  has  stood  the 
test  of  centuries.  The  best  interests  of  both 
the  public  and  medical  profession  depend 
absolutely  upon  its  preservation. 

Play  and  umpire,  both? 

There  is  a place  for  government  in  medi- 
cine. It  is  the  place  of  the  government  to 
govern,  to  decide  the  rules  under  which  the 
game  shall  be  played.  It  is  not  the  place  of 
the  government  to  make  the  rules,  play  the 
game,  and  umpire  all  at  the  same  time — while 
at  the  same  time  making  people  pay,  most 
often  excessively,  for  participating  in  the 
spectacle.  Doctors  must  practice  medicine  be- 
cause that  is  their  job.  They  know  how  to 
practice  much  better  than  economists,  legis- 
lators, or  politicians.  No  system  yet  devised 
for  entrance  of  government  in  medicine  will 
work  or  satisfy  the  people  unless  physicians 
find  it  workable  and  capable  of  permitting 
satisfactory  service. 

The  finest  ideals  will  not  propagate  them- 
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selves.  In  organized  medicine  we  have  the 
happy  combination  of  high  ideals  plus  sys- 
tematic organization.  Individuals  may  worth- 
ily desire  to  serve  and  build,  to  imbibe  deeply 
of  friendliness,  tolerance,  and  understanding. 
But  alone  they  fail  to  impress  the  armored 
hide  of  indifference,  selfishness,  hate  and 
bigotry.  Men  and  women  similarly  imbued 
are  fortified  by  an  exchange  of  ideas  and 
mutual  helpfulness  in  a splendid  association 
— our  A.M.A.  Our  parent  organization  pro- 
vides for  us  an  array  of  leadership,  experi- 
ence, facts  and  literature  which  it  binds  to- 
gether in  a union  which  has  become  an  inte- 
gral part  of  a great  altruistic  force  for  human 
good. 

Individuality  or  regimentation 

Two  widely  antagonistic  forces  are  striv- 
ing for  dominance  in  America,  even  more 
conspicuously  since  the  Franklin  D.  Roosevelt 
administration.  On  one  side  is  desire  and  am- 
bition of  the  individual  to  live  his  life,  carry 
his  own  responsibilities,  and  secure  the  ut- 
most mental  and  material  development.  On 
the  other  is  the  ambition  of  some  politicians 
to  have  people  subjected  wholly  to  herd 
ideas,  whether  to  their  best  interests  or  not. 
They  evince  a personal  sense,  necessarily 
imperfect,  that  the  way  the  herd  is  directed 
is  also  the  best  way.  The  contest  is  between 
individuality  and  regimentation.  While  regi- 
mentation with  its  attendant  oppression  has 
secured  a high  place  in  decadent  nations  of 
Europe,  it  should  be  fought  bitterly  in  Amer- 
ica, which  has  grown  great  through  private 
initiative.  This  conflict  is  especially  apparent 
in  the  present  trend  toward  state  medicine. 
In  1936,  I spent  seven  months  in  Vienna  and 
it  was  then  evident  what  socialization  was 
doing  to  medicine  in  Austria. 

What  is  socialized  medicine?  It  is  a broad 
term,  for  anything  is  socialized  which  is  sup- 
ported by  people  as  groups  rather  than  as 
individuals.  Given  many  different  names,  it 
is  sometimes  called  state  medicine,  which 
indicates  that  medical  services  are  furnished 
by  government  employees  who  are  paid  out 
of  tax  funds.  When  we  think  of  socialized 
medicine,  we  assume  that  it  would  cover 
everything.  In  practice,  it  does  not  work  that 
way.  Most  medical  plans  cover  only  industrial 
workers.  Independent  workers,  such  as  shop 


keepers,  professional  men,  and  farmers,  are 
excluded.  The  reason  is  that,  while  it  is  easy 
to  have  periodic  contributions  deducted  from 
the  workers’  pay  envelope,  it  is  difficult  to 
make  regular  and  predictable  collections 
from  the  self-employed.  In  Germany,  where 
it  has  been  in  effect  since  1883,  only  about 
45  per  cent  of  the  population  is  covered.  In 
Great  Britain,  where  the  plan  began  to  be 
operative  in  1911,  39  per  cent  is  cared  for. 
Taxwise,  this  is  manifestly  unfair,  for  there 
is  a disproportion  between  the  number  who 
will  pay  and  the  portion  who  are  benefited. 

America  is  now  leading  all  other  nations 
in  the  extent  and  quality  of  medical  research. 
Perhaps  this  is  due  to  the  fact  that  physicians 
in  other  countries  do  not  have  the  time  to 
carry  on  such  work.  The  profession  is  not 
fighting  socialized  medicine  to  preserve  its 
own  existence.  It  is  fighting  to  keep  the  hands 
of  the  politicians  from  controlling  the  prac- 
tice of  medicine  to  the  detriment  of  the  health 
of  the  American  people. 

Polities  enters  more  or  less— usually  more 
— into  the  management  of  socialized  medi- 
cine. Its  diagnostic  service  is  inferior,  mor- 
bidity rate  is  greatly  increased,  and  the  mor- 
tality of  nearly  all  of  the  important  diseases 
is  greater  than  under  private  practice.  In  no 
other  country  of  comparative  size  and  popu- 
lation is  the  average  length  of  life  as  long, 
nor  is  it  growing  as  rapidly,  as  in  the  United 
States. 

Cold  facts  of  science 

Under  private  practice  as  it  exists  in  this 
country,  there  is  one  other  feature  which,  in 
the  opinion  of  most  physicians  and  most  pa- 
tients, adds  greatly  to  the  quality  of  service— 
the  personal  relationship  between  patient 
and  doctor.  It  has  become  fixed  in  the  cus- 
toms of  our  people,  and  it  will  continue  until 
destroyed  or  changed  by  law.  One  well- 
trained  physician  may  be  as  able  as  another 
to  apply  science  in  treatment  of  disease,  but 
times  come  in  the  lives  of  each  one  of  us 
when  cold  facts  of  science  do  not  avail.  The 
personal  side  of  the  practice  of  medicine, 
which  has  always  played  an  important  and 
comforting  part,  enters  at  such  times  and 
renders  a service  which  people  desire  and 
demand.  Sympathy,  kindness,  pity  and  hope 
—no  scientific  efficiency  can  take  the  place 
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of  these  in  dark  hours  of  sorrow  and  trouble. 
President  Elliot  of  Harvard  said,  “In  these 
intangible  things  are  found  the  durable  sat- 
isfactions of  life.  Fame  dies  and  honor  per- 
ishes, but  loving  kindness  is  immortal.” 

I would  not  belittle  science  in  medicine. 
I bow  in  humble  reverence  before  its  benefi- 
cent power.  But  it  would  be  difficult  to 
magnify  the  personal  element  in  its  applica- 
tion. Everyone  knows  what  comfort,  hope, 
and  assurance  the  personality  of  a trusted 
physician  brings  to  the  bedside  of  his  patient. 
Socialization  practically  destroys  the  per- 
sonal element;  it  places  all  emphasis  on  the 
scientific  side.  Divorced  from  the  personal 
element,  effectiveness  of  science  is  immeasur- 
ably weakened.  Our  system  of  private  prac- 
tice blends  the  two  into  one  service,  and  thus 
the  medical  care  received  by  the  American 
people  is  the  envy  of  the  rest  of  the  world. 
In  no  other  country  has  medicine  so  well 
brought  health,  happiness,  and  length  of  days 
to  the  fleeting  span  of  life.  For  the  present, 
however,  we  must  be  unrelenting  in  opposing 
the  advance  of  state  medicine. 

The  American  people  are  proud  and  do 
not  wish  some  political  bureau  to  enter  their 
home  life,  administer  their  routine  in  illness, 
and  invade  their  privacy.  Federal  medicine 
would  impose  a tragedy  upon  the  American 
health  record — the  best  in  the  world.  By 
means  of  a calm,  dispassionate  marshalling 
of  facts,  let  us  redouble  our  efforts  to  con- 
vince the  public  that  socialized  medicine  is 


poorhouse  medicine. 

Some  physicians  are  reputed  to  be  un- 
troubled by  invasions  into  the  practice  of 
medicine,  for  they  have  commercialized  their 
practices  and  succeeded  in  enriching  them- 
selves. Some  are  reported  to  have  linked 
their  abilities  with  political  possibilities  and 
will  be  “on  the  ground  floor,”  no  matter  what 
happens.  Others  are  possessed  of  an  innate 
ability  to  be  deaf,  dumb,  and  blind  to  all  but 
immediate  problems  of  teaching  or  research. 
Offsetting  these,  we  have  in  our  ranks  the 
priests  of  medicine — self-sacrificing,  faithful 
and  loyal.  Such  diversity  of  temperament  is 
possible  only  because  of  the  democratic  na- 
ture of  medical  organizations.  In  the  present 
emergency,  however,  petty  differences  and 
small  jealousies  must  be  laid  aside  in  the 
interest  of  united  action  on  behalf  of  preser- 
vation of  the  present  system  and  for  the  wel- 
fare of  our  entire  nation. 

With  hesitation  I use  the  following  apro- 
pos quotation,  though  unable  to  find  its 
author: 

“May  we  ever  measure  up  to  our  duty, 
may  we  continue,  as  heretofore,  to  practice 
and  exemplify  the  true  spirit  of  altruism.  I 
feel  encouraged  and  have  every  incentive  to 
be  confident  that  we  will  never  falter  nor 
tire,  since  after  all  I agree  as  all  true  physi- 
cians do  with  Pasteur  of  old,  who  said  that 
he  held  the  unconquerable  belief  that  the 
future  belongs  to  those  who  serve  humanity 
best.”  • 


Fun  costs  twice  as  much  as  health  care 

Americans  are  spending  twice  as  much  money 
for  recreation,  alcoholic  beverages  and  tobacco  as 
they  are  for  medical  care,  the  Health  Insurance 
Institute  reports. 

Two  out  of  every  18  dollars  the  public  spends 
for  its  personal  needs  goes  for  recreation,  alcohol 
or  tobacco  compared  to  an  expenditure  for  medical 
care  of  one  out  of  every  18  dollars,  said  the  Insti- 
tute. 

According  to  data  based  on  1958  figures  and 
released  by  the  U.  S.  Department  of  Commerce, 
Americans  spent  $293  billion  on  their  personal 
needs. 

Some  $17  billion  of  this  sum,  or  5.8  per  cent, 
was  spent  for  recreation  while  $9.2  billion  (3.1 
per  cent)  went  for  alcohol  and  $6.3  billion  (2.1 
per  cent)  was  used  to  purchase  tobacco  products, 
for  a total  of  $32.5  billion,  or  11  per  cent  of  total 
personal  consumption  expenditures. 


In  comparison,  $16.4  billion  (5.6  per  cent)  was 
spent  on  medical  care,  stated  the  Institute.  Other 
public  expenditures  in  1958  included  $67  billion 
for  food,  $38  billion  for  housing,  nearly  $34  billion 
for  transportation,  $32  billion  for  clothing,  acces- 
sories and  jewelry,  almost  $4  billion  for  religious 
and  welfare  activities,  and  $3.4  billion  for  educa- 
tion and  research. 

The  distribution  of  each  dollar  spent  for  medi- 
cal care  changed  sharply  in  the  period  from  1938 
to  1958,  said  the  Institute. 

In  1958,  physicians  and  dentists  received  a 
smaller  share  of  the  medical  care  dollar  than  they 
did  in  1938,  while  hospitals,  medicines  and  appli- 
ances received  a larger  share. 

From  each  dollar  of  the  $2.7  billion  spent  for 
medical  care  in  1938,  physicians  received  30  cents, 
but  by  1958  doctors  were  getting  26  cents  out  of 
each  dollar. 
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Comprehensive  psychiatric  services  ! 

for  the  State  of  Colorado 

Franklin  G.  Ebaugh,  M.D.*,  and  Herbert  S.  Gaskill,  M.D.t,  Denver 


The  problems  of  the  State  of  Colorado  in 
developing  a comprehensive  psychiatric 
care  program  are  also  the  problems  of  the 
region.  In  context  of  modern  knowledge, 
outmoded  and  incomplete  psychiatric 
care  spells  a shocking  failure  of  medicine 
to  discharge  its  responsibilities  to  patients, 
and  an  equally  negligent  concern  on  the 
part  of  the  community  for  its  own 
welfare.  Mental  health  efforts  mean  ‘Too 
little  and  too  late,”  while  valuable 
community  resources  go  to  waste.  This 
need  not  happen! 


The  reorganization  of  Colorado’s  mental 
health  facilities  and  services,  actively  studied 
and  pursued  during  the  past  year  by  Gover- 
nor McNichols’  Ad  Hoc  Committee  for  Men- 
tal Health  and  similar  committees  of  the 
Colorado  State  Medical  Society,  has  gained 
impetus  as  a result  of  the  recent  consulta- 
tive recommendations  and  endorsements  of 
Dr.  Paul  H.  Hoch,  Commissioner  of  Men- 
tal Hygiene  for  the  State  of  New  York.  His 


•Formerly  Director,  Colorado  Psychopathic  Hospital,  and  Pro- 
fessor of  Psychiatry,  University  of  Colorado  Medical  School; 
Chairman,  Governor’s  Ad  Hoc  Committee  for  Mental  Health, 
and  Chairman,  Mental  Health  Committee,  Colorado  Medical 
Society. 

•Director,  Psychiatric  Services,  and  Professor  and  Head  of 
Department  of  Psychiatry,  University  of  Colorado  Medical 
School;  Vice  Chairman,  Governor’s  Ad  Hoc  Committee  for 
Mental  Health. 
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visit  during  the  week  of  January  26  through 
February  3 seems,  paradoxically  enough,  to 
have  exerted  both  catalytic  and  stabilizing  ^ 
effects  on  the  master  planning  and  imple- 
mentation of  the  program.  This  is  an  indica-  ■ 
tion  not  only  of  Dr.  Hoch’s  great  talents 
and  contribution,  but  also  of  the  approach- 
ing maturity  of  the  program  itself.  From  the 
many  opportunities  for  consultation  pro-  * 
vided  by  conferences  and  committee  meet-  'i 
ings  with  medical  groups,  and  discussions 
with  the  Governor  and  key  members  of  the 
Legislature,  there  derived  an  encouraging 
concurrence  of  opinion  between  the  plan 
as  it  has  been  developed  and  Dr.  Hoch’s 
recommendations.  Of  particular  significance 
is  the  probability  that  parts  of  the  master 
plan  can  be  implemented  immediately,  and 
that  these  advance  developments  can  later 
be  integrated  into  a fully-realized  modern 
mental  health  program,  as  it  is  projected  for 
the  future. 

The  master  plan 

The  major  directions  of  development,  as 
written  into  the  master  plan  and  crystallized 
during  recent  days  of  conferences,  are  the 
following: 

1.  Communicative  and  functional  integra- 
tion of  mental  health  services  for  the  State 
of  Colorado  should  be  undertaken  with  what- 
ever degree  of  haste  is  consistent  with  vision 
and  future  ramifications.  Obversely,  frag- 
mentation of  mental  health  services  should 
be  eliminated.  This  necessity  cannot  be  over- 
emphasized. All  mental  health  activities 
should  be  administered  by  a Director  of 
Psychiatric  Services  in  a Department  of 
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Mental  Health\  His  concerns  should  include 
not  only  mental  hospitals  and  community 
clinics,  but  also  such  activities  of  the  De- 
partment of  Health,  Welfare,  and  Correc- 
tions as  pertain  to  mental  health. 

The  issues  of  mental  health  continue 
to  be  confounded,  and  their  resolution 
impeded,  by  outdated  legal  and  administra- 
tive connotations  which  do  not  operate  in 
the  field  of  general  medicine.  It  is  particu- 
larly for  this  reason  that  mental  health  must 
be  aligned  through  a master  plan  which  re- 
quires the  dedicated  participation  of  the 
over-all  medical  profession,  organized  medi- 
cal societies,  enlightened  citizens’  groups,  and 
the  Legislature.  In  order  to  meet  the  ulti- 
mate criterion  of  providing  the  optimum 
type,  level,  and  length  of  voluntary  treat- 
ment for  every  citizen  of  Colorado,  from 
the  moment  that  he  displays  a need  for  it, 
all  of  the  mental  health  facilities  must  be 
interlocked  both  administratively  and  func- 
tionally. Patients  must  have  freedom  of 
movement  from  one  service  to  another,  in  all 
directions,  according  to  their  individual 
needs.  Doctors  must  have  freedom  of  choice 
in  prescribing  treatment  and  forming  work- 
ing relationships  with  patients — in  full  as- 
surance that  the  prescribed  facilities  will  be 
available,  and  that  they  will  be  open  to  both 
patient  and  physicion.  Only  when  the  legal 
entanglements  are  cut  and  policies  for  the 
operation  of  mental  health  facilities  rewrit- 
ten can  we  approach  the  modern  mental 
health  goals  of;  (1)  maximum  voluntary  pa- 
tient admission;  (2)  maintenance  of  a con- 
sistent and  continuous  doctor-patient  rela- 
tionship throughout  the  course  of  treatment; 
and  (3)  maximum  use  of  the  community 
milieu  through  the  predominance  of  open 
hospitals. 

2.  There  are  many  possible  compromises 
between  a full,  active,  mentally-healthy  com- 
munity life  for  an  individual  and  the  near- 
total isolation  of  psychiatric  hospitalization. 
Statewide  psychiatry  encompasses  numerous 
services  which  offer  friendliness,  guidance, 
and  opportunities  for  self-help  as  well  as 
various  types  of  specific  professional  thera- 
peutic resources,  along  the  path  to  and  from 
the  hospital.  These  include  halfway  houses, 
day-care  centers,  nursing  homes,  psychiatric 


clinics  for  treatment,  follow-up  out-patient 
care  after  hospitalization,  “stress-graded” 
employment  facilities,  and  provisions  for 
careful  screening  and  assessment  of  individ- 
ual admissions  to  state  hospitals.  Many  of 
these  facilities  can  be  organized  at  the  com- 
munity level,  in  fact  must  necessarily  re- 
ceive community  attention  and  support.  On 
the  other  hand,  they  should  maintain  inter- 
action with  psychiatric  services  at  a state 
level. 

3.  In  Colorado,  the  integrated  services  of 
two  state  hospitals  will  be  available — one  in 
Pueblo  and  the  other  in  Fort  Logan. 

A.  For  the  long-established  Pueblo  State 
Hospital,  only  a degree  of  modification  of 
facilities  and  reorganization  of  services  is  re- 
quired. The  development  of  a 250-bed  medi- 
cal and  surgical  unit  for  acute  treatment 
purposes  is  a necessity.  In  addition,  a 150- 
bed  intensive  treatment  unit  will  be  estab- 
lished at  Pueblo,  through  which  the  negative 
pattern  of  irreversible  hospitalization  can  be 
considerably  compensated;  from  this  unit 
many  admitted  cases  can  be  discharged  to 
the  community  clinics  for  continued  rehabili- 
tative therapy  after  a relatively  short  period 
of  hospitalization. 

New  beds  needed 

It  is  also  anticipated  that  accommodations 
for  1,000  new  beds  will  be  constructed  on  a 
long-range  program  at  the  Pueblo  State  Hos- 
pital as  a replacement  for  obsolete  buildings 
now  condemned.  This  plan  does  not  imply 
that  the  hospital  will  be  enlarged,  for  it  is 
almost  axiomatic  that  the  custodial  orienta- 
tion of  a hospital  is  often  directly  related 
to  its  size  and  understaffing.  Thus,  a large 
hospital  is  directly  contradictory  to  the  re- 
versibility- of  mental  illness  and  long-term 
hospitalization  which  the  mental  health  re- 
organization plan  is  intended  to  achieve.  The 
Pueblo  State  Hospital  will  accommodate  a 
population  of  3,500,  with  rapid  turnover  ex- 
pected for  the  larger  percentage  of  patients. 
Furthermore,  the  emphasis  will  be  on  decen- 
tralization within  the  hospital;  open  wards 
and  smaller  units  facilitate  the  sense  of 
identity,  the  individual  treatment  plan,  and 
the  staff-patient  relationships  essential  to 
satisfactory  recovery  from  mental  illness. 
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Decentralization  within  all  treatment  units, 
concomitant  with  integrated  administration, 
free  communication,  and  patient  movement 
between  centers,  is  the  groundwork  philoso- 
phy of  modern  mental  health  centers. 

Central  to  this  entire  plan  is  the  need  for 
an  imaginative  and  flexible  recruitment  pro- 
gram which  can  attract  all  types  of  profes- 
sional personnel;  i.e.,  psychiatrists,  psycholo- 
gists, psychiatric  social  workers,  psychiatric 
nurses,  occupational  therapists,  recreational 
therapists  and  aides.  With  sound  professional 
leadership  which  is  now  assured  together 
with  the  coordinated  planning  of  psychiatric 
services  at  a state  and  community  level,  it 
will  be  possible  to  attract  the  needed  pro- 
fessional personnel.  Energetic  and  carefully 
planned  recruitment  will  be  necessary  to 
fully  implement  this  program,  since  the  best 
of  organizational  plans  and  additional  build- 
ings will  have  little  meaningful  impact  on 
those  suffering  from  mental  illness.  Human 
needs  can  only  be  met  by  the  therapeutic  ef- 
forts of  trained  professional  personnel. 

Community  clinics  planned 

Patients  of  the  Pueblo  State  Hospital  will 
be  treated  not  only  on  a residential  basis,  but 
also  through  coordinated  community  clinics, 
in  which  the  psychiatric  staff  of  the  hospital 
(when  obtained)  will  participate.  It  should 
be  recognized  as  a fundamental  principle  that 
treatment  rests  as  much  with  the  community 
as  with  the  State  Hospital. 

In  line  with  the  coordination  of  psychiatric 
services  at  all  levels,  thorough  screening  of 
all  patients  will  be  attempted,  so  that  a com- 
prehensive treatment  plan  can  be  evolved 
for  each  case,  and  referral  to  the  appropriate 
facility  can  be  made.  This  requires  consider- 
able change  in  commitment  procedures,  to 
permit  greater  flexibility  in  admission  and 
disposition  of  patients.  Currently,  the  Gov- 
ernor is  anpointing  a joint  committee  of  the 
Bar  Association  and  the  Medical  Society  to 
study  commitment  laws,  and  to  make  suit- 
able recommendations  for  change.  Such 
changes  should  permit  continuous  care  of  the 
patient  through  the  necessary  stages  of  diag- 
nosis and  treatment,  completely  through  the 
rehabilitation  phase.  Thus,  the  physician  with 
whom  the  therapeutic  relationship  was 


originally  established  will  in  many  eases  be 
responsible  for  the  patient’s  entire  course  of 
treatment. 

Thus,  we  may  anticipate  that  the  State 
Hospital  in  isolation  may  be  relegated  to  his- 
tory— a history  which  was  perhaps  necessary 
and  even  progressive  at  one  time,  but  which 
is  now  better  forgotten  in  the  light  of  modern 
psychiatric  concepts.  Doctor  X of  the  Pueblo 
State  Hospital  will  now  follow  his  discharged 
patient  through  the  community  clinic,  inso- 
far as  geographical  considerations  and  pro- 
fessional resources  permit,  preserving  the 
smooth  flow  of  recovery  and  the  supportive 
encouragement  of  his  relationship  with  the 
patient.  Doctor  Y of  the  Fort  Logan  Hospital 
can  expect  the  same  facilitation  of  the  suc- 
cess and  satisfaction  of  his  work.  From  the 
patient’s  viewpoint,  of  course,  this  means 
comprehensive  psychiatric  services  of  the 
highest  order. 

Second  hospital  will  help 

B.  More  efficient  and  modern  operation 
of  the  State  Hospital  at  Pueblo  will  become 
possible,  partly  because  of  the  creation  of  a 
second  State  Hospital  at  Fort  Logan.  As  cur- 
rently conceived,  each  hospital  will  be 
equipped  and  staffed  to  treat  both  acute  and 
chronic  cases;  each  will  achieve  a full- 
treatment  coverage  through  attached  com- 
munity clinics;  and  each  will  be  on  a parity 
in  contribution  and  function  with  the  other. 

It  has  been  recommended  in  various  con- 
ferences with  legislative  committees  that  200 
beds  be  provided  at  Fort  Logan  immediately, 
through  the  remodeling  of  existing  barracks. 
Simultaneous  construction  of  a completely 
new  250~bed  hospital  at  the  Fort  Logan  site 
should  take  place  in  accordance  with  the 
Guttersen  plan.  This  means  that  Fort  Logan 
should  begin  functioning  about  November  1, 
1960,  and  achieve  full  operation  within  two- 
and-a-half  to  three  years.  The  original  tem- 
porary hospital  will  eventually  become  an 
annex,  devoted  to  rehabilitative  and  other 
special  activities. 

4.  As  it  is  now  formulated,  Colorado’s 
master  plan  for  mental  health  reorganization 
anticipates  the  appointment  of  an  Advisory 
Council  by  the  Governor  to  establish:  (1) 
administrative  policy;  (2)  treatment  proce- 
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dures;  (3)  patient  movement  and  manage- 
ment; and  (4)  resident  training  programs  for 
both  Fort  Logan  and  Pueblo. 

While  both  State  Hospitals  will  treat  acute 
and  chronic  patients,  operate  attached  clinics, 
and  develop  a statewide  program  based  on 
modern  principles  of  comprehensive  psy- 
chiatric services,  it  is  expected  that  only 
psychiatric  patients  will  be  admitted  and  re- 
tained in  the  hospitals.  A definite  percentage 
of  the  present  senile  population  at  Pueblo 
can  be  more  properly  reassigned  to  facilities 
(mostly  nursing  homes)  in  the  community. 
The  question  of  the  use  of  foster  homes  as  a 
more  immediate  resource  should  be  con- 
sidered. It  is  similarly  anticipated  that  in  the 
future  only  the  alcoholic  psychoses  will  be 
admitted.  The  mentally  retarded  will  be 
more  appropriately  treated  in  separate  in- 
stitutions. It  is  recommended  that  patients 
combining  the  syndromes  of  mental  illness 
with  mental  retardation  be  assigned  to  sepa- 
rate facilities  provided  on  the  grounds  of  the 
Pueblo  State  Hospital. 

5.  For  the  management  of  senile  patients, 
who  up  to  the  present  time  have  required  an 
excessive  number  of  beds  at  the  State  Hos- 
pital, a nursing  home  development  directly 
under  the  authority  of  the  Director  of  Psy- 
chiatric Services  is  anticipated.  These  homes 
should  be  greatly  increased  in  number,  equip- 
ment, and  trained  staff,  and  thus  prepared 
to  serve  the  chronically  ill,  the  aged,  and  the 
many  tractable  psychiatric  patients.  It  is 
anticipated  that  this  development  alone  will 
greatly  relieve  the  present  overcrowding 
of  the  Pueblo  State  Hospital,  and  also  facili- 
tate the  later  development  of  small  treat- 
ment units  within  the  hospital.  The  more 
oriented  to  intensive  treatment  and  the  less 
concerned  with  custodial  problems  our  state 
hospitals  can  become,  the  more  effective  will 
be  their  contribution  to  the  Colorado  mental 
health  scene. 

6.  Plans  are  now  under  way  for  the  erec- 
tion of  a day-care  center  for  disturbed  chil- 
dren at  the  University  of  Colorado  Medical 
Center.  Within  the  realm  of  the  not  too  dis- 
tant future  are  plans  for  a residential  treat- 
ment center  for  children;  the  location  of  this 
facility  requires  further  study.  These  de- 
velopments, of  course,  recognize  one  of  the 


most  crucial  omissions  in  Colorado’s  former 
mental  health  program. 

7.  The  establishment  of  affiliated  resi- 
dency training  programs  for  psychiatry 
through  the  University  of  Colorado  Medical 
Center — programs  which  will  help  to  staff 
extended  mental  hygiene  facilities  in  both 
the  present  and  the  future — are  well  under 
way.  For  the  Denver  metropolitan  and  Tri- 
County  area,  clinic  services  will  continue  in 
integration  with  the  Fort  Logan  facility, 
although  extended  residency  programs  will 
intensify  communication  and  interaction  be- 
tween facilities.  At  Denver  General  Hospi- 
tal, for  example,  acute  treatment  services 
will  be  closely  associated  with  the  activities 
of  the  Fort  Logan  Mental  Hygiene  Center. 
This  is  most  important  in  its  relevance  to 
optimal  patient  care  and  movement.  Denver 
General  Hospital,  with  its  36  beds,  admits 
approximately  600  patients  per  year,  40  per 
cent  of  whom  are  committed  to  the  Pueblo 
State  Hospital  with  only  a 14-day  hospital 
stay.  It  is  anticipated  that  Denver  General 
Hospital  can  continue  to  function,  and  much 
more  effectively,  for  the  purpose  of  short- 
term patient  care  if  much  of  the  admission 
load  is  redirected  to  Fort  Logan.  Colorado 
Psychopathic  Hospital  now  admits  about 
1,000  patients  per  year,  for  an  average  stay 
of  34  days,  and  commits  patients  to  the 
Pueblo  State  Hospital  at  the  rate  of  about 
10  per  cent.  This  hospital,  too,  can  be  rein- 
forced in  its  treatment  and  educational  func- 
tions if  it  is  no  longer  required  to  operate 
as  a transitional  facility. 

Residency  training 

The  reorganization  of  service  functions, 
previously  discussed  in  a different  context, 
will  be  greatly  assisted  by  extended  residency 
training  programs.  With  enough  available 
professional  staff,  present  and  future,  treat- 
ment functioning  will  increase  and  “stop- 
gap” activity  disappear. 

It  is  to  be  expected,  also,  that  the  Tri- 
County  Mental  Health  Clinics  can  be  ex- 
panded in  their  community  services  when 
the  Fort  Logan  Hospital  begins  to  function, 
thus  providing  senior,  junior,  and  residency 
staff  to  the  clinics. 

In  considering  education  and  providing 
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greater  manpower  to  the  mental  health 
scene,  we  must  continue  to  focus  also  on 
encouraging  greater  participation  by  the  non- 
psychiatric physician  in  all  community  men- 
tal health  projects.  Periodic  postgraduate 
institutes  should  be  held  at  Fort  Logan  for 
general  practitioners  throughout  the  state. 
Through  these  meetings,  focus  on  the  emo- 
tional factors  in  disease  can  be  emphasized 
but,  more  particularly,  concrete  guidance 
can  be  offered  to  the  general  physician  re- 
garding his  own  community  leadership  role 
in  implementing  comprehensive  psychiatric 
coverage  for  the  entire  state. 

8.  A master  plan  of  this  kind  is  neces- 
sarily sweeping  in  ramifications,  not  only  for 
mental  health  activities,  but  also  for  related 
social  and  public  welfare  interests.  As  we 
have  indicated,  certain  legislative  acts  and 
realignments  are  basic  to  satisfactory  imple- 
mentation of  the  plan,  and  these  changes 
must  be  made  thoughtfully  and  knowledge- 
ably. The  community  Mental  Health  Act  in 
force  in  the  State  of  New  York  since  1954 
not  only  provides  useful  legal  guidance,  but 
also  demonstrates  the  valid  relationship  of 
such  a law  to  more  comprehensive  modern 
psychiatric  practice  in  the  management  of 
mental  health  problems.  Likewise,  modern- 
ization of  admission  procedures  and  encour- 
agement of  voluntary  admissions  should  be 
part  of  new  legislative  acts. 

Summary 

In  summary  then,  the  following  major 
changes  in  the  State  Mental  Health  Program 
have  been  recommended: 

1.  Separation  of  mental  health  administra- 
tion from  other  state  departments  by  the 
creation  of  a directorship  of  psychiatric  serv- 
ices, through  whom  integration  and  com- 
munication can  be  facilitated.  The  manner  in 
which  individual  community  facilities  are 
organized  is  considered  to  be  of  minor  im- 
portance, provided  a general  director  is  in- 
vested with  authority  to  establish  over-all 
policy,  and  to  offer  consultation  on  organ- 
izational problems. 

2.  Development  of  transitional  services 
to  facilitate  optimal  movement  and  care  of 
patients  en  route  to  and  from  the  hospitals. 

3.  Decentralization  of  the  existing  State 


Hospital  facilities  through  remodeling  and 
reorganizing  the  Pueblo  institution,  creating 
an  additional  State  Hospital  at  Fort  Logan, 
developing  integrated  out-patient  services 
and  clinics  in  connection  with  both  hospitals, 
and  generally  removing  legal  restrictions 
which  hamper  the  flow  of  communication 
and  voluntary  admissions.  Provisions  for 
maximum  interaction  among  treatment 
agencies  must  necessarily  be  written  into 
the  basic  administrative  policies  of  the  state 
Mental  Health  Program. 

4.  Specialization  of  facilities,  with  em- 
phasis upon  providing  optimal  treatment  pro- 
grams for  various  types  of  mental  health 
problems,  notably  those  concerned  with  men- 
tal deficiency,  senility,  criminal  insanity, 
definitive  psychiatric  categories,  and  emo- 
tionally disturbed  patients  who  do  not  re- 
quire hospitalization. 

5.  Provision  of  an  adequate  quantity  and 
quality  of  nursing  homes  throughout  the 
state,  and  the  channeling  of  senile  patients 
to  those  homes,  thus  relieving  the  State  Hos- 
pitals of  custodial  functions. 

6.  Creation  of  adequate  residential  and 
day-care  treatment  centers  for  disturbed 
children. 

7.  Expansion  of  psychiatric  facilities  (for 
both  hospitals  and  clinics)  for  the  present 
and  the  future.  The  manpower  problem  can 
also  be  reduced  by  further  encouraging  the 
general  practitioner  to  a leadership  role  in 
community  mental  health  development. 

8.  Appropriate  modification  of  Legisla- 
tive Acts  and  restrictions,  for  purpose  of 
facilitating  development  of  a flexible,  com- 
prehensive mental  health  program  in  the 
State  of  Colorado. 

More  general  goals  consistent  with  mod- 
ern psychiatric  treatment  cut  across  the 
specific  recommendations  in  the  master  plan. 
These  particularly  emphasize  decentraliza- 
tion of  large-scale  treatment  centers  into 
smaller  units,  flexible  assignment  of  patients 
to  treatment  centers,  administrative  inter- 
locking of  mental  health  services,  and  com- 
munity orientation  in  mental  health  treat- 
ment. 

The  general  progress  of  the  master  plan 
for  mental  health  through  interest  evinced 
by  the  Governor’s  office,  the  Legislature, 
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medical  societies,  citizens’  groups,  and  those 
with  special  interest  in  psychiatric  develop- 
ment seems  to  have  been  accelerated  and 
complemented  by  the  timely  consultancy  of 
Dr.  Paul  Hoch.  One  cannot  but  feel  con- 
siderable optimism  concerning  the  potentia- 
lity of  this  program  for  comprehensive  psy- 
chiatric service  which  will  interlock  the  hos- 
pital with  the  therapeutic  resources  of  the 
community,  make  greater  use  of  the  talents 
of  the  general  physician  in  evaluative  and 
follow-up  treatment  procedures,  and  assure, 
by  proper  screening  and  adequate  transi- 
tional treatment  resources,  that  each  patient 
receives  optimal  and  appropriate  treatment. 
Preventive  treatment,  earlier  treatment,  and 
therefore  appreciable  reduction  of  losses  in 
manpower,  money,  and  personal  values  are 
the  possible  result. 

However,  without  the  continued  inspired 
participation  of  community  and  state  lead- 
ers (professional,  lay,  and  legislative),  the 
master  plan,  with  all  its  splendor  and  prom- 
ise, remains  but  an  abstraction  without 
definition.  Now  more  than  ever,  when  the 
time  is  right  and  the  prospects  bright,  there 
is  need  for  dedicated  work  in  implementing 
the  plan  to  fullest  effectiveness,  in  all  its 
parts,  throughout  Colorado  and  the  neigh- 
boring states. 


Conclusion 

In  organization  for  mental  health  the  solu- 
tions may  be  unique  to  the  locale,  but  the 
goal  directions  are  universal.  The  era  of  cen- 
tralized, custodial  care;  of  irreversibility  in 
the  course  of  mental  illness;  and  of  stagger- 
ing waste  in  lives  and  dollars  can  be  rele- 
gated to  the  past.  Early  and  appropriate  treat- 
ment in  the  milieu  of  the  home  community 
is  the  guidepost  to  the  future.  Legislative 
creation  of  a state-to-hamlet  mental  health 
administration  which  also  facilitates  free 
flow  of  patients  between  treatment  centers 
is  a primary  consideration.  The  active  leader- 
ship of  general  physicians  in  building  and 
using  resources  at  the  grass-roots  community 
level  is  equally  vital.  Through  open  hospitals, 
out-patient  clinics,  and  rehabilitation  pro- 
grams, all  of  which  can  be  attained  through 
realignment  of  available  services  and  man- 
power, mental  health  can  be  integrated  into 
the  community.  The  patient  treated  early  and 
close  to  home,  where  the  therapeutic  power 
of  his  emotional  and  social  “life-lines”  can  be 
maximized,  is  the  patient  who  recovers.  • 
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The  long  view  of  Blue  Shield 

If  you  aren’t  too  sure  just  what  Blue  Shield 
means  to  medicine — and  to  you  and  me — then  try 
to  imagine  what  the  economics  and  the  sociology 
of  medical  practice  would  be  like  without  Blue 
Shield. 

Remember  first  that  most  Blue  Shield  Plans 
were  organized  by  local  units  of  organized  medi- 
cine 15  or  20  years  ago.  Medicine  then  faced  an 
urgent  popular  demand  for  some  mechanism 
through  which  people  could  prepay  unpredictable 
medical  care  costs.  The  insurance  companies  doubt- 
ed that  medical  bills  could  be  safely  covered  by 
insurance  methods;  and  the  politicians  and  social 
reformers  were  openly  skeptical  that  doctors  and 
patients  would  ever  be  able  to  get  together  volun- 
tarily on  any  workable  prepayment  plan. 

For  the  first  time  in  modern  history,  America’s 
physicians — aided  and  abetted  by  free  labor,  free 
industry  and  the  genius  of  American  free  enter- 
prise— solved  a complex  nation-wide  social  prob- 
lem by  voluntary  action. 

Blue  Shield  is  the  one  prepayment  plan  exclu- 


sively devoted  to  the  mutual  interests  of  patient 
and  doctor.  It’s  “nonprofit” — which  is  to  say  that 
the  profits  belong  to  the  subscriber,  and  they’re 
immediately  returned  to  him  in  terms  of  broader 
services  covered  and  more  adequate  payments  for 
his  doctor’s  services  when  he  needs  them.  Blue 
Shield  serves  all  segments  of  the  community,  not 
just  those  favored  elements  who  need  it  least  and 
who  offer  the  best  prospect  of  profitable  under- 
writing. 

In  most  areas,  the  local  physicians  are  volun- 
tarily accepting  Blue  Shield  payments  in  full  pay- 
ment of  services  required  by  subscribers  in  low 
or  medium  income  brackets,  recognizing  that  in 
Blue  Shield — and  only  in  Blue  Shield — the  pay- 
ment schedules  reflect  the  profession’s  own  evalu- 
ations of  its  services  and  procedures. 

Blue  Shield  is  the  greatest  contribution  Ameri- 
can medicine  has  ever  made  in  the  medico-eco- 
nomic sphere — and  it’s  dedicated  to  the  preserva- 
tion of  a system  of  medical  care  that  both  the 
profession  and  the  people  of  this  country  clearly 
want  to  preserve. 
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The  surgical  abdomen  in  pregnancy* 


Donald  W.  deCarle,  M.D.,  San  Francisco,  California 


Signs  and  symptoms  may  be  modified 
or  masked  during  pregnancy.  Every 
physician  doing  obstetrics  must  be  ever 
mindful  of  the  differential  diagnosis. 

An  important  comment  is  made  about 
use  of  x-ray  during  pregnancy. 

In  approaching  any  problem  that  involves 
the  pregnant  as  opposed  to  the  non-pregnant 
woman,  whether  it  is  surgical,  medical,  or 
obstetrical,  there  are  certain  generalities 
which  must  constantly  be  kept  in  mind.  The 
first,  and  probably  the  most  important  to 
the  surgeon,  is  the  progressive  displacement 
of  the  abdominal  viscera  by  the  growth  of 
the  pregnant  uterus.  This  results  in  a con- 
stantly changing  position  and  relationship 
of  the  various  abdominal  structures.  It  also 
causes  varying  degrees  of  discomfort  and  at 
time,  actual  pain  by  stress  and  tension  on 
certain  tissue  structures,  such  as  muscles  and 
ligaments.  It  becomes  increased  toward  the 
latter  part  of  pregnancy  when  uterine  size 
and  accompanying  volume  is  at  its  greatest. 
Second,  with  our  present  knowledge,  we 
have  come  to  recognize  an  ever-enlarging 
number  of  modifications  of  physiological 
functions  during  pregnancy.  This  includes 
the  so-called  physiological  anemias,  the  rela- 
tive leukocytosis,  the  increased  blood  volume, 
and  the  multiple  alterations  in  function  of 
the  glands  of  internal  secretion,  to  mention 
a few  examples.  Finally,  there  are  the  many 
psychologic  and  emotional  changes  which 
cannot  be  overlooked  in  arriving  at  a diagno- 
sis or  carrying  out  treatment,  either  surgical 

^Presented  before  the  1959  meeting  of  the  Ogden  Surgical 
Society. 
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or  otherwise,  in  the  pregnant  female. 

For  simplification  in  the  present  discus- 
sion, the  various  complicating  factors  which 
could  conceivably  require  intervention  by 
abdominal  surgery  in  the  pregnant  woman 
should  be  divided  into  two  main  groups.  The 
first  includes  only  those  conditions  which  are 
directly  related  to  the  pregnancy  itself.  All 
other  causative  agents,  including  conditions 
coincidental  to  or  accidentally  associated 
with  a pregnancy,  are  placed  in  the  second 
of  these  two  main  groups. 

Group  I 

Although  this  discussion  is  primarily  con- 
cerned with  the  accidental  complications 
found  in  the  abdomen  during  pregnancy, 
there  are  several  surgical  conditions  directly 
due  to  the  pregnancy  itself  which  should 
receive  at  least  brief  consideration,  even 
among  the  general  surgeons.  By  far  the  most 
important  of  these  associated  with  early 
pregnancy  is  the  so-called  ectopic,  or  prefer- 
ably tubal,  gestation.  It  may  manifest  itself 
in  so  many  ways  that  in  the  presence  of  any 
pelvic  condition  in  a woman  of  childbearing 
age,  even  in  the  absence  of  a disturbed  or 
modified  menstrual  period,  the  question  of 
a possible  ectopic  pregnancy  must  be  ever 
foremost  in  the  mind  of  the  examiner. 

As  opposed  to  the  laboratory  findings  and 
those  obtained  by  curettage  which  are  help- 
ful in  a comparatively  small  per  cent  of  these 
patients,  the  most  valuable  diagnostic  pro- 
cedure, in  our  opinion,  is  the  posterior  cul- 
potomy.  The  technic  is  comparatively  simple. 
The  presence  of  free  blood  in  the  abdomen 
can  be  demonstrated  by  this  method.  The 
adnexa  can  be  palpated  digitally  and  even 
fairly  extensive  pelvic  surgery  can  be  carried 
out  through  this  same  opening,  as  shown  by 
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Bradbury  and  others. 

Surgery  is  the  indicated  treatment  in  all 
patients  with  tubal  pregnancy.  Salpingectomy 
and  occasionally  more  extensive  surgery  may 
be  necessary.  An  associated  appendectomy 
should  be  avoided  in  the  majority  of  these 
patients.  The  only  two  patients  in  this  series, 
in  which  tuboplasty  was  attempted,  as  sug- 
gested by  Stromme  and  Thompkins,  required 
a second  operation.  One  word  of  warning  in 
connection  with  this  complication,  which 
cannot  be  too  frequently  emphasized,  is  the 
routine  check  of  the  Rh  factor,  previous  to 
all  transfusions  in  patients  such  as  these.  In 
all  emergencies,  when  time  does  not  permit, 
Rh  negative  Group  O blood  only  should  be 
employed. 

Among  the  surgical  complications  of  the 
late  gestational  period  directly  due  to  the 
pregnancy  itself  there  is,  on  rare  occasions, 
one  associated  with  placenta  accreta  which 
should  be  called  to  the  attention  of  the  gen- 
eral surgeon.  In  the  presence  of  a so-called 
percreta,  the  placental  villae  may  actually 
perforate  the  uterine  wall,  involving  the 
neighboring  structures.  There  were  none  of 
these  in  this  particular  series,  but  two  such 
cases  were  recently  reported  at  the  San  Fran- 
cisco Gynecological  Society.  In  both  patients, 
severe  bladder  symptoms  appeared  with  an 
associated  hematuria.  Both  required  hyster- 
ectomy with  partial  removal  of  the  bladder 
wall. 

Two  other  conditions  in  this  group,  which 
do  not  warrant  detailed  discussion  at  this 
time,  but  with  which  anyone  doing  surgery 
should  be  conversant,  are  uterine  rupture 
and  abdominal  pregnancy.  Both  are  serious 
complications  of  pregnancy  and  both  at  times 
may  become  dire  emergencies  requiring  im- 
mediate surgical  interference.  Of  the  former, 
there  were  but  three  in  our  series.  All  fol- 
lowed previous  cesarean  section.  This  compli- 
cation is  included  primarily  to  call  attention 
to  the  frequent  presence  of  an  associated 
hematuria.  In  a recent  presentation,  the  late 
Dr.  Cooley  emphasized  this  finding  as  a defi- 
nite diagnostic  symptom.  As  to  the  second 
of  these  two  complications,  it  is  mentioned 
primarily  to  emphasize  the  importance  of 
leaving  the  placental  bed  undisturbed  at  all 
times  in  the  patient  in  whom  this  complica- 
tion is  found. 


Group  II 

As  opposed  to  the  first  major  group,  the 
second  includes  those  surgical  complications 
of  the  abdomen  coincidental  to  the  preg- 
nancy. No  attempt  will  be  made  to  subdivide 
this  group.  It  becomes  rather  a question  of 
increasing  difficulty  in  both  diagnosis  and 
treatment  of  many  of  the  same  complications 
in  the  more  advanced  stages  of  pregnancy 
and  the  early  puerperium.  This  is  probably 
true  to  a lesser  degree  in  acute  complicating 
lesions  of  the  upper  abdomen.  Conditions 
such  as  acute  gallbladder  and  perforated  du- 
odenal ulcer  should  be  handled  both  as  to 
diagnosis  and  treatment  in  a manner  similar 
to  that  in  the  nonpregnant  patient,  accord- 
ing to  Walker  and  Greany.  However,  accord- 
ing to  these  authors,  one  must  keep  continu- 
ally in  mind  that  all  patients  in  this  group 
have  become  so  accustomed  to  various  forms 
of  abdominal  discomfort,  especially  in  late 
pregnancy,  that  they  fail  to  complain  of  any 
real  symptoms  much  later  than  the  non- 
pregnant woman. 

Acute  appendicitis:  Most  authors  agree 
that  acute  appendicitis  is  still  the  most  com- 
mon extra  uterine  complication  requiring 
abdominal  surgery.  In  spite  of  modern  hos- 
pitals, radical  surgery  and  antibiotics,  Varney 
points  out  that  disease  of  this  organ  still 
kills  217  persons  monthly,  according  to  the 
Bureau  of  Vital  Statistics.  Thus,  all  operators 
are  uniform  in  their  opinion  that  only  early 
diagnosis  and  prompt  surgical  interference 
can  avoid  a serious  outcome  for  both  mother 
and  child  in  the  presence  of  an  acute  appen- 
dicitis. This  requires  constant  suspicion  of 
this  condition,  especially  in  the  second  and 
third  trimesters  and  the  early  puerperium. 
Laboratory  and  x-ray  studies  may  be  of  little 
help  in  obtaining  a diagnosis.  In  the  opinion 
of  Bryan,  who  recently  discussed  acute  ap- 
pendicitis in  pregnancy,  the  history,  if  care- 
fully taken,  is  the  most  important  factor  in 
arriving  at  the  correct  diagnosis. 

Douglas  advises  early  surgical  interfer- 
ence in  the  pregnant  woman,  especially  in 
the  third  trimester,  even  when  the  signs  and 
symptoms  are  relatively  benign.  Even  though 
a certain  number  of  patients  may  be  operated 
needlessly,  he  feels  the  risk  is  insignificant 
compared  to  the  possible  tragedy  which  so 
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frequently  follows  “procrastination  and  sub- 
sequent rupture  of  this  organ.” 

Bryan,  who  agrees  with  this  advice,  notes 
a 41.6  per  cent  of  patients  with  normal  ap- 
pendices who  received  surgery.  On  the  other 
hand,  Krieg,  who  collected  200  cases  from 
four  Detroit  hospitals,  calls  attention  to  a 
2 per  cent  maternal  mortality  with  a defi- 
nitely higher  correct  preoperative  diagnosis. 
In  the  latter,  the  results  of  delay  in  surgical 
interference  are  obvious. 

There  were  three  patients  in  the  group 
at  Children’s  Hospital  in  San  Francisco  with 
a ruptured  appendix.  All  occurred  in  the 
third  trimester.  All  mothers  and  babies  sur- 
vived, although  premature  labor  in  one 
mother  began  within  a matter  of  hours  fol- 
lowing surgery. 

Bowel  obstruction:  Even  more  serious  but 
fortunately  far  less  frequent  among  compli- 
cations requiring  surgical  interference  dur- 
ing pregnancy,  is  intestinal  obstruction.  It 
increases  in  frequency  in  the  advanced  stages 
of  pregnancy  and  early  puerperium.  This 
may  be  the  result  of  tension  on  bands  and 
adhesions  produced  by  the  enlarging  uterus. 
Other  causes  include  those  which  result  in 
bowel  obstruction  also  in  the  non-pregnant 
woman,  such  as  volvulus,  hernia,  tumors  and 
occasionally  intussesception. 

The  main  problem  is  in  diagnosis.  Pres- 
ence of  the  gravid  uterus  is  a definite  handi- 
cap and  may  frequently  result  in  serious 
delay  in  recognizing  this  condition.  Auscul- 
tation and  palpation  become  increasingly  dif- 
ficult in  the  presence  of  an  abdomen  filled 
in  part  or  completely  by  the  gravid  uterus. 
The  usefulness  of  x-rays  as  an  added  diag- 
nostic aid  also  may  be  minimized.  This  can 
result  in  a delay  which  may  even  be  fatal, 
especially  when  small  bowel  is  involved.  Six 
such  cases  were  reported  from  the  Martha 
Hague  Hospital  in  1952. 

As  in  the  non-pregnant,  the  symptoms  of 
obstruction  are  much  more  profound  when 
the  blood  supply  is  involved.  The  case  of 
one  such  patient  was  reported  from  the  Stan- 
ford Hospital  group.  Within  12  hours  of 
delivery,  this  patient  complained  of  general- 
ized abdominal  pain  with  vomiting  and  dis- 
tention. Symptoms  of  rapidly  increasing 
shock  were  also  present.  The  patient  expired 
within  a period  of  48  hours  in  spite  of  treat- 


ment. Autopsy  showed  an  extensive  mesen- 
teric thrombosis  resulting  from  volvulus  of 
an  unusually  elongated  mesentery  with  a 
very  narrow  base. 

Treatment  of  this  condition  is  directed 
primarily  toward  release  of  the  obstruction. 
It  should  be  noted  that  one  is  definitely 
handicapped  in  the  use  of  decompression 
methods  in  the  patient  well  advanced  in  preg- 
nancy. Von  Geldern,  in  reporting  some  seven 
cases  of  intestinal  obstruction,  found  that 
termination  of  the  pregnancy  was  sufficient 
in  three  patients  near  term  to  relieve  the 
acute  symptoms  without  surgery.  However, 
in  two  patients  in  this  present  series,  all 
symptoms  became  accentuated  and  more  ap- 
parent following  delivery  of  the  fetus.  One 
patient  operated  twice,  once  early  and  again 
late  in  pregnancy,  required  a third  laparoto- 
my for  relief  from  the  same  complication 
following  delivery. 

There  were  no  fatalities  in  the  group  of 
cases  reported  from  Children’s.  This  can  only 
be  explained  by  early  interference  following 
the  onset  of  symptoms. 

Ovarian  tumors:  Tumors  involving  the 
ovary,  discovered  during  early  pregnancy, 
should  be  removed  if  solid  or  cystic  and  more 
than  10  cms.  in  diameter.  The  large  majority 
of  the  latter  which  are  of  a size  too  small  to 
be  of  surgical  importance,  are  simple  follicu- 
lar or  corpus  luteum  cysts.  Many  of  these 
are  either  lost  in  the  abdomen  by  the  enlarg- 
ing uterus  or  regress  during  the  ensuing 
pregnancy.  However,  it  should  not  be  for- 
gotten that  torsion  of  the  adnexa  may  occa- 
sionally occur  with  these  same  small  tumors 
or  even  with  a normal  tube  and  ovary. 

In  Bell’s  experience,  well  over  80  per  cent 
of  ovarian  tumors  treated  surgically  are 
found  to  be  cystic.  The  remainder  are  of  the 
solid  variety.  Of  the  former,  the  most  com- 
mon in  his  opinion  are  cysts  of  the  dermoid 
or  pseudomucinous  type.  In  the  past  five 
years  at  Children’s  Hospital,  there  were  two 
out  of  the  five  dermoids  correctly  diagnosed 
preoperatively  by  x-ray  evidence  of  calcium 
deposits. 

It  had  been  previously  assumed  that  sur- 
gery within  the  first  trimester,  especially  if 
the  ovary  containing  the  corpus  luteum  was 
removed,  would  be  followed  by  spontaneous 
termination  of  the  pregnancy.  Recent  ac- 
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cumulation  of  evidence  has  proved  this  as- 
sumption to  be  wrong.  Placental  function 
evidently  begins  much  earlier  in  pregnancy 
than  was  previously  thought,  as  shown  by 
the  discovery  of  chorionic  gonadotropins  in 
the  patient’s  blood,  even  before  the  first 
period  is  missed. 

Discovery  of  an  ovarian  tumor  late  in 
pregnancy  can  be  treated  by  immediate  re- 
moval. However,  for  the  most  part,  cesarean 
section,  with  removal  at  term,  is  the  method 
to  be  preferred  in  patients  with  advanced 
pregnancy,  should  the  tumor  create  a dys- 
tocia. If  delivery  of  the  fetus  from  below  can 
be  negotiated,  then  removal  of  such  a tumor 
in  the  puerperium  is  probably  even  more 
satisfactory. 

Although  almost  any  kind  of  an  ovarian 
tumor  may  be  found  associated  with  preg- 
nancy, malignant  neoplasms  are  fortunately 
rare.  One  such  tumor  was  included  in  this 
series.  It  was  first  discovered  at  some  28 
weeks  of  gestation.  Because  of  its  rapid 
growth,  radical  surgery  was  advised  with 
sacrifice  of  the  uterus  and  fetus.  The  patient, 
however,  survived  only  six  months  following 
surgery. 

Uterine  fibroids:  It  was  only  some  three 
decades  ago  that  fibroids,  discovered  in  early 
pregnancy,  were  treated  by  immediate  my- 
omectomy. In  spite  of  heavy  sedation,  a 
high  percentage  of  the  patients  thus  oper- 
ated, promptly  miscarried.  There  was  one 
such  patient  who  was  treated  in  this  manner 
at  Children’s  in  the  past  five  years.  Fortu- 
nately, she  was  carried  to  term  with  no 
further  complications,  and  was  allowed  to 
deliver  spontaneously. 

Of  the  seven  patients  in  this  group  which 
came  to  surgery,  one  required  an  emergency 
laparotomy  at  36  weeks  with  a preoperative 
diagnosis  of  acute  appendicitis.  On  opening 
the  abdomen,  a pedunculated  fibroid  of  the 
anterior  uterine  wall  was  found.  It  was  gan- 
grenous and  surrounded  by  a layer  of  fibrin. 
Five  of  the  remaining  six  were  treated  by 
supravaginal  hysterectomy  at  the  time  of 
cesarean  section.  A similar  hysterectomy  was 
performed  upon  the  sixth  patient  in  the  im- 
mediate puerperium.  A large  submucous 
fibroid  filling  the  entire  vagina,  thought  at 
first  to  be  an  inversion  of  the  uterus,  was 
found  at  the  time  of  delivery  of  the  placenta. 


For  the  most  part,  myomata  associated 
with  pregnancy  are  left  undisturbed.  Even 
at  cesarean  section,  only  those  which  are  in 
or  near  the  uterine  incision  are  removed, 
unless  the  uterus  itself  is  to  be  sacrificed.  It 
has  become  an  accepted  fact  that  with  the 
rapid  growth  of  these  tumors  during  preg- 
nancy, they  undergo  a high  degree  of  de- 
generation. As  a result,  a large  percent  of 
myomata  return  to  a size  definitely  smaller 
than  that  found  preceding  the  pregnancy. 

Vascular  accidents:  Of  the  least  common 
but  nevertheless  serious  intra-abdominal 
complications  of  pregnancy,  are  the  so-called 
vascular  accidents.  They  are  the  result  in 
part  of  the  increase  in  pressure  which  affects 
the  intra-abdominal  vessels  in  these  patients 
during  the  latter  months  of  pregnancy  and 
the  immediate  puerperium.  Although  any  ab- 
dominal vessel  may  be  involved,  hemorrhages 
resulting  from  rupture  of  aneurysms  of  the 
splenic  and  renal  arteries  are  two  of  the 
most  serious.  Both  are  associated  with  un- 
usually high  maternal  and  fetal  mortality. 
In  a recent  discussion  of  this  subject,  Thorp 
collected  117  cases  of  splenic  artery  rupture 
in  pregnant  women  since  1900.  Of  these,  93.6 
per  cent  occurred  in  the  third  trimester. 
What  is  most  significant  is  that  only  five  of 
this  group  survived  and  of  the  five,  only  two 
were  diagnosed  preoperatively. 

Sperling,  although  admitting  the  infre- 
quent preoperative  diagnosis  of  this  compli- 
cation, suggests  three  possible  criteria  which 
might  be  helpful.  Of  these,  the  first  is  the 
upper  left  quadrant  pain;  the  second  is  the 
presence  of  a systolic  bruit  over  the  palpable 
tumor  mass;  and  the  third  is  a pulsating  fill- 
ing defect  in  the  greater  gastric  curvature 
on  fluoroscopy. 

Although  even  more  infrequent  than  rup- 
ture of  the  splenic  artery,  such  an  accident 
in  one  of  the  renal  arteries  can  be  equally, 
if  not  more,  serious.  Of  11  cases  involving 
this  condition,  Thorp  reports  the  survival  of 
but  three  patients.  Only  two  of  the  three 
babies  survived. 

Not  one  of  the  11  was  diagnosed  previous 
to  surgery  or  autopsy.  However,  this  author 
suggests  that  abdominal  distention  with  in- 
creasing shock  and  a palpable  retroperitoneal 
mass,  confined  to  one  flank,  may  be  helpful. 
All  patients  in  his  group  complained  of  in- 
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tense  pain  in  this  same  area. 

The  treatment  in  both  these  complications 
is  immediate  surgery.  The  uterus  may  be 
opened  and  emptied  if  it  is  sufficiently  large 
to  interfere  with  adequate  exposure. 

Discussion 

It  becomes  highly  important  in  closing  to 
discuss  briefly  two  phases  intimately  con- 
nected with  the  diagnosis  and  treatment  of 
the  acute  abdomen  in  pregnancy.  The  first  of 
these  has  to  do  with  the  choice  of  anesthesia 
and,  the  second,  with  x-ray  as  a diagnostic 
aid. 

In  the  early  half  of  the  gestational  period, 
should  an  intra-abdominal  surgical  procedure 
be  indicated,  an  induction  dose  of  intrave- 
nous pentothal  from  250-350  mgms.  or  more 
is  used,  depending  on  the  size  of  the  patient. 
The  anesthesia  may  then  be  switched  to 
small  divided  doses  of  intravenous  demerol, 
10  to  25  mgms.,  combined  with  nitrous  oxide. 
Should  the  patient  be  in  shock  from  blood 
loss,  cyclopropane  is  the  anesthesia  of  choice. 
As  an  alternative,  however,  following  a small 
induction  dose  of  50-75  mgms.  or  more  of 
pentothal,  intravenous  demerol  in  doses  up 


to  200  mgms.  or  more  combined  with  lorfan 
has  been  found  to  be  both  safe  and  effective. 

In  the  latter  half  of  pregnancy,  spinal  ]: 
pontocaine,  up  to  8 or  more  mgms.,  given 
in  3 or  more  cc.  of  glucose  and  spinal  fluid  ; 
is  to  be  preferred.  The  patient  may  then  be  I 
tipped  into  Trendelenburg  position  and  oxy-  !' 
gen  administered.  By  this  method,  compara-  i 
tively  little  in  the  way  of  pressure  drop  has 
been  found.  Here  again,  demerol  and  lorfan 
may  be  helpful,  should  the  procedure  be  un- 
duly prolonged  as  by  a preliminary  section. 

As  a final  word,  there  is  no  doubt  that 
the  opinion  of  a large  majority  of  doctors  is 
swinging  away  from  the  indiscriminate  use  ■ 
of  x-rays  at  any  time  during  pregnancy. 
However,  on  discussing  the  problem  of  x-ray  : 
for  diagnostic  purposes  in  the  pregnant  pa- 
tient with  various  doctors  in  that  field,  one 
is  left  with  the  feeling  that  maybe  the  cru- 
sade against  its  use  has  been  too  severe.  All 
are  unanimous  in  the  opinion  that  its  use 
during  the  first  three  months  of  pregnancy 
should  be  avoided  entirely,  with  few  or  no  , 
exceptions.  Conservative  and  judicious  use 
any  other  time  in  pregnancy  is  permissible 
and  probably  innocuous.  • 


Over  44  million  enrolled  in  Blue  Shield 

More  than  44,700,000  persons  were  enrolled  in 
the  various  Blue  Shield  Plans  located  in  North 
America  as  of  December  31,  1959,  the  National 
Association  of  Blue  Shield  Plans  recently  reported. 
Total  membership  in  the  Plans  reached  44,792,923 
at  the  end  of  the  past  year,  which  represents  an 
enrollment  of  24  per  cent  of  the  total  United 
States  population  and  nearly  15  per  cent  of  the 
total  Canadian  population. 

“The  net  gain  in  membership  for  1959  amount- 
ed to  2,217,667,  which  is  significant  improvement 
over  the  1,096,203  gain  for  the  year  1958,”  the 
national  association  also  indicated  in  its  year-end 
report. 

Several  Blue  Shield  Plans  recorded  impressive 
enrollment  gains  during  the  past  year.  The  Blue 
Shield  Plan  serving  the  Province  of  Ontario  reg- 
istered a net  gain  of  379,092  members  during  1959, 
while  the  Pennsylvania  Blue  Shield  Plan  added 
247,435  members  and  the  Chicago  Plan  166,691 
members.  Also  noteworthy  is  the  fact  that  two 
Blue  Shield  Plans  had  enrolled  more  than  60  per 
cent  of  the  population  in  the  areas  they  serve  at 
the  end  of  1959.  The  District  of  Columbia  Plan 
has  enrolled  more  than  68  per  cent  of  the  residents 
of  the  nation’s  capital,  while  the  Delaware  Plan 


has  enrolled  almost  61  per  cent  of  the  state’s  popu- 
lation. 

“The  acceptance  of  Blue  Shield  as  a means  of 
helping  to  pay  medical-surgical  bills  is  reflected 
in  the  growth  of  these  Plans  in  the  past  decade. 
Blue  Shield  has  grown  from  a membership  of 
more  than  16,500,000  in  1950  to  its  present  figure 
only  through  the  offering  of  a program  that  has 
continued  to  meet  the  demands  and  needs  of  the 
American  public,”  the  report  concluded. 


American  Physicians’  Art  Association 

The  23rd  annual  exhibition  of  art  works  by 
American  physicians  will  be  held  June  13  through 
June  18,  1960,  at  the  Miami  Beach  Exhibition  Hall 
and  Auditorium,  it  was  announced  by  Lewis  M. 
Johnson,  M.D.,  President  of  the  American  Physi- 
cians Art  Association. 

Held  in  conjunction  with  the  annual  convention 
of  the  American  Medical  Association,  the  show 
will  include  over  300  works  of  art  in  oil,  water 
color,  sculpture,  crafts,  photography  and  lithog- 
raphy. 

Participants  and  prospective  exhibitors  may 
obtain  further  information  from  Dr.  Kurt  F.  Falk- 
son,  7 East  78th  Street,  New  York  City,  Secretary 
of  the  American  Physicians  Art  Association. 
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Case  1 

This  patient  was  a 26-year-old  primagravida 
who  was  first  seen  by  her  physician  in  May  at 
two  and  one-half  months’  gestation.  Examination 
revealed  no  physical  abnormalities  except  mod- 
erate ankle  edema.  Her  B.P.  was  110/70,  weight 
152  pounds,  urine  negative  for  albumin,  and  R.B.C. 
3,700,000.  Her  pelvis  was  adequate.  The  edema 
subsided  on  a low  sodium  diet  and  she  lost  three 
pounds  by  her  next  prenatal  visit.  Pregnancy  was 
uneventful  until  Nov.  15  when  the  patient  de- 
veloped a cough  and  low  grade  fever.  Rales  were 
heard  in  the  right  lung  base.  She  was  given  peni- 
cillin and  symptoms  and  signs  promptly  subsided. 
Ankle  edema  returned  at  Thanksgiving  after  the 
patient  disregarded  her  low  sodium  diet  and  at 
her  next  visit  to  the  physician’s  office  on  Dec.  13, 
she  had  gained  five  pounds  and  edema  was  con- 
spicuous. Blood  pressure  at  this  time  was  140/90 
and  there  was  four  plus  albuminuria.  Patient  was 
sent  home  on  a liquid  diet  and  bed  rest  and  told 
to  return  on  Dec.  16.  She  was  seen  on  Dec.  17  and 
there  was  no  change  in  her  condition  so  hospital- 
ization was  elected. 

On  admission  to  the  hospital,  her  B.P.  was 
144/92.  Bed  rest,  sedation  and  laboratory  studies 
were  ordered.  By  5:00  a.m.  the  next  morning  her 
B.P.  was  180/110  and  patient  had  passed  only  a 
small  amount  of  bloody  urine.  Obstetric  consul- 
tation was  obtained  and  it  was  decided  that  de- 
spite the  fact  that  the  period  of  gestation  was  only 
27  weeks,  that  a rapidly  progressing,  fulminating 
toxemia  had  developed  and  that  the  uterus  must 
be  emptied.  Induction  of  labor  by  artificial  rup- 
ture of  the  membranes  and  intravenous  pitocin 
was  done  on  Dec.  18.  Medical  consultation  was 
obtained  and  therapy  with  antihypertensive  drugs 
was  instituted.  The  attempt  at  induction  of  labor 
was  not  successful  and  by  the  evening  of  Dec.  18 
the  patient  was  found  to  have  a pleural  effusion 
in  the  right  chest;  600  cc.  were  removed  by 
thoracentesis.  Hypertension  and  oliguria  persisted 
throughout  the  next  day,  and  all  consultants  agreed 
that  the  uterus  must  be  emptied  by  cesarean 
section — the  patient  not  being  in  labor.  An  addi- 
tional 1,400  cc.  of  fluid  were  removed  from  the 

•Committee  Members:  E.  N.  Akers,  M.D.;  Gerard  W.  delJunco, 
M.D.;  George  M.  Horner,  M.D.;  Paul  F.  McCallin,  M.D.;  Leo 
J.  Nolan,  M.D.;  James  R.  Patterson,  M.D.;  L.  W.  Roessing, 
M.D.,  and  Ben  C.  Williams,  M.D.,  Chairman. 


MATERNAL  MORTALITY 

The  following  cases  have  been  reviewed 
by  the  Denver  Maternal  Mortality  Com- 
mittee* and  selected  for  publication  because 
of  their  educational  value.  Submission  of 
similar  cases  is  invited  from  other  com- 
mittees in  the  Rocky  Mountain  Region. 

(T 

right  chest  and  at  4:00  p.m.  on  Dec.  19  cesarean 
section  was  done  under  local  anesthesia.  A live 
premature  infant  was  delivered  which  lived  eight 
hours.  The  patient  did  fairly  well  except  that 
hypertension  and  oliguria  persisted.  The  urine 
cleared  of  gross  blood  but  microscopically  red 
blood  cells  were  seen.  Although  the  patient  was 
known  to  be  anemic,  transfusion  was  felt  to  be 
contraindicated  because  of  the  oliguria.  The  pa- 
tient was  placed  on  therapy  with  cortisone  without 
any  beneficial  effect.  Elevation  of  BUN  was  noted. 
On  Dec.  22  the  patient  was  given  washed  red 
blood  cells  I.V.  Oliguria  (120  cc.  daily)  and  hyper- 
tension persisted  with  increasing  BUN  and  uremia. 
The  patient  expired  on  Dec.  25,  six  days  after 
delivery. 

Autopsy  revealed  disseminated  lupus  erythe- 
matosis  involving  the  kidneys,  liver,  spleen,  lungs 
and  heart.  There  was  also  massive  terminal  pneu- 
monia in  both  lungs.  The  wound  in  the  uterus  was 
well  healed  and  showed  no  evidence  of  infection. 

Comment 

It  was  the  opinion  of  the  committee  that  al- 
though the  final  diagnosis  in  this  case  was  not 
established  until  postmortem  examination,  the 
patient  received  adequate  and  skilled  supportive 
therapy  and  that  death  was  due  to  the  nature  and 
extent  of  her  disease  rather  than  to  any  defi- 
ciencies in  management  and  was  therefore  not 
preventable. 

Case  2 

This  patient  was  a 26 -year-old  primagravida 
whose  EDC  was  May  10,  1958,  and  who  was  first 
seen  by  her  physician  during  the  second  month 
of  pregnancy  with  influenzal  pneumonia.  Re- 
covery from  this  was  complicated  by  glomerulo- 
nephritis. Prenatal  examinations  at  the  third, 
seventh  and  eighth  months  revealed  an  elevated 
blood  pressure  of  132/96,  edema  and  four  plus 
albuminuria  with  hyaline  and  granular  casts. 
R.B.C.  on  Dec.  29,  1957,  had  been  3,260,000.  Serol- 
ogy was  negative.  X-ray  pelvimetry  done  in  the 
seventh  month  revealed  a contracted  pelvic  outlet. 
The  patient  was  hospitalized  for  study  on  Dec.  29 
and  30,  because  of  the  edema  and  albuminuria. 
She  was  again  hospitalized  on  April  7 for  study. 
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R.B.C.  on  this  admission  was  1,710,000.  Urine 
showed  four  plus  albumin  with  hyaline  and  granu- 
lar cases.  Edema  was  present. 

On  April  19  the  patient  was  brought  to  the 
hospital  by  her  husband  with  history  of  having 
had  labor  pains  for  12  hours.  Examination  on 
admission  revealed  general  anasarca,  elevated 
blood  pressure  and  active  uterine  contractions. 
The  membranes  protruded  through  the  vagina  and 
were  artificially  ruptured.  The  cervix  was  par- 
tially dilated  but  the  vertex  was  not  engaged.  The 
patient  was  given  Demerol  75  mg.  and  trilene 
analgesia.  Mercurhydrin  was  given  I.M.  in  an 
attempt  to  reduce  edema.  Uterine  contractions 
continued  but  there  was  no  further  progress  and 
cesarean  section  was  elected.  A classical  procedure 
was  done  on  April  19  under  pentothal-gas-oxygen 
anesthesia  without  difficulty  and  without  excessive 
blood  loss.  A stillborn  male  infant  was  delivered. 
During  the  interval  between  April  19  and  21  the 
patient  was  given  four  liters  of  blood  and  one 
liter  of  glucose  solution.  On  the  first  postoperative 
day  she  developed  a temperature  of  101°  F.,  dysp- 
nea and  cough  with  bloody  expectoration.  These 
symptoms  increased  in  severity  and  death  oc- 
curred 12  hours  later. 

Comment 

It  was  the  opinion  of  the  committee  that  the 
death  was  preventable.  First,  in  view  of  the  pres- 
ence of  acute  glomerulo-nephritis  early  in  preg- 
nancy, it  was  felt  that  consultation  should  have 
been  obtained  with  a view  to  terminating  the 
pregnancy  in  the  first  trimester.  Second,  although 
information  was  not  complete,  it  was  felt  that 
when  the  patient  was  hospitalized  for  observation 
in  early  April  and  found  to  be  severely  anemic, 
in  addition  to  showing  edema  and  albuminuria, 
supportive  therapy  should  have  been  more  vigor- 
ous and  plans  for  abdominal  delivery  should  have 
been  made  during  this  hospitalization  rather  than 
awaiting  the  onset  of  labor  when  the  patient’s 
condition  had  further  deteriorated.  Third,  the 
transfusion  of  four  liters  of  blood  when  signs  of 
pulmonary  edema  were  developing  was  seriously 
questioned.  Since  the  purpose  of  the  transfusion 
was  to  correct  severe  anemia,  it  was  felt  that 
packed  or  washed  red  blood  cells  rather  than 
whole  blood  would  have  been  preferable. 

Write  your  Congressmen  again! 

Your  representatives  in  Washington  are 
strongly  influenced  by  the  apparent  will  of 
the  voters.  It  is  our  duty  to  our  patients,  as 
well  as  to  the  medical  profession,  to  voice  a 
strong  protest  against  Forand-type  legisla- 
tion, which  is  not  dead  yet!  A colleague  has 
sent  the  following  letter  to  his  Representa- 
tives and  Senators: 

I would  like  to  enter  my  vigorous  protest 


against  the  passage  of  any  Forand-type  legislation. 
My  reasons  are  as  follows:  First,  any  government- 
controlled  program,  does  not  have  the  flexibility  to 
be  successful  for  a high  type  of  medical  practice. 
Second,  the  political  approach  is  repugnant  to  all 
members  of  the  medical  profession  in  this  country. 
All  of  us  who  served  in  the  Armed  Forces  during 
the  war  saw  difficulties  inherent  in  government 
controlled  medical  plans  of  any  type.  Abuses, 
political  administration,  and  wastefulness  were 
conspicuous.  This  is  one  reason  why  so  many  of 
us  immediately  got  out  of  the  Armed  Forces.  Third, 
and  a very  important  point,  is  weakening  of 
patient-physician  relationship,  which  is  one  of  the 
most  valuable  facets  of  medical  practice.  Fourth, 
every  right  thinking  American  prefers  the  privi- 
lege of  choosing  his  own  health  plan  from  a private 
carrier  so  that  he  may  suit  it  to  his  needs  and 
pocketbook.  Voluntary  health  insurance  plans  have 
fulfilled  most  of  the  needs  of  this  country  _ over 
the  past  decade  and,  granted  the  opportunity,  will 
continue  to  improve  their  services  and  to  provide 
better  coverage  to  our  citizens.  Physicians  are 
disappointed  in  many  of  the  tax  supported  schemes 
for  hospital  and  medical  services  with  their  loop- 
holes, inefficiencies,  and  abuses  of  privilege.  Ef- 
forts may  well  be  directed  toward  improving 
existing  facilities,  such  as  the  Veterans  Adminis- 
tration, rather  than  the  creation  of  new  ones. 
Finally,  I am  in  favor  of  anything  which  wdll  keep 
the  dollar  sound  and  avoid  political  “give-aways” 
with  their  abundant  iniquities. 

As  a faculty  member  of  the  University  of  Colo- 
rado for  20  years,  I note  that  young  men  now 
applying  to  medical  schools  for  study  are  fewer 
in  number  and  substandard  in  quality.  This  situ- 
ation has  resulted  in  part  from  the  threat  of  social- 
ized medicine  which  makes  the  field  of  medicine 
repugnant  to  the  better  students.  I have  practiced 
medicine  for  almost  25  years  but,  should  a govern- 
ment-controlled program  dominate  a major  portion 
of  my  practice,  I would  be  tempted  to  earn  my 
living  in  some  other  way.  Many  of  my  contem- 
poraries share  this  conviction.  We  would  never 
allow  ourselves  to  be  responsible  to  a government 
agency  for  the  amount  of  our  compensation  or 
for  the  quality  of  our  performance.  Such  methods 
would  be  against  the  American  way  of  life-— which 
comprises  the  choosing  of  our  own  insurance  plans, 
our  own  homes,  the  town  in  which  we  live,  and 
our  own  physicians. 

I urge  you  to  make  vigorous  protest  and  exert 
your  influence  against  any  such  legislation  now 
and  in  the  future. 

Yours  very  truly, 

Marshall  G.  Nims,  M.D. 

Comparable  letters  should  go  at  once  from 
every  one  of  us.  We  cannot  afford  to  leave  it 
to  the  other  fellow.  Our  opponents  won’t! 
Let  each  of  us  do  his  share  of  the  campaign- 
ing before  it  is  too  late. 
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The  first  specific  aldosterone-blocking  agent . . . 


ALDA  CTONE' 

effectively  extends  the  medical  control  of  edema  or  ascites. 
It  introduces  a new  therapeutic  principle  in  the  treatment  of. . . 

CONGESTIVE  HEART  FAILURE  • HEPATIC  CIRRHOSIS 
THE  NEPHROTIC  SYNDROME  • IDIOPATHIC  EDEMA 


ALDACTONE  introduces  a new  class  of  therapeutic 
agent,  the  aldosterone-blocking  agent  providing: 

satisfactory  relief  of  resistant  or  advanced 
edema  even  when  all  other  agents,  alone  or  in 
combination,  are  ineffective  or  are  only  partially 
effective. 

A New  Order  of  Therapeutic  Activity 

ALDACTONE  acts  by  blocking  the  effect  of  aldo- 
sterone, the  principal  mineralocorticoid  governing 
the  reabsorption  of  sodium  and  water  in  the  distal 
segment  of  the  renal  tubules. 

By  so  doing  Aldactone  establishes  a fundamen- 
tally new  and  effective  approach  to  the  control  of 
edema  or  ascites,  including  edema  resistant  or  un- 
responsive to  conventional  diuretic  agents. 

Further,  because  of  its  different  site  and  mode 
of  action  in  the  renal  tubules,  Aldactone  has  a true, 
highly  valuable  synergistic  activity  when  used  with 
a mercurial  or  thiazide  diuretic. 

What  Physicians  May  Expect  of  Aldactone 

It  is  fully  expected  that  Aldactone  will  change 
present  medical  concepts  of  the  therapeutic  limita- 
tions of  managing  edema.  Many  patients  living  in 
a greater  or  lesser  state  of  edematous  invalidism 
can  now  be  edema-free.  To  others,  gravely  ill, 
Aldactone  will  be  life-saving. 


When  used  alone,  Aldactone  will  produce  a sat- 
isfactory diuresis  in  about  half  of  those  patients 
whose  edema  is  resistant  to  conventional  diuretic 
agents. 

When  Aldactone  is  used  in  a comprehensive 
therapeutic  regimen,  which  includes  a mercurial 
or  a thiazide  diuretic,  a satisfactory  diuresis  and 
relief  of  edema, may  be  expected  in  approximately 
85  per  cent  of  edematous  patients  who  would  not 
otherwise  respond. 

dosage:  For  most  adult  patients  the  optimal  dos- 
age of  Aldactone,  brand  of  spironolactone,  is  100 
mg.  four  times  daily.  Aldactone  should  be  admin- 
istered for  at  least  four  or  five  days  before  apprais- 
ing the  initial  response,  since  the  onset  of  thera- 
peutic effect  is  gradual  when  it  is  used  alone. 
Aldactone  manifests  accelerated  activity  with 
greater  response  as  early  as  the  first  and  second 
days  when  used  in  combination  with  a mercurial 
■ or  thiazide  diuretic. 

supplied:  Aldactone  is  supplied  as  compression- 
coated  yellow  tablets  of  100  mg. 

e.  D.  S EARLE  & CO. 

Chicago  80,  Illinois 
Research  in  the  Service  of  Medicine 


Abstract  of  Minutes* 

House  of  Delegates  of  the 
Colorado  State  Medical  Society 

Twenty-fifth  Annual  Midwinter  Clinical  Session 
February  16  to  19,  1960 
Shirley-Savoy  Hotel,  Denver,  Colorado 

FIRST  MEETING 
Tuesday,  February  16,  1960 

Vice  Speaker  Heman  R.  Bull,  M.D.,  Grand 
Junction,  called  the  House  to  order  at  10:00  a.m. 
(in  the  Lincoln  Room),  and  Speaker  William  M. 
Covode,  M.D.,  Denver,  and  Vice  Speaker  Bull 
alternated  in  presiding  throughout  the  meeting. 

Dr.  John  A.  Davis,  Chairman  of  the  Committee 
on  Constitution,  By-Laws  and  Credentials,  pre- 
sented the  committee’s  report  as  printed  in  the 
House  of  Delegates  Handbook  and  verbally  amend- 
ed it  by  stating: 

“The  Committee  on  Constitution,  By-Laws  and 
Credentials  presents  several  names  from  compo- 
nent societies  to  fill  vacancies  and  replace  dele- 
gates and  alternates  not  able  to  attend  this  session: 

“Arapahoe  County:  Dr.  A.  E.  Dahl  is  an  alter- 
nate for  Dr.  James  R.  Leake.  Pueblo  County:  Dr. 
Andrew  Demshki  to  replace  Dr.  Harper  Kerr,  and 
Dr.  Grant  Curless  as  his  alternate.  San  Juan  Basin: 
Dr.  T.  W.  Halley  to  replace  Dr.  Joseph  G.  McKinley 
as  delegate.” 

The  Secretary  called  the  roll  from  the  list  of 
accredited  delegates,  and  52  (before  adjournment 
increased  to  74)  accredited  delegates  (more  than 
a quorum)  answered  roll  call. 

On  motion  duly  made,  seconded,  and  carried, 
the  printed  report  of  the  Committee  on  Constitu- 
tion, By-Laws  and  Credentials,  as  amended  by  the 
supplemental  report,  was  adopted. 

Vice  Speaker  Bull  recognized  the  Speaker,  Dr. 
William  M.  Covode,  who  delivered  his  opening 
address  as  follows: 


•Condensed  from  the  shorthand  record  of  Bertram  Naster, 
Certified  Shorthand  Reporter.  Reports  referred  to  but  not  re- 
produced herein  were  distributed  to  all  members  of  the 
House  of  Delegates  at  the  25th  Annual  Midwinter  Clinical 
Session,  in  the  printed  “House  of  Delegates  Handbook.”  Copies 
of  that  Handbook  are  on  file  with  the  Executive  Office  of  the 
Society,  and  with  the  Secretary  of  each  component  society, 
available  for  study  by  any  member  of  the  Society. 
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Address  of  Speaker 

“Welcome  to  the  25th  Annual  Midwinter  Clin- 
ics. This  will  be  short  and  painless.  It  is  always 
humiliating,  at  a time  like  this,  with  a captive 
audience,  to  realize  that  you  don’t  have  any  elec- 
trifying message  to  give. 

“You  have  all  undoubtedly  read  the  foreword 
in  the  Handbook,  urging  serious  and  continuous 
deliberation  to  the  matters  at  hand,  so  that  we 
may  compress  our  business  into  the  two  allotted 
sessions.  Let  me  emphasize  again  that  the  proper 
forum  for  expression  of  opinion,  especially  today, 
is  before  the  reference  committees.  They  will  meet 
promptly  at  2:00  p.m.  and  will  continue  until  their 
business  is  finished,  we  hope. 

“The  areas  of  dissent  at  a meeting  such  as  this 
are  always  emphasized  out  of  proportion,  while  the 
areas  of  accord  are  likely  to  pass  by  with  little 
notice;  and  that  emphasizes  the  fact  that  there  are 
always  two  sides  to  the  coin.  It’s  like  the  truck 
driver  who  almost  blew  his  top  when  he  had  to 
screech  to  a stop  and  barely  missed  a very  ob- 
viously pregnant  woman  who  was  sauntering 
across  the  street;  he  leaned  out  of  his  cab  and 
said,  ‘Listen,  babe,  don’t  forget,  you  can  get 
knocked  down,  too.’ 

“Now,  these  areas  of  accord  are  generally 
reached  through  hard  committee  work,  long  before 
the  meeting.  It  would  not  be  a sign  of  weakness 
among  any  of  you  to  quietly  thank  a committee 
member  or  chairman  for  his  efforts. 

“Finally,  a personal  plea.  This  is  my  third  ap- 
pearance in  the  role  of  Speaker  or  Vice  Speaker, 
and  I am  continually  haunted  by  the  grim  possi- 
bility of  becoming  entangled  in  a serious  problem 
of  parliamentary  rule.  So  far  that  has  not  hap- 
pened. So,  please,  will  any  amateur  parliamen- 
tarians hold  their  fire  for  a little  better  occasion? 
I am  not  a worthy  opponent,  and  I am  afraid  it 
would  wind  up  in  utter  confusion.  Thank  you.” 

Trustees’  and  officers’  reports 

There  being  no  objection,  by  unanimous  con- 
sent the  Minutes  of  the  last  Annual  Session  were 
approved  as  published  in  the  November,  1959,  is- 
sue of  the  Rocky  Mountain  Medical  Journal. 

The  report  of  the  Board  of  Trustees  was  re- 
ceived and  referred  as  printed  in  the  Handbook. 
There  was  no  supplementary  report. 

The  Speaker  reminded  all  delegates  that  they 
should  feel  duty-bound  to  appear  before  any  refer- 
ence committee  to  present  their  views  with  re- 
gard to  subjects  under  discussion,  and  that  all 
members  of  the  Society,  regardless  of  whether  or 
not  they  are  delegates,  are  welcome  to  appear 
before  any  reference  committee  and  present  their 
views. 

The  reports  of  the  Board  of  Councilors  and  the 
Grievance  Committee  were  referred  to  the  Refer- 
ence Committee  on  Professional  Relations.  There 
was  no  supplement  to  either  report. 

The  report  of  the  Grievance  Committee’s  Sub- 
committee on  Panel  Practice  was  referred  without 

continued  on  page  58 
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Doctors,  too,  like  “Premarinr 


The  doctor’s  room  in  the  hospital 
is  used  for  a variety  of  reasons. 
Most  any  morning,  you  will  find  the 
internist  talking  with  the  surgeon, 
the  resident  discussing  a case  with 
the  gynecologist,  or  the  pediatrician 
in  for  a cigarette.  It’s  sort  of  a club, 
i this  room,  and  it’s  a good  place  to 
) get  the  low-down  on  “Premarin” 
therapy. 


If  you  listen,  you’ll  learn  not  only 
that  doctors  like  “Premarin,”  but 
why  they  like  it. 

The  reasons  are  fairly  simple. 
Doctors  like  “Premarin,”  in  the  first 
place,  because  it  really  relieves  the 
symptoms  of  the  menopause.  It 
doesn’t  just  mask  them  — it  replaces 
what  the  patient  lacks  — natural  es- 
trogen. Furthermore,  if  the  patient 


is  suffering  from  headache,  insomnia, 
and  arthritic-like  symptoms  due  to 
estrogen  deficiency , “Premarin”  takes 
care  of  that,  too. 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 
Ayerst  Laboratories  • New  York 
1 6,  N.  Y.  • Montreal,  Canada 


wherever  there  is  inflammation,  swelling,  pain 

VARIDASE' 


Streptokinase-Streptodornase  Lederle 


conditions 
for  a fast 
& comfortable 
comeback 

Host  reaction  to  injury  or  local  infection  has  a 
catabolic  and  an  anabolic  phase.  The  body  responds 
with  inflammation,  swelling  and  pain.  In  time, 
the  process  is  reversed.  Varidase  speeds  up 
this  normal  process  of  recovery. 
By  activating  fibrinolytic  factors  Varidase  shortens 
the  undesirable  phase,  limits  necrotic  changes  due  to 
niiammatory  infiltration,  and  initiates  the  constructive  phase 
to  speed  total  remission.  Medication  and  body  defenses 
can  readily  penetrate  to  the  affected  site; 
local  tissue  is  prepared  for  faster  regrowth  of  cells. 
In  infection,  the  fibrin  wall  is  breached  while 
the  infection-limiting  effect  is  retained.  In  acute 
cases,  response  is  often  dramatic.  In  chronic 
cases,  Varidase  Buccal  Tablets  can  stimulate 
a successful  response  to  primary  therapy 
previously  considered  inadequate  or  failing. 

for  routine  use  in  injury  and  infection 
. . . new  simple  buccal  route 

Varidase  Buccal  Tablets  should  be  retained  in  the  buccal 
pouch  until  dissolved.  For  maximum  absorption, 
patient  should  delay  swallowing  saliva. 
Dosage:  One  tablet  four  times  daily  usually  for  five  days 
When  infection  is  present,  Varidase  Buccal  Tablets 
should  be  given  in  conjunction  with  Achromycin®  V 
Tetracycline  with  Citric  Acid. 
Each  Varidase  Buccal  Tablet  contains:  10,000  Units 
Streptokinase  and  2,500  Units  Streptodornase. 
Supplied:  boxes  of  24  and  100  tablets. 

I.  Innerfield,  I.;  Clinical  report  cited  with  permission 
2.  Clinical  report  cited  with  permission 
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Pearl  River,  New  York 
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supplement  to  the  Reference  Committee  on  Pro- 
fessional Relations. 

Neither  President  McDonald  nor  any  other  of- 
ficer who  was  a member  of  the  boards  which  had 
reported  wish  to  make  a personal  report. 

Report  of  Delegates  to  the  A.M.A. 

Speaker  Covode  referred  the  report  of  the 
Delegates  to  the  A.M.A.  in  the  Handbook,  to  the 
Reference  Committee  on  Professional  Relations. 
Dr.  Sawyer  was  not  present  at  this  time;  however, 
the  Speaker  reserved  to  Dr.  Sawyer  the  oppor- 
tunity to  make  a supplementary  report  later  in  the 
meeting. 

The  printed  report  of  the  Executive  Secretary 
was  referred  to  the  Reference  Committee  on  Board 
of  Trustees  and  Excutive  Office. 

Vice  Speaker  Bull;  “Next  in  order  are  the 
reports  of  committees.  Only  those  committees 
which  are  so  requested  by  the  Board  of  Trustees 
or  the  House  itself  report  at  your  Clinical  Session. 
All  those  which  have  been  so  requested  are  listed 
in  order  in  the  Handbook.  These  reports  will  be 
received  and  referred  as  printed  in  each  instance, 
but  I will  also  call  upon  each  one  in  order,  in  case 
there  is  a supplement.” 

Reports  of  the  Public  Health  Committee,  Public 
Policy  Committee,  and  Scientific  Program  Com- 
mittee were  referred  to  the  appropriate  reference 
committees. 

Report  of  Blue  Shield  Fee  Schedule 
Advisory  Committee 

Dr.  John  H.  Amesse,  Chairman,  presented  the 
following  report. 

The  semiannual  meeting  of  the  Blue  Shield  Fee  Schedule 
Advisory  Committee  was  held  last  night  in  the  usual  robust 
manner.  Two  general  subjects  were  discussed  during  the 
several  hours  of  deliberation.  After  careful  consideration,  the 
committee  recommends  that  the  present  assistant  surgeon’s 
benefit  which  allows  for  a flat  fee  for  the  assisting  surgeon 
be  continued  for  at  least  one  year. 

The  second  topic  of  discussion  was  informational  and 
concerned  the  problems  of  the  internist  and  the  obvious  gap 
between  the  desires  of  the  internists  and  the  policies  of  the 
Blue  Shield  Board  of  Trustees. 

One  resolution  was  unanimously  passed:  that  Dr.  Tom 
Mahoney  be  commended  for  patience  and  forbearance  in  his 
meetings  as  a representative  of  the  Internal  Medicine  Society. 

Vice  Speaker  Bull  referred  the  Handbook  re- 
port of  the  Blue  Shield  Fee  Schedule  Advisory 
Committee,  as  now  supplemented  by  Chairman 
Amesse,  to  the  Reference  Committee  on  Insurance 
and  Prepayment  Plans. 

Report  of  the  Liaison  Committee  to 
State  Welfare  Department 

Dr.  Harry  C.  Hughes,  Chairman,  submitted  the 
following  report: 

This  committee  was  created  by  the  Board  of  Trustees  on 
November  21,  1959,  and  held  its  first  meeting  on  November  27, 
1959.  Present  at  this  meeting,  as  well  as  subsequent  meetings, 
were  the  Director  of  the  Welfare  Department  and  members  of 
his  staff. 

Because  of  the  adoption  for  the  “information  and  guidance 
■of  those  concerned”  by  the  House  of  Delegates,  at  its  Sep- 
tember, 1959,  meetings,  of  the  Morgan  County  resolution. 


which  covered  many  points  of  disagreement  with  the  admin- 
istration of  the  Old  Age  Pension  Medical  Care  Program,  it 
was  decided  by  the  committee  to  discuss  this  resolution  point 
by  point  in  the  presence  of  Welfare  Department  representa- 
tives. This  discussion  has  been  completed  to  the  edification  of 
the  members  of  the  committee,  if  not  to  their  complete  satis- 
faction. 

The  last  of  three  meetings  at  which  these  discussions  were 
concluded  was  held  on  January  22,  1960,  by  which  date  the 
House  of  Delegates  Handbook  had  already  gone  to  press. 
This  is  the  reason  for  the  submission  of  this  verbal  report 
today.  In  fact,  another  meeting  of  this  committee  is  scheduled 
for  tomorrow  evening,  Wednesday,  February  17,  for  the  dis- 
cussion of  three  further  points  raised  in  discussions  thus  far, 
one  of  which  is  the  matter  of  the  obligation  of  the  physician 
in  cases  of  third  party  liability,  when  a pensioner  is  injured. 
This  is  largely  a legal  matter. 

To  summarize  the  discussions  on  all  points  raised  by  the 
Morgan  County  resolution  here  would  be  an  unjustifiable 
encroachment  on  the  time  at  the  disposal  of  this  House.  Some 
points  may  be  mentioned,  however.  Certain  paragraphs  of 
the  resolution  were  rejected  as  being  impractical.  Some  are 
already  actually  being  followed,  and  some  specific  clarifying 
actions  were  taken. 

There  was  agreement  between  the  members  of  your  com- 
mittee and  the  Welfare  Department  representatives  that  the 
fee  schedule  for  medical  care  of  pensioners  did  not  pretend 
to  compensate  for  additional  demands  on  the  physician’s  time 
and  energy  made  by  relatives  of  the  pensioner,  and  that  the 
physician  was  justified  and  could  expect,  if  he  so  desired,  to 
hold  the  family  responsible  for  any  services  rendered  to  them, 
as  distinct  from  the  medical  care  of  the  pensioner,  just  as 
special  nurses  and  private  rooms  demanded  by  relatives  must 
be  considered  their  obligation.  This  information  was  dissemi- 
nated to  the  members  of  this  Society  in  the  January  8,  1960, 
issue  of  Colorado  Medicine. 

A certain  small  number  of  physicians  who  are  not  now 
participating  physicians  in  Blue  Shield  have  also  indicated 
their  desire  to  reject  participation  in  the  Old  Age  Pension 
Medical  Care  Program.  This  is,  of  course,  within  their  legal 
rights.  Certain  legal  problems  may  arise,  however,  if  these 
physicians  accept  as  patients  pensioners  who  are  covered 
under  the  program  and  who  assume  the  fees  for  their  care 
by  the  non-participating  physician  are  covered.  The  Welfare 
Department  feels  a legal  obligation  to  protect  the  rights  of 
pensioners  under  these  circumstances  and,  therefore,  raised 
the  question  as  to  how  all  pensioners  could  be  informed 
beforehand  who  these  physicians  were. 

Certain  obvious  solutions  to  this  problem  were,  of  course, 
regarded  by  your  committee  as  highly  undesirable.  After 
much  earnest  discussion,  your  committee  adopted  a motion 
which  suggests  to  the  Board  of  Trustees  a solution  which 
should  accomplish  its  intended  purpose  without  any  individual 
publicity.  This  suggestion  will  come  before  the  Board  of 
Trustees  for  action  at  its  meeting  later  today. 

The  question  has  been  repeatedly  raised  as  to  whether  or 
not  a physician  is  bound  by  the  appropriate  Blue  Shield  fee 
schedule,  now  Standard  A,  in  the  medical  care  of  a pensioner. 
This  was  submitted  to  the  Society’s  legal  counsel,  with  the 
resulting  opinion,  properly  documented  by  numerous  actions 
of  the  House  of  Delegates  in  the  past,  that  because  of  the 
contract  signed  by  the  Welfare  Department  and  Blue  Shield 
and  by  the  participating  physicians’  agreement  with  Blue 
Shield,  signed  by  the  physician,  that  he  is  so  bound. 

Your  committee  has  been  repeatedly  reminded,  during  the 
courses  of  its  discussions,  of  one  clear  fact,  to  which  it  would 
at  this  time  invite  the  attention  of  this  House.  When  once 
the  provision  of  medical  care  by  government  or  any  other 
agency  is  accepted,  there  is  no  alternative  to  the  acceptance 
of  some  degree  of  regulation  by  the  providing  agency.  The 
Old  Age  Pension  Program  is  no  exception.  It  is  a part  of  the 
law  of  this  state,  by  constitutional  amendment  voted  by  the 
people,  and  it  is  now  our  duty  to  comply  with  the  law  as  good 
citizens,  and  accept  what  regulation  is  necessary  and  in- 
evitable. 

In  concluding  this  report,  however,  it  would  be  less  than 
complete  if  it  failed  to  state  that,  in  our  discussions,  the 
Director  of  the  Welfare  Department  and  his  staff  have  demon- 
strated in  every  way  possible  their  desire  to  earn  the  confi- 
dence and  cooperation  of  the  profession. 

HARRY  C.  HUGHES,  Chairman 
WILLIAM  N.  BAKER 
DONN  J.  BAKER 
ROBERT  G.  BOSWORTH 
J.  LAWRENCE  CAMPBELL 
FRED  R.  HARPER 
ROBERT  B.  RICHARDS 

The  above  report  was  referred  to  the  Reference 
Committee  on  Insurance  and  Prepayment  Plans. 
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Report  of  AM.  Delegates 
(Verbal  Supplement) 

Dr.  K.  C.  Sawyer:  “We  want  to  reiterate  that 
the  House  of  Delegates  of  the  American  Medical 
Association  at  Dallas  definitely  cleared  up  the 
misunderstanding  that  came  out  of  the  Atlantic 
City  meeting,  where  the  medical  care  plans  deci- 
sions were  so  misinterpreted  by  the  press.  They 
came  out  with  a very  strong  statement  of  the  free 
choice  of  physician. 

“Most  of  the  other  business  appeared  in  the 
Journal  and  covers  almost  everything.  There  is 
one  point  that  wasn’t  adequately  stressed  in  the 
report  that  came  out  of  the  A.M.A.  headquarters. 
That  was  as  to  some  of  the  stands  that  the  House 
took.  One  was  that  the  Council  on  Medical  Educa- 
tion in  Hospitals  expressed  a desire  and  put  in  a 
resolution  that  would  place  them  directly  under 
the  Board  of  Trustees  of  the  American  Medical 
Association,  and  not  responsible  to  the  House  of 
Delegates.  This  was  defeated,  because  the  refer- 
ence committee  felt  that  the  present  method,  where 
the  Council  must  answer  to  the  House  of  Dele- 
gates, is  far  more  democratic  than  putting  this 
in  the  hands  of  just  a few  people. 

“On  the  whole,  it  was  a wonderful  and  effective 
meeting,  because  the  principles  that  we  stand  for 
were  strengthened,  and  big  states  like  New  York, 
for  example,  had  a resolution  in — they  didn’t  quite 
have  the  nerve  to  follow  through  on  it — where 
they  exactly  reversed  their  stand  on  doctors  com- 
ing under  Social  Security.  I think  we  are  gradually 
winning  the  battle;  the  tide  is  turning  the  other 
way. 

“I  am  sure  you  can  get  a lot  of  details  that  you 
would  like  to  know  more  about,  if  you  will  consult 
the  issue  of  the  Journal  that  this  appears  in,  and 
maybe  Drs.  Munro,  McClure,  Milligan,  or  Wiley 
could  add  something  that  we  have  overlooked,  Mr. 
Speaker.” 

Drs.  Munro,  McClure,  Milligan  and  Wiley  had 
nothing  to  add. 


Unfinished  business 

Vice  Speaker  Bull:  “Next  is  unfinished  busi- 
ness which  has  been  printed  in  the  Handbook. 
The  House  last  September  directed  the  Board  of 
Trustees  through  the  Ad  Hoc  Committee  on  By- 
Law  Revision  to  make  a special  report  at  this  time 
for  your  information  and  discussion,  although  no 
final  action  can  be  taken  until  the  Annual  Session 
next  September.  The  Chair  will  now  call  upon 
Dr.  Cyrus  W.  Anderson  to  present  that  report  and 
open  the  discussion  of  it.” 

Dr.  Cyrus  W.  Anderson:  “Last  September,  when 
I took  over  the  chairmanship  of  this  committee, 
I had  no  ideas  on  this  revision,  no  definite  ideas 
as  to  whether  the  Society  should  be  streamlined 
or  not.  I was  just  about  in  the  position  that  a good 
many  of  you  men  are  at  the  present  time.  But, 
being  a dumb  Swede,  I have  to  have  things  graphi- 
cally represented  to  me.  The  new  Committee 


Manual  that  your  President  McDonald  and  the 
Board,  through  the  Executive  Office,  have  put  out, 
helped.  Each  one  of  you  has  received  a copy  of  it, 
and  I hope  that  you  have  read  it  through  from 
cover  to  cover.  I know  of  no  other  way  to  get 
adequately  acquainted  with  the  workings  of  your 
Society. 

“I  think  everybody  is  pretty  well  aware  of  the 
fact  that  the  Society  is  getting  along  very  nicely 
at  the  present  time,  under  the  present  setup.  How- 
ever, it  is  getting  a little  bit  more  complicated 
every  year,  and  in  order  to  make  a change  you 
have  to  be  looking  ahead  and  making  some  prepa- 
rations for  a change,  if  a change  is  necessary. 

“Now,  in  order  to  better  understand  the  situa- 
tion myself,  I started  making  some  rough  drafts, 
organization  charts,  and  other  members  of  the 
committee  submitted  organizational  charts,  and  I 
got  together  with  Mr.  Sethman  and  we  finally 
arrived  at  two  charts,  really  four  charts,  which 
we  think  will  give  you  a better  idea  of  the  work- 
ings of  the  Society  as  it  is  now  and  how  it  would 
be  providing  this  change  is  made  at  the  Annual 
Meeting  next  September.  We  have  these  charts 
in  slide  form,  too,  but  we  have  them  here  in  color. 
The  slides  are  not  in  color.  I will  explain  a little 
bit  about  this  and  then  show  you  the  slides  and 
explain  a little  bit  more,  if  any  of  you  have  any 
questions.” 

(The  organizational  charts  referred  to  were 
placed  on  standards,  exhibited  to  the  delegates, 
and  explained  in  detail.  They  are  being  separately 
published  for  distribution  to  all  component  soci- 
eties.) 

“Graphically,  these  charts  tell  more  than  thou- 
sands of  words.  I can  understand  it  a lot  better 
this  way,  and  I’m  sure  that  you  can.  These  charts 
will  remain  up  here  so  that  you  can  study  them 
and  they  will  also  be  at  the  Reference  Committee, 
so  that  anyone  wanting  to  ask  questions  can  do  so.” 

Speaker  Covode:  “Are  there  any  questions 
from  the  floor  at  this  time?  (Pause.)  I think  Mr. 
Sethman  would  like  to  add  a few  words  to  this 
discussion.” 

Secretary  Sethman:  “My  thought  has  nothing 
to  do  with  the  pros  or  cons  of  this  proposal,  except 
to  urge  that  the  House  of  Delegates,  through  its 
reference  committee,  make  at  least  a tentative  de- 
cision at  this  Midwinter  Clinical  Session.  Granted, 
you  cannot  amend  your  By-Laws  at  any  meeting 
other  than  an  Annual  Session.  Therefore,  you  can 
certainly  not  take  any  final  action  at  this  meeting. 
However,  something  occurred  to  me  as  Dr.  Ander- 
son was  talking — something  he  probably  wouldn’t 
care  to  bring  up  himself — that  he,  as  President- 
elect, and  the  Board  of  Trustees  as  now  consti- 
tuted, will  be  in  a considerable  quandary  if  they 
go  away  from  this  meeting  not  knowing  what  the 
House  of  Delegates  thinks  about  this  proposal  for 
reorganizing  committees. 

“Let’s  assume,  for  the  sake  of  argument,  that 
you  go  away  from  this  session  without  any  deci- 

continued  on  page  60 
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Each  of  the  babies  pictured  on  this  page 
was  borne  by  a mother  with  a documented 
previous  history  of  true  habitual  abor- 
tion, who  was  treated  with  delalutin 
during  the  pregnancy  leading  to  this  birth 

LIVING  PROOF  OF  FETAL  SALVAGE  WITH 

DELALUTIN 

SQUIBB  HYDROXYPROGESTERONE  CAPROATE  Improved  Progestational  Therapy 


Garden  City,  N.  Y. 
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Lincolnwood,  111. 


Roselle,  111. 


Denver,  Colo. 


Skokie,  111. 


Denver,  Colo. 


No.  Massapequa,  L.  I..  N,  Y. 


Hartford,  Conn. 


East  Williston,  N.  Y. 


DELALUTIN  offers  these  advantages  over  other  progestational  agents 


• long-acting  sustained  therapy  • more  effective  in  producing  and  maintaining  a 
completely  matured  secretory  endometrium  • no  androgenic  effect  • more  concen- 
trated solution  requiring  injection  of  less  vehicle  • unusually  well-tolerated,  even  in 
large  doses  • fewer  injections  required  * low  viscosity  makes  administration  easy 

Complete  information  on  administration  and  dosage  is  supplied  In  the  package  Insert 

Supply : 

Vials  of  2 and  10  cc.,  each  containing  125  mg.  of  hydroxyprogesterone  caproate  in  benzyl  benzoate  and  sesame  oil. 


Also  available:  DELALUTIN  2X  in  5 cc.  multiple-dose  vials.  Each  cc.  contains  250  mg.  hydroxyprogesterone  caproate 
in  castor  oil,  preserved  with  benzyl  alcohol. 


Squibb  Quality — The  Priceless  Ingredient 

6i  a seyies  traoemahk 
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no  irritating  crystals'-  uniform  concentration  in  each  drop" 
STERILE  OPHTHALMIC  SOLUTION 

NEO-HYDELTRASOl 

PREDNISOLONE  21-PHOSPHATE-NEOMYCIN  SULFATE 


2,000  TIMES  MORE  SOLUBLE  THAN 

"The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  in  the  patient’s 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop.’’^ 


PREDNISOLONE  OR  HYDROCORTISONE 

1.  Lippmann,  0.:  Arch.  Ophth.  57:339,  March  1957. 

2.  Gordon,  D.M.:  Am.  J.  Ophth.  46:740,  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL®.  In  5 cc.  and  2.5  cc. 
dropper  vials.  Also  available  as  0.25%  Ophthalmic 
Ointment  NEO-HYDELTRASOL  (with  neomycin  sulfate) 
and  0.25%  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  & Co..  iNa 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co..  Inc.,  Philadelphia  1,  Pa. 
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sion,  even  a tentative  one,  and  come  into  the  Sep- 
tember meeting  and  then  adopt  this  proposal. 
Under  the  present  By-Laws,  the  President-elect 
is  required  to  select  in  advance  the  committees  to 
serve  under  his  administration,  and  submit  them 
to  the  Board  of  Trustees  for  confirmation.  That  is 
a perfectly  stupendous  task,  as  any  recent  past 
President  or  your  current  President,  Dr.  McDon- 
ald, will  tell  you.  It  would  mean  that  Dr.  Anderson 
would  have  to  select — and  then  the  Board  of 
Trustees  must  pass  upon  his  selections — almost 
300  members  of  the  Society  to  serve  on  committees 
for  next  year. 

“Then,  if  this  were  adopted,  much  of  it  would 
have  to  be  done  over  again,  as  rapidly  as  possible, 
during  and  immediately  after  the  Annual  Session. 
If  you,  however,  are  of  a mind  that  this  plan  should 
not  be  adopted  next  September,  I believe  your 
officers  should  know  that,  so  that  they  would  go 
ahead  with  those  appointments.  If  it  is  going  to 
be  adopted  in  September,  they  could  proceed  with 
at  least  tentative  selection  on  the  new  basis. 

“You  can’t  make  a binding  decision  at  this 
time,  but  under  your  By-Laws  delegates  assume 
office  on  February  1,  so  that  other  than  as  acci- 
dent, the  ‘grim  reaper’  or  unavoidable  absence 
might  require  certain  alternates  to  serve  for  dele- 
gates who  are  present  now — other  than  that,  this 


House  of  Delegates  is  exactly  the  same  personnel 
as  will  serve  in  September.” 

Speaker  Covode:  “This  will  be  referred  to  the 
Committee  on  Constitution,  By-Laws  and  Creden- 
tials. I think  it  is  an  obligation  on  the  part  of  each 
one  of  you  to  become  familiar  with  the  pros  and 
cons  of  this  proposal,  and  I would  think  also  that 
it  would  be  very  advisable  if  this  material,  both 
the  written  proposals  and  the  graphic  demonstra- 
tion of  what  it  would  mean,  could  be  made  avail- 
able to  all  of  the  delegates.” 

Report  of  Blue  Cross  Board 
Representatives 

Speaker  Covode  asked  Dr.  Samuel  P.  Newman, 
the  Society’s  Senior  Representative  on  the  Blue 
Cross  Board,  to  present  his  annual  report,  as  fol- 
lows: 

Dr.  Robert  L.  Harvey  and  I are  your  representatives  to 
the  Colorado  Hospital  Service,  which  is  the  official  title  of 
Blue  Cross  In  our  state.  I believe  it  was  Tolstoy  who  said, 
“The  vocation  of  every  man  and  woman  is  to  serve  other 
people.”  In  no  field  of  endeavor  is  this  more  true  than  in 
the  field  of  health  care.  A keen  sense  of  responsibility  to  the 
welfare  of  mankind  is  basic  to  a doctor’s  nature.  Hospitals 
could  not  function  with  employees  who  lack  this  quality, 
nor  could  Colorado  Blue  Cross,  for  its  service  is  but  another 
facet  to  ho.spital  and  medical  care. 

It  has  been  both  my  pleasure  and  privilege  to  serve  on 
the  Board  of  Trustees  of  Blue  Cross  for  the  past  eight  years. 
During  this  time,  I have  seen  the  Plan’s  dedication  to  service 
manifested,  in  the  dramatic  growth  of  the  Plan.  In  1952  there 
were  64  Blue  Cross  member  hospitals.  Now  there  are  83.  In 
1952  there  were  430,000  members.  Today  there  are  over  672,000 
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members,  or  more  than  42  per  cent  of  the  eligible  population 
of  the  State  of  Colorado. 

In  addition  to  this,  the  availability  of  Blue  Cross  benefits 
has  been  extended  to  include  some  54,000  old  age  pensioners 
who  received  Blue  Cross  benefits  through  a working  agree- 
ment with  the  Colorado  State  Welfare  Department,  and  an 
estimated  40,000  servicemen’s  dependents  eligible  for  benefits 
through  the  federal  government’s  Medical  Care  Program. 

Incidentally,  adding  those  two  figures  up  should  give  one 
a little  time  to  think,  because  there  are  94,000  people  who 
have  been  made  eligible  to  receive  medical  service,  one  way 
or  another,  through  governmental  agencies.  The  old  age  pen- 
sioner, incidentally,  is  not  a member  of  Blue  Cross.  He  carries 
a Blue  Cross  card  and  a Blue  Shield  card,  but  your  Blue 
Cross  and  your  Blue  Shield  actually  act  only  as  a fiscal 
agent  for  the  state  government  and  handle  their  money  to 
simplify  matters  and  to  cut  down  some  costs. 

Incidentally,  the  over-all  net  gain  in  the  membership  in 
Blue  Cross  in  the  past  year  was,  in  round  figures,  57,000 
people.  I can  well  recall  when,  at  the  close  of  the  calendar 
year  of  1952,  Mr.  Harley  Rice,  who  was  the  past  Board  Presi- 
dent, reported  a total  of  69,243  hospital  admissions.  In  com- 
parison, the  hospital  claims  department  of  Blue  Cross  received 
some  178,000  patient  admission  notices  during  1959,  and  in 
turn  paid  out  over  17  million  dollars  to  Colorado  hospitals 
for  the  services  received  by  its  members.  Our  monthly  pay- 
ments now  to  regular  Blue  Cross  members  are  approximately 
$1,500,000.00.  There  is  an  additional  $400,000.00  paid  on  the 
old  age  pensioners,  making  actually  about  $2,000,000.00,  or  a 
little  less,  per  month,  that  Blue  Cross  has  to  pay  out  in 
funds.  When  you  stop  to  think  about  it,  that’s  24  million  bucks 
a year,  and  that’s  quite  a little! 

Although  the  value  of  Blue  Cross  to  the  community  can  be 
interpreted  in  terms  of  payments  for  hospital  services  re- 
quired by  its  members,  the  true  worth  of  the  Plan  must  also 
be  measured  in  terms  of  the  manner  in  which  it  serves  all 
members,  including  those  who  are  fortunate  enough  not  to 
require  care  during  any  given  period  of  time.  The  Plan 
embraces  within  its  philosophy  of  operation  an  ardent  desire 
to  provide  the  entire  community  with  the  type  of  service  that 
the  public  expects,  and  continually  strives  to  improve  upon 
its  every  internal  procedure,  in  an  effort  to  accomplish  each 
job  more  efficiently  and  more  economically.  In  this  respect. 


as  well  as  in  growth.  Blue  Cross  showed  great  progress  during 
the  past  year. 

The  year  1959  saw  the  introduction  of  new  electronic  data 
processing  systems,  the  installation  of  I.B.M.’s  Ramac  elec- 
tronic computer,  and  a new  teletype  system  between  Blue 
Cross  headquarters  and  the  Denver  hospitals.  Incidentally,  I 
understand  there  is  a contemplation  that  the  hospitals  in 
Colorado  Springs  and  in  Pueblo  may  be  added  to  this  teletype 
system  in  this  coming  year.  You  may  wonder;  Why  this?  When 
a patient  is  admitted  to  the  hospital,  the  hospital  begins  im- 
mediately to  check  and  find  out  if  that  patient  is  truly  eligible 
for  his  Blue  Cross  benefits.  It  used  to  take  four  to  five  days 
to  find  this  out.  By  that  time,  much  of  the  patient’s  service 
was  given,  and  in  many  instances  he  was  not  eligible,  and 
many  difficulties  arose.  Now,  through  the  teletype  system, 
actually  if  there  is  something  very  urgent  about  it,  it  can 
be  accomplished  in  a matter  of  a few  hours,  I believe  actually 
down  to  a minimum  of  four.  But,  as  a rule,  the  answer  is 
given  the  following  morning. 

Old  style  hand-posting  operations  were  abandoned  to  pro- 
vide for  this  fast,  modern  punch  card  status  file.  These  im- 
provements, plus  other  new  internal  procedures  developed 
during  the  past  months,  will  enable  the  Plan  to  better  serve 
the  public. 

I have  been  told  that  the  concept  of  prepaid  health  care 
in  this  country  dates  back  to  the  year  1887,  at  which  time,  in 
the  state  of  Michigan,  a Mr.  Peter  Conley  prepaid  his  hospital, 
medical,  and  surgical  care  for  an  annual  fee  of  $5.00.  Times 
have  changed.  If  this  can  truly  be  called  the  beginning,  we 
can  now  view  with  amazement  the  prophetic  action  of  Mr. 
Conley. 

Today,  over  123,000,000  Americans  subscribe  to  prepaid 
health  care  plans,  and  of  these  citizens,  more  than  56,000,000 
are  members  of  Blue  Cross.  Each  Plan  in  the  nation  accepts 
a conscientious  obligation  to  serve  the  public  of  its  community 
to  the  best  of  its  ability.  The  Colorado  Plan  is  no  different. 
Its  very  existence  is  dependent  upon  its  ability  to  meet  the 
demands  of  a health-conscious  public  for  a realistic  and  sound 
health  care  program,  and  at  prices  it  can  afford  to  pay. 

Blue  Cross  in  the  future,  as  it  has  done  in  the  past,  will 
continue  to  search  out  new  and  better  ways  of  serving  the 
public. 

During  the  past  year,  in  round  figures,  it  has  cost  about 
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5 per  cent  of  the  income  to  operate  Blue  Cross.  We  laid  away 
practically  nothing  in  funds  this  past  year,  and  that  means 
that  we  paid  out  about  95  cents  of  each  dollar  to  hospitals 
for  the  beneficiaries,  the  subscribers.  However,  in  the  past 
26  months,  that  is,  at  the  last  time  of  a rate  adjustment,  we 
have  averaged  laying  away  about  3 per  cent  to  meet  con- 
tingencies. At  all  times  we  have  actuarial  studies  going  on  to 
determine  where  we  are  and  where  we  are  going.  We  do  not, 
at  the  present  moment,  have  any  definite  plans  for  any  kind 
of  rate  adjustment,  but  you  may  be  assured  that  we  are 
studying  it  at  all  times  through  the  machine  that  we  have 
down  there,  with  all  the  equipment  going  on,  and  at  all  times. 

Now,  it  is  obvious  that  if  we  continue  to  get  increased 
costs,  then  we  will  some  day  have  to  raise  or  readjust  rates. 
You  cannot  operate  one  of  these  organizations  with  less  in- 
come than  you  have  outgo.  And,  incidentally,  on  a national 
level,  there  is  a program  to  consolidate  much  of  the  activities 
of  Blue  Cross,  which  I believe  will  be  much  of  a benefit  to 
the  subscribers  throughout  the  nation,  because  it  will  make 
it  much  easier  for  one  to  get  benefits  in  another  state  than 
that  in  which  he  is  a resident. 

Another  point:  Outpatient  benefits,  in  the  past  26  months, 
have  been  taken  advantage  of  in  a tripled  number.  You  may 
well  know  that  outpatient  benefits  for  injuries  are  available  to 
patients  within  the  first  seven  days  after  injury,  up  to  a 
certain  amount,  the  same  as  are  these  benefits  available  to 
injured  patients  in  Blue  Shield,  in  your  office. 

The  number  of  rooms  available  in  this  state  in  the  hos- 
pitals has  not  increased  materially  enough  yet  to  affect  the 
number  of  admissions  of  patients,  and  thus  an  increase  in 
cost.  However,  in  one  of  our  southern  cities,  there  has  been 
an  increase  in  the  number  of  rooms,  and  also  the  per  diem 
cost  has  gone  up  considerably.  This  may  be  an  omen  of 
things  to  come. 


Report  of  the  President  of  Blue  Shield 

Speaker  Covode:  “At  this  time  I’d  like  to  call 
on  Dr.  Harry  Hughes  to  give  his  annual  report  as 
President  of  Blue  Shield.” 

Dr.  Harry  C.  Hughes,  President  of  Blue  Shield, 
presented  the  following  report: 

This  required  report  to  the  House  of  Delegates — in  fact, 
the  many  hours  of  time  taken  each  year  on  Blue  Shield 
matters  by  the  Colorado  State  Medical  Society — is  ample 
evidence  that  the  medical  profession  in  this  state  recognizes 
and  accepts  its  responsibilities  in  the  development  of  adequate 
health  plans.  This  atmosphere  of  progressive  interest  in  mat- 
ters pertaining  to  the  economics  of  medicine  is  most  encourag- 
ing to  one  such  as  I,  who  finds  himself  the  newly  elected 
President  of  a Blue  Shield  Plan  covering  nearly  700,000  mem- 
bers and  old  age  pensioners.  A Plan  which  anticipates  benefit 
payments  in  the  current  year  in  excess  of  $1,000,000  per  month 
is  big  business  and  involves  grave  responsibilities  for  those 
who  serve  as  its  officers  and  on  its  Board  of  Trustees.  So 
I ask  those  of  you  who  may  have  intended  congratulating  me 
upon  this  election  as  President  of  Colorado  Medical  Service, 
Inc.,  to  extend  as  well  your  sympathy,  which  I may  need — 
but  most  of  all  extend  your  support  and  cooperation. 

The  1959  annual  report  of  C.M.S.,  which  constitutes  a part 
of  this  report  and  which  has  been  given  to  you — and  which 
also  will  soon  be  distributed  to  all  Colorado  doctors — is  self- 
explanatory  and  can  be  reviewed  at  your  leisure.  The  em- 
phasis in  this  report  is  on  the  element  of  change,  as  it  relates 
to  Plan  progress  during  the  successful  years  of  Dr.  Good’s 
term  as  President.  The  report  highlights  the  much  deserved 
Certificate  of  Service  award  bestowed  upon  Dr.  Good  by  our 
Society  at  its  last  annual  session. 

During  that  session  the  House  of  Delegates  also  approved 
two  new  Blue  Shield  Plans — Standard  “A”  and  Preferred  “A.” 
A description  of  these  Plans  as  to  benefits,  fees,  etc.,  has  been 
incorporated  in  a revised  version  of  the  Participating  Physi- 
cian’s Manual,  which  was  mailed  to  all  doctors  right  after  the 
first  of  the  year. 

These  new  Plans  have  been  available  to  the  public  only 
since  the  middle  of  January.  Early  results  of  the  voluntary 
conversion  are  very  encouraging  and  give  assurance  that 
there  need  have  been  no  concern  over  the  possibility  of  a 
mass  exodus  of  Preferred  Plan  members  to  the  less  costly 
Standard  “A”  program.  The  first  conversion  offer  was  made 
to  one  segment  of  the  members  on  a direct  billing  basis  with 
payment  due  February  1,  1960.  This  offer  was  by  mail  in  the 
form  of  descriptive  literature  inserted  in  the  envelope  con- 
taining the  members’  quarterly  billing  notice.  As  is  typical 
of  all  mail  solicitations,  the  percentage  of  returns  was  small 
and  the  offer  will  have  to  be  repeated  periodically  to  be 
effective.  However,  conversion  requests  were  received  from 


744  families  in  the  first  three  weeks.  A detailed  breakdown  of 
these  requests  might  be  of  interest  to  you: 

Thirty  per  cent  of  the  requests  were  from  Standard  mem- 
bers upgrading  to  Standard  “A.” 

Fifteen  per  cent  of  the  requests  were  from  Standard  mem- 
bers upgrading  to  Preferred. 

Ten  per  cent  of  the  requests  were  from  Standard  members 
upgrading  to  Preferred  “A.” 

Forty  per  cent  of  the  requests  were  from  Preferred  mem- 
bers upgrading  to  Preferred  “A.” 

Five  per  cent  of  the  requests  were  from  Preferred  members 
downgrading  to  Standard  “A.” 

The  enrollment  of  new  members  and  the  conversion  of 
group  members  will  undoubtedly  provide  more  dramatic  re- 
sults because  in  these  categories  personal  contact  by  the 
enrollment  staff  is  possible.  However,  an  insufficient  number 
of  such  contacts  have  been  made  to  date  for  any  significant 
pattern  to  be  noted. 

Mention  of  these  new  Plans  recalls  that  their  development 
and  approval  was  the  occasion  for  the  withdrawal  of  a 
number  of  members  of  the  Colorado  Society  of  Internal  Medi- 
cine as  Blue  Shield  participating  physicians.  A covering  letter 
which  was  mailed  with  the  new  Manual  called  attention  to 
the  fact  that  the  in-hospital  medical  benefit  section  could  be 
subject  to  change  as  a result  of  benefit  refinements  currently 
sought  by  a Special  Committee  of  Internists  and  Blue  Shield 
Trustees  which  has  held  several  meetings  in  compliance  with 
the  directive  of  the  House  of  Delegates.  I regret  that  I can- 
not report  that  this  special  committee  has  a solution  to  the 
medical  benefit  problem.  However,  I can  report  sincerity  of 
purpose  on  both  sides  and  determination  to  develop  some 
compromise  of  existing  provisions  which  will  be  fair  to  both 
the  internists  and  the  Plan’s  members.  These  meetings  will 
continue  until  some  satisfactory  settlement  is  forthcoming. 
We  solicit  the  help  of  any  physicians  who  have  suggestions 
for  the  improvement  of  this  problem  benefit  area. 

The  reports  of  Dr.  Newman,  Blue  Cross  Board 
representative,  and  Dr.  Hughes,  President  of  Blue 
Shield,  were  referred  to  the  Reference  Committee 
on  Insurance  and  Prepayment  Plans. 
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Supplemental  report  of  the 
Public  Policy  Committee 

Dr.  V.  V.  Anderson,  Chairman,  presented  a sup- 
plemental report  of  the  Public  Policy  Committee, 
as  follows: 

The  report  of  the  Public  Policy  Committee  printed  in  your 
Handbook  indicates  that  the  problem  of  mental  health  in  the 
state  of  Colorado  has  been  its  most  important  and  time- 
consuming  subject.  This  continues  to  be  the  case. 

Since  your  Handbook  was  printed,  two  meetings  of  mem- 
bers of  the  Public  Policy  Committee  and  its  subcommittee  of 
Senior  Psychiatrists  have  been  held  with  Governor  Steve 
McNichols  and  Dr.  Paul  Hoch — one  meeting  at  noon  of  Janu- 
ary 30,  and  the  other  in  the  evening  of  the  same  day.  It  is 
proper  and  necessary  that  all  of  you  be  aware  of  these  meet- 
ings since  their  eventual  effect  on  the  care  and  treatment  of 
mental  patients  in  Colorado  may  be  great.  A short  resume 
therefore  follows. 

In  a meeting  of  the  whole  Public  Policy  Committee  with 
Governor  McNichols  in  December,  which  followed  a meeting 
of  the  Public  Policy  Committee,  it  was  recommended  to  the 
Governor  that  the  state  mental  institution  in  Pueblo  be  im- 
mediately furnished  with  new  construction  of  240  beds,  and 
facilities  in  the  form  of  laboratories,  etc.,  to  properly  main- 
tain them.  The  Public  Policy  Committee  also  recommended 
that  all  possible  steps  be  taken  to  convert  the  former  Fort 
Logan,  which  has  become  the  property  of  the  state,  into 
another  mental  hospital — one  intended  not  in  any  way  to 
replace  the  Pueblo  institution,  but  to  be  in  addition  to  it. 
In  addition,  it  has  become  apparent  to  the  Committee  of 
Senior  Psychiatrists  that  eventually  many  further  changes 
will  be  needed,  such  as  several  smaller  clinics  to  serve  given 
areas  of  the  state,  and  which  would  be  supervised  by  those 
officially  concerned  with  mental  health  in  this  state.  Such  a 
plan  would  lower  the  population  rate  in  the  Pueblo  institu- 
tion, gradually,  to  somewhere  near  its  supposed  capacity  of 
3,500,  instead  of  the  6,000  there  now. 

To  place  such  a plan  in  operation  will  take  a lot  of  work, 
a lot  of  time,  and  a lot  of  money,  but  it  seems  that  in  the 
long  run  such  a plan  would  save  the  state  all  of  this  work, 
time,  and  money,  and  then  some.  It  is  also  very  important  to 
note  that  in  order  to  effect  such  a plan  some  laws  would  have 
to  be  changed.  At  the  present  time  the  state  mental  institution 
in  Pueblo  has  to  accept,  whether  it  wants  to  or  not  and 
whether  there  is  room  or  not,  all  of  those  persons  who  are 
so  committed  by  any  county  in  the  state.  It  follows  that  the 
mental  institution  in  Pueblo  becomes  cluttered  with  all  kinds 
of  mental  cases,  as  well  as  cases  which  are  not  really  psy- 
chotic. It  is  overcrowded,  and  the  mere  diversity  and  over- 
crowding makes  proper,  effective  mental  treatment  extreme^' 
difficult. 

In  the  December  meeting,  the  Governor  indicated  that,  in 
general,  the  above  was  his  idea  also,  that  he  was  in  favor, 
and  that  he  would  rest  any  final  word  until  he  had  had  a 
conference  with  Dr.  Paul  Hoch,  who  is  at  present  the  Com- 
missioner of  Mental  Health  for  the  State  of  New  York,  a man 
of  very  wide  experience  in  these  matters,  and  in  whose  state 
the  outlined  plan  has  been  effective. 

On  January  30,  members  of  the  Public  Policy  Committee 
and  the  Committee  of  Senior  Psychiatrists  met  with  Governor 
McNichols,  together  with  Dr.  Hoch.  At  that  meeting.  Dr. 
Hoch  outlined  his  views  and  methods  in  the  state  of  New 
York.  He  also  gave  a short  review  of  his  examination  of  the 
problems  of  mental  health  in  Colorado.  He  also  gave  an 
outline  of  his  idea  as  to  what  should  be  done  to  make  the 
treatment  of  mentally  diseased  persons  more  effective,  so  that 
many  more  such  persons  could  return  to  their  communities 
than  now  do. 

In  essence,  his  ideas  are  very  much  like  that  outlined  here. 
After  his  discussion.  Governor  McNichols  indicated  that  he 
had  the  same  idea,  and  also  that  it  appeared  that  the  Colorado 
State  Medical  Society,  through  its  Public  Policy  Committee 
and  its  Committee  of  Senior  Psychiatrists,  also  agreed.  He 
emphasized  that  in  order  to  start  such  a program,  which 
really  involves  a great  change  in  the  treatment  of  mental 
patients,  the  cooperation,  certainly,  of  the  Medical  Society, 
of  each  individual  doctor,  and  of  all  persons  concerned,  is 
absolutely  necessary  so  that  the  people  may  understand  the 
importance  of  this  problem  enough  to  fully  support  it.  Gover- 
nor McNichols  also  emphasized  that  the  State  Legislature  was 
then  meeting,  and  that  it  was  important  that  he  have  some 
indication  in  writing  that  the  Colorado  State  Medical  Society 
was  fully  in  accord  with  this  plan  to  present  to  the  Legis- 
lature. 

In  view  of  this  fact,  and  also  that  the  problem  was  an 
emergency  so  far  as  presentation  to  this  State  Legislature  is 
concerned,  and  thereby  such  a matter  could  not  wait  for  an 
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official  vote  of  this  entire  House  of  Delegates,  it  was  at  that 
meeting  decided  that  the  Governor  would  be  given  a resolu- 
tion in  writing,  and  that  copies  of  this  resolution  would  be 
sent  to  each  member  of  the  Legislature,  the  resolution  indi- 
cating that  the  Colorado  State  Medical  Society  supported 
Governor  McNichols  in  his  representations  to  the  Legislature 
as  to  the  need  for  new  and  different  facilities  in  the  state  of 
Colorado  for  the  treatment  of  the  mentally  ill.  This  was  signed 
by  your  President,  and  by  the  Chairman  of  the  Public  Policy 
Committee. 

The  bases  for  the  signing  of  such  a document  were  two — 
first,  that  the  Public  Policy  Committee  had  voted,  in  formal 
meeting,  in  favor  of  this  plan,  and,  second,  that  the  Public 
Policy  Committee,  in  the  interim  between  House  of  Delegates 
sessions,  acts  as  the  representative  of  the  Medical  Society  in 
emergencies  such  as  this. 

It  is,  of  course,  impossible  to  completely  acquaint  all  of 
you  with  the  details  as  they  have  transpired,  but  the  general 
news  has  already  appeared  to  some  extent  in  the  newspapers, 
and  undoubtedly  will  appear  more  and  more  as  time  goes  on. 

The  Public  Policy  Committee  believes  that  this  problem 
of  mental  health  in  Colorado  is  at  the  crossroads — from  here 
on  we  either  go  the  way  we  are,  with  inadequate  treatment 
of  the  mentally  ill,  or  we  take  the  bull  by  the  horns  and 
change  almost  entirely  our  methods  in  accordance  with  more 
effective  ways — at  least  as  so  shown  by  the  states  which  have 
tried  it,  such  as  New  York,  Kansas,  and  a couple  of  others. 
In  order  to  accomplish  this  renovation,  it  is  very  necessary 
that  all  doctors  indicate  approval  of  the  idea,  support  it  in 
their  communities,  and  exert  some  effort  toward  passage  of 
the  proper  laws  and  other  necessities  required  to  produce  the 
plan. 

It  is  well  to  mention  that  Governor  McNichols  has  asked 
the  Colorado  State  Medical  Society  for  its  opinions  and  sup- 
port through  its  proper  committees  regarding  this  problem  of 
mental  health.  Principally  through  the  intense  work  of  the 
Committee  of  Senior  Psychiatrists,  he  has  been  definitely 
helped  in  coming  to  a possible  solution,  and  also  in  instigating 
the  plan  for  proper  presentation  to  the  Legislature.  Regardless 
of  our  political  party  beliefs,  it  has  been  generally  agreed 
among  those  of  us  who  have  met  with  the  Governor  that 
he  is  very  sincere  in  his  desire  to  see  the  mental  health 
situation  in  this  state  improved.  He  has  spent  a great  deal  of 
time  discussing  it;  he  knows  that  improvements  cannot  be 
had  without  cooperation  of  this  Medical  Society,  and  it  is  up 
to  us  to  help  as  much  as  possible. 

In  closing,  it  must  be  definitely  emphasized  that  during 
all  of  these  discussions  there  has  been  nothing  but  praise  for 
the  work  that  Dr.  Zimmerman  has  done  at  the  state  institution 
in  Pueblo.  Dr.  Hoch  stated  that  he  could  hardly  believe,  with- 
out seeing  it,  the  cleanliness,  orderliness  and  general  upkeep 
of  the  institution,  considering  the  conditions  of  overpopulation 
there.  The  whole  problem  of  mental  health  in  Colorado  re- 
flects in  no  way  upon  the  personal  actions  of  Dr.  Zimmerman, 
as  this  Society  well  knows.  Considering  the  laws  and  condi- 
tions regulating  his  actions.  Dr.  Zimmerman  is  to  be  highly 
commended,  as  he  has  been  by  this  Society,  for  his  many 
years  of  painstaking  work  for  the  mentally  ill  in  this  state. 

Your  Committee  of  Senior  Psychiatrists  is  to  be  highly 
commended — they  have  worked  for  about  two  years  on  this 
problem:  they  have  so  far  gone  a long  ways  toward  revolu- 
tionizing the  treatment  of  the  mentally  ill  in  this  state,  and 
the  success  of  their  efforts  depends  a great  deal  upon  the 
actions  of  the  members  of  the  Colorado  State  Medical  Society. 

Speaker  Covode  referred  the  above  report  to 
the  Committee  on  Legislation  and  Public  Relations 
after  questions  by  Dr.  J.  B.  Farley,  Pueblo,  were 
answered  by  Chairman  Anderson  and  President 
J.  L.  McDonald. 

Dr.  Anderson’s  supplemental  report  of  the  Pub- 
lic Policy  Committee  was  referred  by  the  Speaker 
to  the  Reference  Committee  on  Legislation  and 
Public  Relations. 

New  business 

Speaker  Covode  recognized  Dr.  W.  A.  H.  Rett- 
berg  of  Denver. 

Report  from  Colorado  Society 
of  Internal  Medicine 

Dr.  Rettberg:  “I  should  like  to  preface  this  re- 
port of  the  Colorado  Society  of  Internal  Medicine 

continued  on  page  70 
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LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y. 


1.  Boger,  W.  P.;  Strickland,  C.  S.,  and  Gylfe,  J.  M.:  Antibiotic  Med.  & Clin.  Thef.  3:378  (Nov.)  1956.  2.  Roger,  W.  P.;  In:  Antibiotic  Annual  1958-1959,  Medical  Encyclopedia, 
Inc.,  New  York.  1959,  p.  48.  3.  Sheth,  U.  K.;  Kulkarni,  B.  S.,  and  Kamath,  P.  G.:  Antibiotic  Med.  & Clin.  Ther.  5:604  (Oct.)  1958.  4.  Anderson,  P.  C.,  and  Wissinger,  H.  A.t 
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OUTSTANDING  1-DOSE-A-DAY  SULFA— Rapid  peak  attainment  in  1 to  2 
hours*’^ ..  approximately  one-half  the  time  of  other  single-daily  dose  sulfas.^ 
High  free  levels— sls  much  as  95  per  cent  of  circulating  levels  remaining  in  fully 
active  unconjugated  forms.^  Extremely  low  2.7  per  cent  incidence  of  side  effects 
in  a clinical  study  on  223  patients.'^  Includes  total  reactions  (subjective  and 
objective),  all  temporary  and  rapidly  reversed.  No  crystalluria  reported. 


KYNEX  Tablets,  0.5  Gm.,  bottles  of  24  and  100.  Dosage:  Adults.  0.5  Gm. 
(1  tablet)  daily  following  an  initial  first  day  dose  of  1 Gm.  (2  tablets). 

KYNEX  Acetyl  Pediatric  Suspension,  cherry-flavored,  250  mg.  sul« 
famethoxypyridazine  activity  per  tsp.  (5  cc.).  Bottles  of  4 and  16  fl.  oz. 

New  for  acute  G.  U.  infection  A20  KYNEX  Tablets  (for  q,  i.  d. 
dosage),  125  mg.  KYNEX  sulfamethoxypyridazine  in  the  shell 
with  150  mg.  phenylazodiaminopyridine  HCI  in  the  core. 
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relieves  both  stiffness  and  pain 
with  safety. . . sustained  effect 

In  100  consecutive  patients  with  the  low  hack  syndrome,  Kestler^ 
reported  that  particularly  gratifying  was  the  ability  of  Soma  “to  relax 
muscular  spasm,  relieve  pain,  and  restore  normal  movement,  thus 
speeding  recovery  in  a large  majority  of  the  patients.” 


RESULTS  WITH  SOMA  IN  THE  LOW  BACK  SYNDROME* 


EXCEULENT  TO  VERY  GOOD  68% 

GOOD  TO  FAIR  2 

3.7% 

^Investigators’  reports  to  the  Medical  Department,  Wallace  Laboratories.  (Total  of  278  cases) 

NOTABLE  SAFETY — extremely  low  toxicity;  no  known  contraindications ; side  effects 
are  rare ; drowsiness  may  occur,  usually  at  higher  dosage 

RAPID  ACTION — starts  to  act  quickly  SUSTAINED  EFFECT — relief  lasts  up  to  6 hours 

EASY  TO  USE  — usual  adult  dosage  is  one  350  mg.  tablet  3 times  daily  and  at  bedtime 

SUPPLIED  ■ — as  white,  coated,  350  mg.  tablets,  bottles  of  50;  also  available  for  pediatric  use: 
250  mg.,  orange  capsules,  bottles  of  50 
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Shield)  with  the  Colorado  Society  of  Internal  Medicine  was  • 

discussed  and  referred  to  a reference  committee  of  this  House  j 

which  reference  committee  made  certain,  definite  recommen-  j 
dations  to  aid  in  solving  some  of  the  problems  of  the  specialist  * 
in  internal  medicine.  The  recorded  transactions  of  the  House  « 

of  Delegates’  89th  Annual  Session  contains  the  full  report  of 
the  reference  committee  passed  unanimously  by  the  House. 
This  report  contained  the  following  six  pertinent  directives.  , 
I want  to  assure  you  that  the  six  quotations  which  I am 
about  to  read  you  are  taken  from  this  report  and  by  removing 
these  quotations  from  the  whole  body  of  the  report,  I am 
not  changing  the  context  or  altering  the  general  idea  of  the 
report.  These  directives  were  as  follows: 

“1.  ‘Your  committee  unanimously  recognizes  and  admits 
that  the  internists  are  not  now  equitably  compensated  for  i 
their  services  as  compared  with  other  specialty  groups,  espe- 
cially as  compared  with  compensation  for  surgical  procedures.’  i 

“2.  ‘.  . . the  Blue  Shield  plan  was  originally  conceived  as  ( 
a surgical  coverage,  and  ...  it  has  never,  perhaps  erroneously,  i 
been  expanded  to  cover  adequately  non-surgical  medical  serv-  j 
ices.  It  is  also  increasingly  obvious  that  the  public  wants  a < 
much  wider  and  more  comprehensive  coverage.’  j 

“3.  ‘Your  reference  committee  recognizes  that  the  services  | 
of  the  internists  are  not  adequately  covered  by  existing  Blue  ■ 
Shield  plans  . . .’ 

“4.  ‘.  . . testimony  further  convinces  your  reference  com- 
mittee that  the  Colorado  State  Medical  Society,  through  its 
various  channels,  should  take  more  definite  cognizance  of 
these  inadequacies  . . .’ 

“5.  ‘.  . . a new  avenue  of  approach  to  this  problem  is  in  < 
order.’ 

“6.  ‘Since  Blue  Shield  was  originally  conceived  to  cover  i 
surgical  procedures,  it  has  naturally  been  difficult  to  expand 
into  non-surgical  fields  and  progress  is  very  slow.  However, 
rapidly  changing  times  make  it  almost  inevitable  that  a more  i 
comprehensive  and  equitable  medical  plan  of  coverage  will 
eventually  be  introduced.’ 

“Since  the  meeting  of  this  House  in  September,  1959,  a ^ 
special  committee  of  the  Colorado  Society  of  Internal  Medicine 
has  met  once  or  twice  weekly  in  order  to  devise  some  sort  1 
of  fee  schedule  that  might  be  applicable  to  internal  medicine 
and  non-surgical  care  in  general.  This  committee  of  the  Colo- 
rado Society  of  Internal  Medicine  has  had  three  long  negotiat- 
ing sessions  with  a special  committee  appointed  by  the  Presi- 


Vediatnc 

THE  12th  ANNUAL  CHILDREN’S 

HOSPITAL  SUMMER  CLINICS 


AN  INCLUSIVE  REFRESHER  FOR  GENERAL  PRACTITIONERS  AND  PEDIATRICIANS 
Celebrating  the  50th  Anniversary  of  Children’s  Hospital,  Denver,  Colorado 

IN  THE  GRANBY  RECREATIONAL  AREA  COLORADO 'rOCKIES 

JUNE  15-16-17-18 

Challenging  Meetings  will  occupy  mornings. 

Outstanding  speakers  include: 

H.  William  Clatworrhy,  it.,  M.D.,  Columbus,  Ohio,  Surgeon 
Harry  H.  Gordon,  M.D.,  Baltimore,  Md.,  Pediatrician 
John  Coffey,  M.D.,  New  York,  N.  Y.,  Pediatric  Radiologist 
James  B.  Arey,  M.D.,  Philadelphia,  Pa.,  Pathologist 

Afternoons  will  be  reserved  for  family  recreational  activities. 

Facilities  available  for  high  mountain  boating,  fishing,  hik- 
ing, riding,  relaxing  in  the  scenic  wonderland  of  the  nation. 
Accommodations  vary  from  Dude  Ranches  to  Modern  Motels. 


SEND  COUPON  TODAY  FOR  FULL  INFORMATION: 

I Pediatric  Round-up,  Children's  Hospital 
I 19th  and  Downing,  Denver  18,  Colo. 

I Please  send  me  full  information  on  the 
I 1960  Pediatric  Round-up. 

I Name 

! Address 


(please  print) 


Organization  cont.  from  page  65 

with  a few  brief  remarks. 

“First,  let  me  remind  you  that  at  the  last  ses- 
sion, the  89th  Annual  Session  in  September,  1959, 
the  House  gave  us  some  directives  and  asked  that 
the  Colorado  Society  of  Internal  Medicine  appoint 
a special  committee  to  see  if  we  couldn’t  clear  up 
some  of  these  difficulties  with  our  fee  schedule  in 
the  Blue  Shield.  The  committee  was  therefore  ap- 
pointed by  Dr.  Robert  Porter  of  Greeley,  and  con- 
sists of  Autrey  Croke  of  Colorado  Springs,  Robert 
P.  Harvey  of  Denver,  Thomas  H.  Mahoney,  Jr.,  of 
Denver,  and  Edward  S.  Miller  of  Denver,  with 
myself  as  Chairman. 

“This  House  also  asked  the  President  of  Blue 
Shield,  who  was  at  that  time  Dr.  Fred  Good,  to 
appoint  a committee  to  negotiate  this  with  us.  Dr. 
Good  was  on  the  committee  as  the  Chairman,  with 
Dr.  Hughes,  Dr.  Larry  Campbell,  Dr.  Warren 
Tucker,  and,  of  course,  the  executive  people  of 
Blue  Shield,  for  their  advice. 

“I  should  at  this  time  like  to  thank  Dr.  Harry 
Hughes,  the  new  President  of  Blue  Shield,  for  his 
cooperation  in  this  matter,  in  the  negotiations 
which  we  have  held,  and  his  kind  remarks  con- 
cerning them. 

“This  is  the  report  of  the  Colorado  Society  to 
this  House: 

“At  the  89th  Annual  Session  of  this  House  in  September, 
1959,  the  relationship  of  Colorado  Medical  Service,  Inc.  (Blue 
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I dent  of  Blue  Shield.  Negotiation  and  debate  between  the  two 
I committees  has  been  sincere  and  friendly,  but  I am  sorry  to 
; report  that  we  have  arrived  at  a complete  impasse.  These 
, negotiations  have  been  reported  in  full  detail  at  the  Annual 
I Midwinter  Meeting  of  the  Colorado  Society  of  Internal  Medi- 
cine held  in  Colorado  Springs,  January  22,  1960,  and  our 
membership  there  voted  to  continue  with  Blue  Shield  on  a 
non-participating  basis.  The  membership,  however,  also  voted 
to  continue  negotiation  with  Blue  Shield  and  emphasized 
that  the  Society  is  always  willing  to  listen  to  any  plan  which 
Blue  Shield  may  offer  to  us.  You  should  know,  however,  that 
many  internists  at  the  annual  meeting  expressed  themselves 
quite  forcefully  in  stating  that  they  had  found  that  the  status 
of  non-participation  was  beneficial  to  them  and  that  they 
also  felt  that  their  patients  had  no  objection  to  this  status, 
these  patients  have  no  objection  whatsoever  to  dealing  with 
Blue  Shield  directly.  Therefore,  most  internists  have  come  to 
the  conclusion  that  we  should  either  continue  as  non-partici- 
pating physicians,  indemnifying  the  patient  for  whatever  Blue 
i Shield  will  pay  directly  to  the  patient:  or  that  the  Blue  Shield 
eliminate  the  service  benefit  principle  as  it  applies  to  non- 
surgical  illness.  At  the  present  time,  the  Blue  Shield  Plan 
does  not  cover  adequately  the  needs  of  patients  requiring  an 
i internist,  and  it  is  a dangerous  thing  to  participate  in  a plan 
which  purports  to  furnish  a type  of  coverage  which  is  actually 
f glaringly  absent.  This  could  be  solved  by  Blue  Shield  by 
j simply  removing  the  service  benefit  for  non-surgical  care 
I which,  after  all,  only  amounts  to  16  per  cent  of  the  entire 
! Blue  Shield  dollar  paid  to  physicians.  It  could  be  explained 
I to  the  subscriber  when  he  purchased  the  plan  that  only  a 
I very  small  portion  of  his  dollar  is  paid  out  for  this  type  of 
I care  and  that  he  could,  therefore,  afford  to  have  partial 
I coverage  for  specialists’  care  which  patients  are  demanding. 
In  many  ways,  by  removing  the  service  ceiling,  we  would 
only  be  offering  the  subscriber  an  indemnity  type  of  plan. 
The  Blue  Shield,  however,  does  not  wish  to  interfere  in 
any  way  with  the  service  principle.  In  lieu  of  an  adequate 
and  improved  fee  schedule,  the  Colorado  Society  of  Internal 
Medicine  therefore  feels  that  we  should  continue  as  non- 
participating physicians. 

“The  Blue  Shield  feels  that  one  of  the  stumbling  blocks  to 
establishing  a better  fee  schedule  for  non-surgical  care  is  that 
they  do  not  have  enough  statistics  and  data  to  establish  the 
incidence  of  this  type  of  illness  and,  therefore.  Insufficient 


data  for  establishment  of  premiums.  If  this  is  so,  we  would 
like  to  suggest  that  the  Blue  Shield  inform  its  policyholders 
of  this  situation  at  the  time  of  the  sale  of  the  plan  and  to 
tell  the  policyholder  honestly  that  it  is  impossible  at  this 
time  to  sell  them  coverage  which  will  be  both  adequate  and 
for  which  a premium  can  be  estimated;  that  it  is  therefore 
necessary  to  sell  them  either  a deductible  or  an  indemnifying 
type  of  plan,  if  they  wish  to  have  the  services  of  a heart 
specialist  or  some  other  specialist  in  internal  medicine.  Tech- 
nological advances  in  our  specialty  have  been  very  great  and, 
in  most  cases,  the  public  has  been  aware  of  these  improve- 
ments. It  will  be  sheer  folly  to  continue  opposing  technological 
advance  by  not  offering  our  patients  adequate  coverage  for 
these  newer  procedures.  These  advances  always  increase  the 
cost  of  caring  for  the  patient  and  some  provision  must  be 
made  for  this.  The  patient  is  not  going  to  accept  the  dictum 
that  what  was  good  enough  for  father  is  good  enough  for  us 
and  that  these  new-fangled  ideas  are  unnecessary.  If  premiums 
are  to  be  held  at  their  present  level  for  the  Blue  Shield  sub- 
scriber, then  we  would  like  to  respectfully  suggest  that  a 
better  distribution  and  apportionment  of  the  Blue  Shield 
dollar  as  paid  to  physicians  be  made. 

“It  should  also  be  reported  here  that  the  relative- value 
scale,  which  assigns  a unit  value  to  different  types  of  pro- 
cedures and  work  done  by  the  internist,  was  unanimously 
approved  by  the  membership  at  the  meeting  in  Colorado 
Springs.  The  dollar  value  of  each  unit  is  to  be  determined 
locally  by  the  internist.  Such  a relative-value  scale  has  al- 
ready been  approved  by  the  American  Society  of  Internal 
Medicine.  The  Blue  Shield  has  been  submitted  a copy  of  this 
relative-value  scale  and  one  of  our  proposed  fee  schedules 
was  based  on  it.  The  Blue  Shield  rejected  a fee  schedule 
based  on  our  relative-value  scale.  Although  such  a scale  has 
not  been  approved  by  the  Colorado  State  Medical  Society,  we 
feel  it  is  extremely  Important  for  us  to  establish  one  since 
the  Blue  Cross  has  been  devising  a national  hospitalization 
plan  to  cover  large  industry,  which  we  understand  will  soon 
be  in  force.  Rightly  or  wrongly,  the  Blue  Cross  plans  cover 
some  physicians’  services,  particularly  laboratory  and  radi- 
ology services.  Therefore,  eventually  we  are  going  to  have 
some  kind  of  a scale  that  of  necessity  will  apply  to  all  parts 
of  the  country,  but  which  will  be  flexible  enough  to  permit 
some  local  differences.  The  internists  feel  that  one  relative- 
value  scale  applying  to  all  members  of  the  State  Medical 
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Society  would  not  be  satisfactory,  but  that  we  need  at  least 
four  separate  categories  for  establishment  of  relative  value 
in  each;  (1)  Medicine;  (2)  surgery;  (3)  radiology:  (4)  pa- 
thology. 

“Each  of  these  four  sections  should  have  their  own  rela- 
tive-value scale.  All  federal  employees  in  the  country  will 
soon  be  covered  by  some  sort  of  prepayment  plan  and,  if  we 
are  going  to  offer  effective  coverage  and  adequate  fees  for 
this  large  group,  a relative-value  scale  is  almost  a necessity.” 

The  above  report  was  referred  to  the  Reference 
Committee  on  Insurance  and  Prepayment  Plans. 

Dr.  John  A.  Davis  presented  a resolution  from 
the  Arapahoe  County  Medical  Society,  as  follows: 

WHEREAS,  In  the  minds  of  many  very  thoughtful  people, 
inflation  leading  to  financial  chaos  is  the  greatest  material 
threat  to  the  people  of  the  United  States  of  America,  and 

WHEREAS,  Although  the  degree  which  increasing  costs  of 
medical  care  contributes  to  inflation  is  very  small,  neverthe- 
less it  is  significant,  and 

WHEREAS,  It  is  apparent  that  some  responsible  group  must 
take  the  initiative  in  showing  the  way  to  thrift  and  economy, 
and 

WHEREAS,  Several  of  the  various  groups  contributing  to 
the  total  cost  of  medical  care  appear  not  to  be  fully  cost 
conscious;  therefore,  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Colorado 
State  Medical  Society  go  on  record  of  charging  each  member, 
and  particularly  the  Board  of  Trustees,  with  the  responsibility 
of  seeking  causes  and  remedies  for  every  factor  to  any  un- 
necessary cost  of  medical  care;  and  be  it  further 

RESOLVED,  That  our  delegates  to  the  A.M.A.  be  instructed 
to  convey  by  suitable  means  to  the  House  of  Delegates  of  the 
A.M.A.  at  their  June  meeting  the  ideas  embodied  in  this  reso- 
lution. 

Upon  motion  duly  made,  seconded,  and  car- 
ried, the  above  resolution  was  adopted. 

(Vice  Speaker  Bull  presiding.) 

At  this  point  in  the  proceedings  Vice  Speaker 


Bull  appointed  Drs.  W.  C.  Service  and  V.  V.  Ander- 
son to  serve  as  Sergeants-at-Arms  for  the  purpose 
of  excluding  any  unauthorized  attendants,  at  the 
same  time  inviting  certain  guests  to  remain  and 
take  part  in  an  Executive  Session,  and  then  he 
declared  the  House  to  be  in  Executive  Session.  . 

The  House  was  then  in  extended  Executive 
Session  where  it  heard  confidential  matters,  fol- 
lowing which  Vice  Speaker  Bull  declared  the 
House  to  be  in  open  session  and  directed  the  Ser- 
geants-at-Arms to  open  the  doors.  The  following 
actions  taken  in  Executive  Session  were  recorded 
for  the  Minutes: 

(1)  Motion  made,  seconded  and  adopted  with- 
out dissent:  “That  the  Board  of  Trustees  be  author- 
ized and  directed  to  proceed  with  a study  of  the 
retirement  plan  that  has  been  presented  by  the 
gentlemen  from  Mississippi,  and  that  this  directive 
carry  with  it  the  authorization  of  the  House  of 
Delegates  for  the  Board  of  Trustees  to  enter  into 
such  contract  or  contracts  as  it  deems  wise  with 
a Colorado  bank  or  banks  of  the  Board’s  choice, 
and  to  enter  into  such  other  agreements  as  may 
be  necessary  to  effect  a retirement  plan  for  mem- 
bers of  this  Society  in  the  pattern  of  the  Mississippi 
plan,  should  the  so-called  Keogh  Bill  become  law.” 

(2)  Resolution,  regularly  introduced  and  its  • 
adoption  moved,  seconded,  and  passed  without  dis-  'i 
sent: 

WHEREAS,  Proposed  legislation  in  the  form  of  HR  4700 
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(The  Forand  Bill)  has  been  introduced  in  the  86th  Congress 
seeking  to  amend  the  present  Social  Security  Act  so  as  to 
provide  for  the  purchase  of  selected  “health  services”  by  the 
federal  government  for  Social  Security  recipients:  and 

WHEREAS,  HR  4700  would  greatly  increase  the  federal  tax 
burden  for  Social  Security  purposes;  and 

WHEREAS,  Any  increase  in  taxes  becomes  a burden  on  all 
citizens,  adds  to  inflation,  and  diminishes  the  value  of  our 
currency;  and 

WHEREAS,  HR  4700  is  a political  approach  to  a health 
problem;  and 

WHEREAS,  A nationalized,  federally  controlled  program  of 
this  sort  would  weaken  the  patient-doctor  relationship;  and 
WHEREAS,  A bureaucratic  system  for  providing  health 
services  for  the  aged  would  inevitably  result  in  political 
abuses  and  administrative  waste;  and 

WHEREAS,  Colorado  has  already  developed  a program  of 
health  assistance  to  the  aged  that  is  working  well;  now,  there- 
fore be  it 

RESOLVED  BY  THE  HOUSE  OF  DELEGATES,  That  the 
Colorado  State  Medical  Society  reaffirms  its  opposition  to  the 
enactment  of  HR  4700  introduced  in  the  86th  Congress  by 
Representative  A.  J.  Forand  of  Rhode  Island. 

There  being  no  further  new  business,  routine 
announcements  were  made  by  the  Speaker  and 
the  Secretary  and  the  House  adjourned  to  recon- 
vene February  17,  1960,  at  4:15  p.m.  in  the  same 
room. 


SECOND  MEETING 
Wednesday,  February  17,  1960 

Speaker  Covode  called  the  House  to  order  at 
4:15  p.m.  The  roll  call  disclosed  52  accredited  mem- 
bers of  the  House  present,  more  than  a quorum 
(later  in  the  meeting  this  was  revised  to  70). 


Upon  motions  duly  made,  seconded,  and  carried. 
Dr.  Henry  W.  Toll,  Jr.,  was  seated  as  an  alternate 
for  Dr.  Robert  F.  Berris,  and  Dr.  J.  M.  Perkins  was 
seated  as  an  alternate  for  Dr.  Charles  G.  Freed. 

Upon  motion  duly  made,  seconded,  and  carried, 
the  reading  of  the  condensed  minutes  of  the  first 
meeting  of  Tuesday,  February  16,  1960,  was  dis- 
pensed with. 

Speaker  Covode:  “Does  the  Board  of  Trustees 
have  any  report  to  offer  in  addition  to  the  reports 
submitted  yesterday?” 

President  John  L.  McDonald:  “I  have  a state- 
ment which  was  made  by  the  Board  of  Regents 
of  the  University  of  Colorado,  in  reference  to  the 
agreement  between  the  University  of  Colorado  and 
the  Denver  General  Hospital.  I think  that  it  prob- 
ably should  be  introduced.  It  is  rather  too  long 
to  read.  I believe  that  the  Reference  Committee 
on  Legislation  is  going  to  report  in  part  on  it;  and 
I would  propose,  therefore,  that  we  defer  any  re- 
port until  after  that  reference  committee  has  made 
its  report.” 

Supplemental  report  of 
Board  of  Councilors 

Dr.  John  D.  Gillaspie,  Vice  Chairman  of  the 
Board  of  Councilors,  presented  a supplemental 
report  of  the  Board  of  Councilors,  which  Speaker 
Covode  accepted  as  requiring  no  action  by  the 
House.  The  text  of  the  report  follows: 

continued  on  page  76 
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The  Board  of  Councilors  met  yesterday  afternoon  and 
approved  the  recommendations  of  the  Denver  Medical  Society 
for  several  reclassifications  of  membership. 

The  Board  also  approved  the  Denver  Society’s  action  in 
denying  waivers  of  jurisdiction  requested  by  several  Denver 
physicians  who  wished  to  have  their  membership  originate  In 
other  component  societies. 

The  latter  action  brought  about  a discussion  from  which 
the  Board  of  Councilors  wishes  to  offer  a recommendation 
for  consideration  by  the  Committee  on  Constitution,  By-Laws 
and  Credentials  between  now  and  the  Annual  Session  in 
September.  There  are  instances  in  which  physicians  are  in 
full-time  employ  of  state  or  federal  governmental  agencies, 
which  agencies  maintain  their  central  offices  in  Denver  even 
though  the  physicians  employed  by  them  do  not  reside  in 
Denver  nor  is  their  work  limited  to  Denver.  Rather,  they  are 
in  fact  employed  for  state-wide  services.  The  Board  of  Coun- 
cilors believes  the  Committee  on  Constitution,  By-Laws  and 
Credentials  might  well  consider  a By-Law  amendment  which 
would  permit  such  physicians  to  originate  their  medical 
society  membership  in  the  county  of  their  residence. 

The  Board  will  meet  again  in  April  to  consider  unfinished 
business  originated  at  this  session  and  any  additional  business 
which  may  arise  between  nov/  and  then. 

Dr.  Gordon  Vandiver,  Chairman  of  the  Griev- 
ance Committee,  presented  a supplemental  report 
of  the  Grievance  Committee,  as  follows: 

Advertising  new  offices 

The  Grievance  Committee  has  received  a number  of  com- 
plaints regarding  announcements  placed  by  physicians  in  local 
papers,  concerning  the  establishment  of  offices. 

The  policy  regarding  this  seems  to  vary  widely  throughout 
the  state,  and  it  was  suggested  that  the  Colorado  State  Medical 
Society  consider  setting  up  a maximum  allowable  policy  in 
this  regard.  It  is  recommended  by  the  Grievance  Committee 
that  such  announcements  be  restricted  to  one  insertion  of  a 
small  advertisement  no  larger  than  an  ordinary  visiting  card, 
carrying  the  usual  information  regarding  type  of  practice, 
location  of  office,  and  telephone  number.  This  is  suggested  as 
a guide  to  local  societies  and  it  is  recognized  that  local  com- 
ponent societies  may  desire  a more  restricted  practice  con- 
cerning this  problem. 

Dr.  Vandiver:  “We  recommended  this  so  that 
the  House  could  direct  us  in  either  adopting  or  not 
adopting  this  sort  of  policy.” 

The  following  motion  was  made  and  seconded: 
That  the  House  of  Delegates  adopt  as  a policy  that 
announcements  regarding  establishment  of  prac- 
tices by  physicians  be  limited  to  the  insertion  of 
one  small  advertisement*,  no  larger  than  an  or- 
dinary visiting  card,  bearing  the  usual  information 
regarding  the  type  of  practice,  the  location  of  the 
office,  and  telephone  number.  This  is  suggested  as 


‘Amended,  see  following  paragraphs. — Secretary. 


a guide  to  local  societies,  and  it  is  recognized  that 
local  societies,  some  of  them,  may  desire  a more 
restricted  practice  concerning  this  problem.  But 
this  would  be  a maximum. 

The  motion  was  discussed  at  length  by  Drs. 
Barrows,  Crawford,  Vandiver,  and  the  Speaker, 
and  in  answer  to  a question,  Dr.  Vandiver  pointed 
out  that  this  action  did  not  concern  itself  with 
periodic  “professional  directories”  supported  by  all 
physicians  of  a community  and  published  in  local 
newspapers  for  general  public  information.  Fol- 
lowing the  discussion,  Dr.  Barrows  moved  to 
amend  the  motion  by  inserting  the  words  “three 
times”  after  the  word  “advertisement”  in  the  mo- 
tion as  read.  The  motion  to  amend  was  seconded. 

By  a show  of  hands,  said  amendment  carried, 
42  to  11,  and  by  voice  vote,  the  motion  as  amended 
then  carried. 

Reports  of  reference  committees 

The  following  reports  were  submitted  by  the 
respective  chairmen  indicated  at  the  conclusion 
thereof.  Unless  otherwise  noted,  they  were  each 
adopted  by  the  House  without  dissent,  section  by 
section,  and  then  as  a whole.  Discussion  was  called 
for  by  the  Speaker  or  Vice  Speaker  in  each  in- 
stance and  there  was  no  discussion  except  as  indi- 
cated below. 

Report  of  the  Reference  Committee  on 
Board  of  Trustees  and  Executive  Office 

Your  reference  committee  recommends  the  approval  of  the 
report  of  the  Board  of  Trustees  as  carried  on  pages  8,  9,  10, 
11  and  the  top  of  page  12  of  the  Handbook.  We  commend  the 
Board  of  Trustees  for  the  efficient  way  In.  which  they  handled 
our  ever  increasing  financial  dealings. 

Regarding  the  required  official  visits  of  the  State  Society 
officers  to  the  component  societies,  our  reference  committee 
recommends  that  the  cost  of  all  meals  for  these  officers,  in- 
cluding the  medical  society  banquets  and  lodgings  when 
necessary  for  these  visits,  be  defrayed  by  the  State  Society. 
This  is  recommended  because  of  the  burden  placed  on.  a small 
host  society  to  defray  these  expenses. 

We  reviewed  with  interest  the  new  project  of  publishing 
the  bulletin  “What  Goes  On’’  and  trust  that  at  the  end  of  one 
year’s  experience,  we  can  better  evaluate  its  place  in  our 
already  crowded  mail. 

The  new  “Committee  Manual”  is  welcomed  with  enthusi- 
asm and  we  wish  to  commend  our  President  especially,  and 
the  Executive  Office  for  the  completion  of  such  a valuable 
aid  to  the  streamlining  of  our  Society’s  business. 

Our  reference  committee  recommends  approval  of  the 
report  of  the  Executive  Secretary  as  carried  on  pages  16,  17, 
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18  and  the  top  of  page  19  of  the  Handbook. 

The  report  of  Mr.  Harvey  Sethman,  our  Executive  Secre- 
tary, was  carefully  reviewed  and  our  committee  was  im- 
pressed with  the  evidence  of  the  efficient  operation  of  the 
Society’s  office. 

We  appreciate  how  much  time  and  effort  will  be  required 
to  delve  into  the  records  to  prepare  a historical  “policy  index” 
of  the  State  Society.  Its  value  is  immeasurable  and  we  endorse 
its  eventual  completion. 

WARD  L.  CHADWICK,  Chairman 
S.  M.  PRATHER  ASHE 
J.  S.  BAXTER 
RAYMOND  G.  BONDI 
HOWARD  T.  ROBERTSON 
PAUL  B.  STIDHAM 
MILTON  L.  WIGGINS 

Report  of  the  Reference  Committee  on 
Legislation  and  Public  Relations 

Your  committee  recommends  the  acceptance  of  the  entire 
report  of  the  Medical  Service  Committee,  appearing  on  page 

19  of  the  Handbook.  With  special  reference  to  paragraph  4, 
which  deals  with  the  Medical  School  and  Denver  General 
Hospital,  your  reference  committee  finds  that  there  appar- 
ently was  never  any  intention  of  discontinuing  Denver  General 
Hospital  as  a teaching  hospital  for  graduate  and  undergraduate 
training.  A renegotiation  of  an  arrangement  is  urged  and  it  is 
hoped  that  both  sides  will  see  fit  to  cooperate  and  bring 
about  improved  patient  care  and  continued  good  medical 
teaching,  all  in  accordance  with  the  city  charter. 

Your  reference  committee  recommends  the  acceptance  of 
the  report  of  the  Public  Policy  Committee  as  appearing  in 
the  Handbook  on  pages  23,  24  and  25,  with  special  commenda- 
tion to  our  Senior  Psychiatrists’  Committee  for  their  excellent 
work.  We  also  feel  that  this  House  of  Delegates  should  make 
public  commendation  to  our  Governor  of  the  state  for  his 
cooperation  with  this  committee  and  the  State  Medical  Society 
in  general. 

Your  reference  committee  received  and  studied  the  supple- 
mental report  of  the  Public  Policy  Committee  as  read  on  the 
floor  by  Dr.  Anderson,  and  as  supplemented  by  our  President, 
Dr.  McDonald. 


Your  reference  committee  studied  the  report  of  the  Board 
of  Trustees  as  carried  on  pages  12  and  13  of  the  Handbook, 
and  recommends  the  approval  of  this  portion  of  the  report 
dealing  with  the  Hill-Burton  Act,  mental  health  activities, 
and  old-age  pension  problem. 

TERRY  J.  GROMER,  Chairman 
VERNON  L.  BOLTON 
WILLIAM  CURTIS 
WILLIAM  R.  LIPSCOMB 
ROBERT  E.  McCURDY 

(Ancillary  to  the  report  of  the  Reference  Com- 
mittee on  Legislation  and  Public  Relations,  Presi- 
dent John  L.  McDonald,  at  the  request  of  the 
Speaker,  read  the  summary  of  the  report  of  the 
Board  of  Regents,  which  he  prefaced  by  the  intro- 
ductory remarks  following.) 

Dr.  McDonald;  “Rather  than  burden  the  House 
with  sitting  through  the  reading  of  all  of  this,  I 
think  it  would  be  sufficient  to  have  the  summary 
of  the  report  of  the  Board  of  Regents,  dated  Feb- 
ruary the  10th,  read  at  this  time.  My  feeling  is 
that  it  does  not  require  any  action;  it  is  merely 
for  information.  That  opinion  is  concurred  in  by 
Dr.  Hughes.” 

“1.  The  Regents  recognize  the  right  of  the  city  to  uni- 
laterally terminate  the  current  agreement. 

“2.  The  Regents  regret  the  unilateral  action  of  the  Board 
of  Health  and  Hospitals  in  recommending  termination  of  its 
contract  with  the  University  of  Colorado  Medical  School;  in 
our  view  the  contract  has  been  and  continues  to  be  of  great 
value  in  respect  to  the  care  of  patients  at  the  Denver  General 
Hospital  and  to  the  University. 

“3.  The  Regents  believe  that  the  University  made  a sig- 
nificant concession  in  accepting  the  position  of  the  Board  of 
Health  and  Hospitals  on  the  separation  of  responsibility  for 
patient  care  and  teaching.  The  University  cannot,  however. 
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alter  its  position  on  the  method  of  appointment  or  tenure 
without  sacrificing  essential  principles;  specifically,  the  Uni- 
versity cannot  accept  an  arrangement  under  which  Division 
Chiefs  are  given  tenure  such  as  that  provided  by  career  service 
status. 

“4.  The  Regents  believe  that  severance  of  the  University 
affiliation  will  be  harmful  to  the  quality  of  care  provided  to 
patients  at  Denver  General  Hospital  and  that  any  saving  of 
money  the  city  may  effect  will  be  at  the  expense  of  the 
quality  of  patient  care. 

“5.  Any  suggestion  that  the  University  is  promoting  merger 
of  the  Denver  General  Hospital  and  the  Colorado  General 
Hospital  is  without  foundation  in  fact. 

“6.  The  Regents  reiterate  that  the  University  has  not  as 
yet  had  any  discussions  or  negotiations  regarding  Hill-Burton 
support  of  the  building  program,  but  we  undoubtedly  will 
have  at  a later  date  in  connection  with  the  financing  of  the 
new  center. 

“7.  The  Board  of  Regents  wishes  to  reiterate  that  there 
will  be  no  compromise  in  University  standards,  whether  in 
terms  of  faculty  appointments  or  the  quality  of  educational 
programs.” 

Report  of  the  Reference  Committee 
on  Professional  Relations 

Your  reference  committee  approves  the  report  of  the  Board 
of  Councilors  as  carried  on  pages  13  and  14  of  the  Handbook, 
and  commends  the  Board  of  Councilors. 

Your  committee  approves  the  report  of  the  Grievance 
Committee  as  carried  on  page  14  of  the  Handbook,  and  com- 
mends the  Grievance  Committee. 

Your  reference  committee  approves  the  report  of  the 
Grievance  Subcommittee  on  Panel  Practice  as  carried  on 
pages  14  and  15  of  the  Handbook.  However,  your  reference 
committee  recommends  that  future  reports  of  this  committee 
should  specifically  designate  approval  or  disapproval  of  the 
prepayment  or  third  party  plans  studied  by  the  committee. 

Your  reference  committee  approves  the  report  of  the  Dele- 
gates to  the  A.M.A.  as  reported  in  the  January,  1960,  issue  of 
the  Rocky  Mountain  Medical  Journal.  Your  committee  com- 
mends the  Colorado  delegation  for  their  unceasing  efforts  in 
the  "fight”  for  "Free  Enterprise  in  Medicine.” 

GEORGE  R.  BUCK,  Chairman 
HERMAN  C.  GRAVES 
ABRAHAM  J.  KAUVAR 
JACKSON  SADLER 
WILLIAM  R.  SISSON 
JOHN  C.  STRAUB 

Following  the  motion  to  adopt  the  above  report 
as  a whole,  Dr.  Vandiver,  chairman  of  the  Griev- 
ance Committee,  questioned  the  meaning  of  the 
third  paragraph  of  the  report  and  asked  if  the 
reference  committee  desired  that  lists  of  all  ap- 
proved and  disapproved  plans  be  published.  Chair- 
man Buck  of  the  reference  committee  explained 
that  the  report  of  the  Panel  Practice  Subcommit- 
tee in  the  Handbook  had  merely  included  a list 
and  did  not  state  what  the  subcommittee  meant 
by  it.  Further  discussion  by  Drs.  Vandiver,  Boyd, 
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Perkins,  and  Shand  followed,  and  it  was  pointed 
out  that  the  list  constituted  a list  of  plans  held  to 
be  operating  within  the  Principles  of  Ethics  as 
interpreted  by  the  Board  of  Councilors.  The  report 
of  the  reference  committee  was  then  adopted. 

Report  of  the  Ref erence  Committee  on 
Insurance  and  Prepayment  Plans 

This  reference  committee  recommends  that  the  first  para- 
graph of  the  Blue  Shield  Advisory  Committee  report,  which 
reads,  “The  present  assistant  surgeon’s  benefit  which  allows 
for  a flat  fee  for  the  assisting  surgeon  be  continued  for  at 
least  one  year,”  be  amended  to  read  that  “The  present 
assistant  surgeon’s  benefit  which  allows  for  a flat  fee  for  the 
assisting  surgeon  be  re-studied  and  re-submitted  at  the  Sep- 
tember, 1960,  annual  meeting.” 

The  reference  committee  has  had  evidence  submitted  to  it 
which  indicates  that  the  present  benefit  for  the  assistant  sur- 
geon is  not  satisfactory  to  some  communities. 

The  reference  committee  approves  the  remainder  of  the 
Blue  Shield  Fee  Schedule  Advisory  Committee  report  and 
moves  the  adoption  of  the  report  as  amended. 

The  reference  committee  recommends  approval  of  the 
report  of  the  Liaison  Committee  to  the  State  Welfare  Depart- 
ment, as  read  by  Dr.  Hughes  at  the  first  meeting  of  the  House 
of  Delegates,  and  commends  the  Liaison  Committee  for  its 
statesmanship  in  the  conduct  of  its  work  with  the  Welfare 
Department.  The  committee  wishes  to  commend  Mr.  Justis 
for  his  cooperation. 

The  reference  committee  recommends  the  approval  of  the 
report  of  the  Representatives  of  the  Colorado  Hospital  Service 
as  read  by  Dr.  Newman  at  the  first  meeting  of  the  House  of 
Delegates,  and  wishes  to  commend  Dr.  Newman  and  Dr. 
Harvey  for  their  work  well  done. 

The  reference  committee  recommends  the  approval  of  the 
report  of  the  President  of  Colorado  Medical  Service,  Inc.,  as 
read  by  Dr.  Hughes,  the  President  of  Colorado  Medical  Serv- 
ice, at  the  first  meeting  of  the  House. 

In  compliance  with  the  directive  of  the  House  of  Delegates 
in  September,  1959,  a special  committee  of  internists  and  Blue 
Shield  Trustees  has  held  several  meetings  with  regard  to  the 
medical  benefit  problem.  While  a final  solution  has  not  been 
reached,  the  meetings  will  continue  until  some  satisfactory 
settlement  is  forthcoming.  The  reference  committee  commends 
Dr.  Hughes  for  this  report  and  wishes  him  every  success  as 
the  new  President  of  Blue  Shield. 

The  reference  committee  accepts  the  progress  report  of  the 
special  committee  on  Blue  Shield  of  the  Colorado  Society 
of  Internal  Medicine.  While  agreement  on  several  proposed 
solutions  has  not  been  concluded  between  the  representatives 
of  internal  medicine  and  the  Blue  Shield  Trustees,  the  refer- 
ence committee  feels  that  continuing  progress  has  been  made. 
The  wishes  of  the  internists  in  regard  to  extension  of  non- 
surgical  Blue  Shield  benefits  have  become  widely  known  and 
negotiations  with  Blue  Shield  are  continuing.  The  reference 
committee  recommends  that  a report  on  the  status  of  subse- 
quent negotiations  between  the  internists  and  Blue  Shield  be 
submitted  by  the  special  committee  on  internists  at  the  annual 
September,  1960,  meeting  of  the  Colorado  State  Medical  So- 

SAMUEL  B.  CHILDS,  Chairman 
V.  V.  ANDERSON 
GEORGE  H.  CURFMAN 
KENNETH  E.  GLOSS 
H.  E.  McClure 
J.  ROBERT  SPENCER 


Report  of  the  Reference  Committee 
on  Miscellaneous  Business 


Your  reference  committee  recommends  the  approval  of  the 
report  of  the  Committee  on  Public  Health  as  carried  on  pages 
20,  21,  22  and  23  of  the  Handbook. 

We  also  recommend  approval  of  the  report  of  the  Commit- 
tee on  Scientific  Program  as  printed  on  pages  25  and  26  of 
the  Handbook,  and  we  commend  the  committee  on  the  ex- 
cellent program  of  this  meeting.  _ „.  . 

^ L.  L.  HICK,  Chairman 


Secretary  Sethman:  “Mr.  Speaker,  since  this 
last  report  of  the  reference  committee  concerns 
the  Public  Health  Committee  and  its  many  sub- 
committees, it  seems  appropriate  to  announce  to 
this  House,  and  have  it  recorded  in  the  minutes. 
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that  your  immediate  past  President,  Dr.  John 
Zarit,  has  just  been  appointed  to  the  Colorado 
State  Board  of  Health  by  Governor  McNichols.” 
(Applause) 

There  was  no  unfinished  business  to  be  pre- 
sented. 

Report  of  the  Reference  Committee  on 
Constitution,  By-Laws  and  Credentials 

Your  reference  committee  recommends  approval  of  the 
report  of  the  Ad  Hoc  Committee  for  Revision  of  the  Consti- 
tution and  By-Laws  as  carried  on  pages  27,  28,  and  29  of  the 
Handbook  and  the  supplement  of  the  Ad  Hoc  Committee  on 
By-Law  Revisions  as  carried  on  pages  29  to  36  of  the  Hand- 
book, with  the  exception  of  the  words  “subject  to  approval 
of  the  House  of  Delegates”  at  the  end  of  Section  3,  Chapter 
VIII.  The  committee  feels  that  this  would  require  approval 
of  the  House  of  Delegates  for  all  terms  of  office  of  the  com- 
mittees established  by  the  Administrative  Councils,  which 
your  committee  feels  is  not  necessary. 

The  committee  recommends  that  the  House  of  Delegates 
at  this  time  declare  its  intention  to  adopt  the  proposed  con- 
stitutional and  by-law  amendments,  presented  in  the  report 
referred  to  above,  as  the  first  order  of  business  after  organiza- 
tion of  the  House  at  next  September’s  Annual  Session,  and 
that  the  House  of  Delegates  authorize  the  President-elect  and 
Board  of  Trustees  to  prepare  nominations  for  presentation  at 
the  next  Annual  Session  for  all  new  offices  to  be  created  by 
the  proposed  changes  in  the  Constitution  and  By-Laws. 

JOHN  A.  DAVIS,  Chairman 
RAYMOND  C.  BEETHE 
MARVEL  L.  CRAWFORD 
WINTHROP  B.  CROUCH 
TULLIUS  W.  HALLEY 
H.  HARPER  KERR 
ROBERT  B.  RICHARDS 
FRED  J.  ROUKEMA 

Dr.  George  H.  Curfman,  Jr.  (Denver):  “Mr. 
Speaker,  I wonder  if  it  would  be  in  order  to  refer 
back  to  one  item  upon  which  no  action  was  taken  in 
this  session,  namely,  the  report  of  the  Board  of 
Regents,  which  was  read  by  Dr.  McDonald.  This 
has  been  so  much  in  the  minds  of  the  physicians, 
at  least  in  the  Denver  community,  that  it  would 
be  worthwhile  for  us  to  affirm  or  disaffirm,  dis- 
avow the  action  taken  by  the  Board  of  Regents.” 

President  McDonald:  “The  Board  of  Trustees 
and  the  Board  of  Regents  met  about  two  weeks 
ago  to  discuss,  among  other  things,  the  unfortu- 
nate publicity  that  had  occurred  as  a result  of  the 
disagreement.” 

“In  that  meeting,  at  which  no  minutes  were 
kept,  the  Board  of  Regents  promised  that  they 
would  make  a report  disavowing  several  things. 


among  them  the  charge  that  they  had  instigated 
plans  for  trying  to  divert  all  Hill-Burton  funds 
available  for  aid  in  establishing  teaching  beds,  to 
the  University  of  Colorado.  They  maintain  and, 

I think,  show  that  they  had  not  applied  for  any 
Hill-Burton  funds. 

“They  explained  their  position  in  relation  to  the 
principal  source  of  disagreement  between  them- 
selves and  the  Denver  Board  of  Health  and  Hos- 
pitals, which  was  over  the  selection  of  a Chief  of 
Medicine  for  Denver  General  Hospital. 

“When  I said  here  that  I read  the  summary  for 
information  and  didn’t  think  it  particularly  re- 
quired any  action,  I also  said  at  the  same  time 
that,  of  course,  the  House  could  request  that  fur- 
ther action  be  taken.  I will  be  glad  to  read  or  have 
read  the  whole  report,  or  I am  sure  that,  if  you 
wish,  there  are  many  people  here  who  know  a 
great  deal  about  the  whole  controversy,  who  would 
be  very  glad  to  talk  about  it.” 

Speaker  Covode  asked  if  the  letter  from  the 
Regents  is  going  to  be  given  publicity,  and  Dr. 
McDonald  stated  his  understanding  is  that  it  was. 

Discussion  followed,  at  length,  by  Drs.  T.  J. 
Gromer,  Gordon  Meiklejohn,  K.  C.  Sawyer,  and 
R.  P.  Harvey,  and  Dr.  Meiklejohn  moved  that  the 
House  accept  the  Regents’  statement.  The  motion 
was  opposed  by  several  on  the  ground  that  adop- 
tion would  merely  amount  to  the  House’s  belieR 
that  the  Regents  were  truthful,  and  rejection  of 
the  motion  would  imply  that  the  Regents  were 
untruthful.  On  motion  of  Dr.  Perkins  the  motion 
was  tabled  by  viva  voce  vote. 

Speaker  Covode  inquired  of  Secretary  Sethman 
whether  his  official  desk  was  cleared.  Mr.  Sethman 
certified  that  it  was,  except  for  final  verification 
of  the  roll  call,  which  he  then  proceeded  to  make 
by  calling  the  list  of  absentees  and  entering  as 
present  any  who  then  appeared.  Interposed  in  this 
procedure  were  the  following  proceedings: 

Dr.  V.  L.  Bolton  moved  that  the  actions  af- 
firmed in  the  House  by  the  Executive  Session  be 
reaffirmed  in  the  House  of  Delegates*.  The  motion 
was  seconded,  put  to  a vote,  and  carried. 

Speaker  Covode  then  announced  business  had 

*See  page  72.  continued  on  page  83 
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...relief  from  pollen  allergies 

I more  complete  than  antihistamines  alone . . . more  thorough  than  nose  drops  or  sprays 

ji  The  miseries  of  respiratory  allergy  can  be  relieved  so  effectively 

[ with  Triaminicd'®  Triaminic  contains  two  antihistamines  plus 

I the  decongestant,  phenylpropanolamine,  to  help  shrink  the  en- 

I gorged  capillaries,  reduce  congestion  and  bring  relief  from  rhin- 

S orrhea  and  sinusitis^  Oral  administration  distributes  medication 

I,  to  all  respiratory  membranes  without  risk  of  “nose  drop  addic- 

* tion”  or  rebound  congestion.^-® 

^ Each  Triaminic  timed-release  Tablet  provides; 


Phenylpropanolamine  HCI  50  mg. 

Pheniramine  maleate  .25  mg. 

Pyrilamine  maleate 25  mg. 


also  available; 

TRIAMINIC  JUVELETS®  y2  the  formulation  of  the  Triaminic  Tablet  with  timed-release  action. 
TRIAMINIC  SYRUP  each  teaspoonfu!  (5  ml.)  provides  Va  the  formulation  of  the  Triaminic  Tablet. 


References:  1.  Fabricant,  N.  D.:  E.E.N.T.  Monthly  37:460  (July)  1958.  2.  Lhotka,  F.  M.:  Illinois  M.  J.  112:259 
(Dec.)  1957.  3.  Farmer,  D.  F.:  Clin.  Med.  5:1183  (Sept.)  1958.  4.  Fuchs,  M.;  Bodi,  T.;  Mallen,  S.  R.;  Hernando,  L., 
and  Moyer,  J.H.:  Antibiotic  Med.  &.CIin.  Ther.  7:37  (Jan.)  1960.  5.  Halpern,  S.  R.,  and  Rabinowitz,  H.:  Ann. 
Allergy  18:36  (Jan.)  1960. 

first— the  outer  layer  dissolves 
within  minutes  to  produce 

Relief  Is  prompt  and  prolonged  3 to  4 hours  of  relief 

because  of  this  special  , v x..  i x ... 

' A then— the  core  disintegrates 

timed-release  action  Bto  give  3 to  4 more 

' hours  of  relief 


SMITH-DORSEY  • A division  of  the  wander  company  . Lincoln,  Nebraska 


11  vitamins,  8 minerals 
clinically-formulated  and  potency 
protected  to  provide 
enough  nutritional  support 
to  do  some  good 

with  vitamins  only 

Theragran 

also  available; 

Theragran  Liquid 
Theragran  Junior 


1-41  a !fst  of  the  above  references  v»il!  be  supplied  on  request 


Squibb 


*THERAaRAN**IS  A SQUIBS  TRADEMARK 


Squibb  Quality— the  Priceless  Ingredient 


lo  Infectious  disease 

in  arthritis'*'*®-"'’-^*' 
in  hepatic  disease"-"-*'’-’*^ 
In  malabsorption  syndrome 
in  degenerative  disease 
in  cardiac  disease 

in  dermatitis^"-"*' 
in  peptic  ulcer 

in  neuroses  & psychiatric  disorders^*-"** 
in  diabetes  mellitus"*-®*-""-"*' 
in  aicoholism’-'"-""-"^-""' 
In  ulcerative  colitis 
In  osteoporosis"'”'*®' 
in  pancreatitis** 
In  female  climacteric**'**  ■ 


Patients  with  chronic  disease  deserve 
the  nutritional  support  provided  by 

Theragran-M 

Squibb  Vitamiti-Minerats  for  Therapy 


1) 

f 


Organization  cont.  from  page  79 


been  concluded  and  declared  the  House  of  Dele- 
gates adjourned  without  day. 


The  above  abstract  of  minutes  of  the  House  of 
Delegates  is  respectfully  submitted  to  the  Colorado 
State  Medical  Society. 

HARVEY  T.  SETHMAN, 
Executive  Secretary. 


1960  Pediatric  Round-up 

The  50th  anniversary  of  Children’s  Hospital 
in  Denver,  Colorado,  being  celebrated  during  1960, 
will  be  marked  by  an  expanded  summer  clinic, 
known  this  year  as  the  “1960  Pediatric  Roundup.” 
The  “Roundup”  program  is  carried  elsewhere  in 
the  Journal  in  an  advertisement. 

The  clinic  will  present  a general  type  meeting 
attempting  to  cover  recent  advances  in  pediatrics 
as  well  as  review  important  subjects.  A slate  of 
nationally  recognized  authorities  heads  the  speak- 
ers list. 

Sufficient  time  is  being  reserved  from  the  sci- 
entific program  to  allow  time  for  family  recrea- 
tional activities  in  the  vast  Granby  Recreational 
Area. 

For  further  information,  write  Children’s  Hos- 
pital— 1960  Pediatric  Roundup,  19th  and  Downing, 
Denver  18,  Colorado. 

Obituaries 

Denver  practitioner  dies  suddenly 

Wenzel  Friesch,  M.D.,  of  Denver,  passed  away 
on  April  2,  1960.  Dr.  Friesch  was  born  in  Hungary 
on  March  8,  1900,  and  came  to  the  United  States 
with  his  family  at  the  age  of  seven.  The  family 
lived  in  Springfield,  Missouri,  and  then  settled  in 
Pueblo,  Colorado. 

Dr.  Friesch  was  graduated  from  Centennial 
High  School  in  Pueblo  and  then  graduated  from 
the  University  of  Colorado  and  the  Colorado  School 
of  Medicine  where  he  was  made  a member  of  Phi 
Beta  Kappa  honorary  fraternity.  He  was  licensed 
in  Colorado  in  1927.  Dr.  Friesch  was  active  in  the 
Lakewood  and  Denver  Country  Clubs  and  was  a 
member  of  the  staff  of  St.  Luke’s  Hospital. 

Survivors  are  his  wife  and  a sister. 

Pueblo  octogenarian  passes  away 

Jahleel  H.  Woodbridge,  M.D.,  of  Pueblo,  died 
on  March  6,  1960.  Dr.  Woodbridge  was  born  in 
Marshall,  Missouri,  and  graduated  from  the  Uni- 
versity of  Missouri. 

Dr.  Woodbridge  has  been  one  of  the  oldest 
practitioners  in  Pueblo  County  and  specialized  in 
pediatrics.  In  1956,  the  Colorado  State  Medical 
Society  honored  him  by  electing  him  to  life  emeri- 
tus membership. 
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Proceedings  of  the 
House  of  Delegates 
Montana  Medical  Association 


Thirteenth  Interim  Session 
February  26-27,  1960 
Helena 

FIRST  SESSION 
February  26,  1960 

The  first  session  of  the  13th  Interim  Session 
of  the  House  of  Delegates  of  the  Montana  Medical 
Association  was  called  to  order  by  Leonard  W. 
Brewer,  M.D.,  President,  at  8:45  a.m.,  February  26, 
at  the  Western  Life  Insurance  Company  Building, 
Helena. 

The  Secretary,  William  E.  Harris,  M.D.,  an- 
nounced that  all  delegates  seated  had  presented 
proper  credentials  and  that  a quorum  was  present. 

It  was  regularly  moved,  seconded  and  carried 
that  the  following  members  of  this  Association  be 
seated  as  delegates  to  represent  the  component 
society  indicated:  Edward  J.  Purdey,  M.D.,  Galla- 
tin County  Medical  Society;  Volney  W.  Steele, 
M.D.,  Gallatin  County  Medical  Society;  Albert  L. 
Vadheim,  Jr.,  M.D.,  Gallatin  County  Medical  So- 
ciety; Thomas  F.  Walker,  Jr.,  M.D.,  Cascade 
County  Medical  Society;  and  David  T.  Berg,  M.D., 
Lewis  and  Clark  Medical  Society. 

It  was  regularly  moved,  seconded  and  carried 
that  the  minutes  of  the  81st  Annual  Meeting  be 
approved  as  published  in  the  December,  1959,  issue 
of  the  Rocky  Mountain  Medical  Journal. 

Paul  J.  Cans,  M.D.,  Delegate  to  the  American 
Medical  Association,  read  an  excellent  report  upon 
the  numerous  actions  of  the  House  of  Delegates 
of  the  American  Medical  Association  at  its  13th 
Clinical  Meeting  in  Dallas,  December  1-4,  1959. 
This  report  of  the  Delegate  was  referred  by  Presi- 
dent Brewer  to  the  Reference  Committee  on  Of- 
ficers, Meetings  and  Administration  for  study. 

Report  of  Secretary-Treasurer 

William  E.  Harris,  M.D.,  read  the  following 
report  of  the  Secretary-Treasurer  which  was  re- 
ferred by  President  Brewer  to  the  Reference  Com- 
mittee on  Officers,  Meetings  and  Administration 
for  study: 

This  has  been  a rather  busy  and  active  period  for  your 
Secretary-Treasurer  since  the  annual  meeting  in  Butte.  I 
attended  the  component  medical  society  meetings  in  Helena 
and  Anaconda  and  spoke  upon  the  Forand  Bill.  They  were 
both  well  attended.  In  December,  I attended  the  American 
Medical  Association  Clinical  Session  in  Dallas,  Texas.  It  was 
conducted  in  its  usual  well-functioning  manner.  The  opening 
sessions  were  highlighted  with  speeches  by  Senator  Lyndon 
Johnson  and  Representative  Sam  Rayburn.  Both  men  are 


conservative  Democrats  and  champions  of  the  people.  The 
meeting  was  well  attended  and  no  new  astounding  medical 
legislation  was  instituted.  At  that  time,  little  mention  was 
made  of  the  Forand  Bill. 

Early  In  February,  I attended  the  Blue  Shield  Professional 
Relations  meeting  in  Chicago.  One  of  the  most  interesting 
speeches  was  given  by  Dr.  Schwartz,  a psychologist  from 
Boston,  on  the  popularity  of  Blue  Shield.  Over  00  per  cent 
of  the  Blue  Shield  subscribers  were  satisfied  with  their  poli- 
cies. Another  interesting  fact  that  was  brought  out  was  that 
most  patients  feel  their  own  doctor  made  just  the  right 
amount  of  money  and  that  other  doctors  made  too  much. 
Another  interesting  fact  related  to  me  was  that  the  Minne- 
sota Blue  Cross  and  Blue  Shield  separated  as  of  January  1, 
1960. 

Your  Secretary-Treasurer  seriously  considered  filing  for 
0.  S.  Representative  from  the  Eastern  District,  but  after 
reflection  and  Interviews,  It  would  be  very  difficult  'for  an 
active  practicing  physician  to  gain  much  momentum  in  either 
party  or  get  any  concerted  support  from  the  medical  group. 
It  is  a curious  fact  to  me  that  people  as  a whole  do  not  feel 
doctors  are  rounded  out  individuals  as  far  as  our  social  welfare 
is  concerned. 

As  Treasurer  of  your  Association,  I would  like  to  submit 
the  following  condensed  report  of  income  and  expenses  during 
1959: 


Income; 

Membership  dues  $29,603.75 

Interest  on  bonds  and  savings  account 676.04 

Income  from  the  sale  of  exhibit  space  at 

annual  meeting  (net!  3,064.25 


Miscellaneous  Income  (rental  and  reim- 
bursement for  supplies  from  Montana 
State  Dental  Association;  sale  of  insur- 
ance forms  and  fee  schedules;  allow- 
ance for  administration  of  group  life 
insurance  plan;  1 per  cent  rebate  for 


collection  of  A.M. A.  dues,  etc.)  - 1,877.23 

TOTAL  $34,921.27 

Expenses: 

Office  supplies,  including  salaries,  station- 

ery,  postage,  rent,  telephone,  etc. $17,889.68 

Expenses  of  officers,  committees,  delegates, 
alternate  delegates,  and  executive  secre- 
tary   4,354.45 

Expenses  of  annual  and  interim  meetings 3,533.14 
Subscriptions  to  Rocky  Mountain  Medical 

Journal  for  members  __  1,300.00 

Memberships  in  Public  Health  League  of 

Montana  _ . _ 1,560.00 

Expenses  for  legal  counsel,  legislative 

counsel,  and  auditors  1,506.71 

Contribution  to  budget  of  Woman’s 

Auxiliary  - 1,872.50 

Taxes  321.97 

Dues  and  contributions  to  other  groups 2S5.00 

Miscellaneous  expense 457.27 

Expenditures  for  equipment  148.00 


TOTAL  33,238.72 


Excess  of  income  over  expenses . $ 1,682.55 


On  December  31,  1959,  there  was  a balance  in  the  savings 
account  of  the  Association  of  $9,318.07,  and,  in  addition,  funds 
with  a maturity  value  of  $15,000.00  were  Invested  in  govern- 
ment bonds. 

During  1959,  557  Montana  physicians  were  active  dues- 
paying  members  of  the  Association.  This  is  a slight  increase 
over  the  number  of  active  dues-paying  members  during  1958 
when  the  membership  totaled  544. 

In  conclusion,  again,  I would  like  to  thank  Russ  Hegland 
on  my  own  behalf  and  that  of  Montana  Medical  Association 
for  his  usual  hard  work,  persistence,  and  perfection. 

Executive  Committee  report 

The  Secretary-Treasurer,  William  E.  Harris, 
M.D.,  read  the  following  report  of  the  Executive 
Committee  which  was  referred  by  President  Brew- 
er to  the  Reference  Committee  on  Officers,  Meet- 
ings and  Administration  for  study: 

Since  the  annual  meeting  of  your  Association  in  Billlnss 
last  September,  the  Executive  Committee  has  met  to  discuss 
and  transact  business  of  the  Association,  ad  interim,  on  two 
occasions.  The  following  report  includes  a summary  of  the 
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business  transacted  by  the  committee  at  meet*ngs  during 
October,  1959,  and  during  January,  1960. 

Under  the  direction  of  the  Executive  Committee,  the  Execu- 
tive Office  of  your  Association  has  concluded  most  of  the 
directives  of  the  House  of  Delegates  following  its  1959  annual 
meeting. 

Perhaps  the  most  important  problem  confronting  the  pro- 
fession at  the  present  time  is  national  legislation  and  the 
threat  of  socialization  of  medicine  as  proposed  under  the 
Forand  Bill,  H.R.  4700.  Early  in  October,  1959,  the  Council  on 
Legislative  Activities  of  the  American  Medical  Association 
invited  representatives  of  each  state  medical  association  to  a 
special  meeting  in  St.  Louis.  The  purpose  of  this  meeting 
was  to  alert  all  medical  associations  to  the  dangers  of  the 
Forand  Bill  and  to  plan  and  initiate  a campaign  of  opposition 
to  the  passage  of  this  measure.  Following  this  meeting  of  the 
Council  on  Legislative  Activities  of  the  A.M.A.,  your  Executive 
Committee  met  to  plan  the  campaign  against  this  measure  in 
Montana.  A member  of  the  Executive  Committee,  during 
November  and  December,  visited  each  component  society  of 
this  Association  at  a regular  monthly  meeting,  and  discussed 
the  Forand  Bill  with  its  membership.  In  addition  to  the  dis- 
cussion of  the  Forand  Bill  at  each  of  these  meetings,  physi- 
cians were  encouraged  to  participate  actively  in  politics,  to 
become  members  of  the  political  party  of  their  choice,  to 
contribute  financially  to  their  political  party  and  to  individual 
candidates,  and  to  influence,  whenever  possible,  not  only 
party  policy,  but  also  the  selection  of  candidates  for  political 
office.  Each  component  society  of  the  Association  was  request- 
ed to  appoint  an  active  legislative  committee  to  cooperate 
with  the  Legislative  Committee  of  this  Association  and  to 
conduct  the  campaign  of  opposition  to  the  Forand  Bill  as 
suggested  and  outlined  by  the  American  Medical  Association. 
Reports  of  the  activities  of  the  legislative  committees  of  the 
various  component  societies  indicate  that  these  committees 
have  been  active  during  the  past  few  months  and  that  an 
effective  campaign  is  under  way  in  each  area. 

The  Forand  Bill  is  still,  and  will  continue  to  be,  a positive 
threat  during  the  current  session  of  Congress.  The  passage  of 
this  bill,  in  its  present  form  or  in  any  amended  form,  will 
be  the  opening  wedge  to  a compulsory  national  health  care 
program.  It  is  reported  that  proponents  of  this  measure  have 
gained  considerable  support  in  Congress  to  expand  the  Social 
Security  system  to  include  medical  and  health  care  benefits 
for  Social  Security  beneficiaries.  Some  sources  also  feport 
that  a few  southern  Democrats  and  conservative  Republicans 
are  now  leaning  toward  legislation  of  this  type.  These  reports 
have  special  significance  during  this  presidential  election  year 
because,  historically.  Congress  has  increased  and  expanded 
Social  Security  benefits  during  the  election  years.  Medicine’s 
campaign  of  opposition  to  the  Forand  Bill  must  be  intensified, 
and  the  support  of  as  many  nonmedical  groups  as  possible 
enlisted.  Each  physician  in  Montana  must  assume  the  re- 
sponsibility of  encouraging  a minimum  of  ten  nonmedical 
persons  to  write  to  their  Congressmen  in  opposition  to 
Forand-type  legislation.  Each  Montana  physician  must  also 
assume  the  responsibility  of  encouraging  other  societies,  asso- 
ciations, and  groups  of  which  he  is  a member  to  adopt  resolu- 
tions and  to  write  letters  opposing  passage  of  this  type  of 
legislation.  The  next  three  months  will  be,  without  doubt, 
critical  months. 

In  view  of  the  report  of  the  President  of  the  State  Board 
of  Medical  Examiners  at  the  last  annual  meeting,  your 
Executive  Committee,  at  each  of  its  meetings,  has  considered 
and  discussed  both  the  Medical  Practice  Act  of  Montana  and 
the  Thompson  Act.  Study  of  these  Montana  statutes,  however, 
by  your  Executive  Committee  and  by  the  legal  counsel  of  the 
Association  has  not  yet  been  completed  and  your  committee, 
therefore,  is  not,  as  yet,  prepared  to  submit  recommendations 
upon  these  statutes  to  this  House  of  Delegates. 

Your  Executive  Committee  is  of  the  opinion  that  there  is 
a positive  need  to  improve  the  relations  of  physicians  with 
those  concerned  with  the  administration  of  hospitals  as  well 
as  a need  to  acquaint  the  professional  and  administrative 
staffs  of  hospitals  of  the  responsibilities  and  duties  of  each. 
Your  Executive  Committee  recommends  to  the  House  of  Dele- 
gates that  it  authorize  and  direct  the  Hospital  Relations 
Committee  to  organize  a conference  of  hospital  staff  officers, 
administrators,  and  others  interested  in  hospitals,  and  that 
this  conference  be  held  during  the  current  year  for  the  dis- 
cussion of  these  related  mutual  problems. 

At  its  January  meeting,  the  Executive  Committee  studied 
and  reviewed  the  audit  of  the  books  of  account  of  the  Asso- 
ciation. This  report  of  the  auditor  indicated  that  the  books 
of  account  were  in  order  and  that  all  funds  received  and 
disbursed  by  the  Association  were  properly  recorded  in  its 
financial  records.  A copy  of  the  audit  of  the  books  of  account 
for  1959  is  available  through  the  Secretary  for  perusal  and 
study  of  any  member  of  this  House  of  Delegates. 

At  its  January  meeting,  the  Executive  Committee  carefully 


studied  and  reviewed  a proposed  budget,  prepared  and  sub- 
mitted by  the  Treasurer,  of  anticipated  income  and  expenses 
for  the  year  1960.  The  budget,  as  finally  approved  by  the 
Executive  Committee,  anticipates  an  income  during  the  current 
year  of  $40,800.00,  and  expenses  of  $38,448.00.  If  these  esti- 
mates of  income  and  expenses  prove  approximately  correct, 
the  operations  of  your  Association  during  1960  will  result  in 
an  estimated  surplus  of  approximately  $2,300.00.  This  surplus 
is  subject  to  a contingent  liability  of  $1,000.00,  however,  be- 
cause payment  for  compiling  and  editing  the  manuscript  of 
the  history  of  medicine  in  Montana  may  be  requested  at 
any  time. 

The  following  supplemental  report  of  the  Ex- 
ecutive Committee  was  then  read  by  Secretary 
Harris.  This  supplemental  report  was  referred  by 
President  Brewer  to  the  Reference  Committee  on 
Officers,  Meetings  and  Administration: 

Your  Executive  Committee  met  again  on  February  25  and, 
as  a result,  wishes  to  submit  a brief  supplemental  report. 

Your  Executive  Committee  has  continued  study  and  con- 
sideration of  the  Medical  Practice  Act  of  Montana.  In  addition, 
it  has  conferred  with  the  Secretary  of  the  Board,  and  corre- 
sponded and  visited  with  representatives  of  the  legal  staff 
of  the  A.M.A.  to  discuss  the  various  sections  of  this  act. 
The  Executive  Committee  recognizes  that  the  responsibility 
for  any  proposed  changes  in  the  act  rests  with  the  State 
Board  of  Medical  Examiners  and  your  Executive  Committee 
will  cooperate  with  the  board  to  whatever  extent  it  desires. 

Your  committee  would  also  like  to  report  that  it  has  voted 
to  cooperate  with  the  Montana  Taxpayers’  Association  and 
14  other  associations  to  sponsor  a conference  on  government. 
This  conference  will  be  held  in  Great  Falls  on  April  8,  and 
your  Executive  Committee  urges  physicians  throughout  the 
state  to  plan  to  attend  it.  The  conference  will  be  informative 
and  will  discuss  state  taxation  and  spending  as  well  as  the 
creation  of  a better  business  climate  for  Montana. 

Robert  H.  Leeds,  M.D.,  President,  Montana 
Physicians’  Service,  then  presented  an  excellent 
report  upon  the  activities  of  M.P.S.  during  the  past 
six  months,  and  of  its  aims  and  objectives  during 
the  coming  months.  This  report  was  referred  by 
President  Brewer  to  the  Reference  Committee  on 
Affiliated  Organizations  for  study. 

Resolutions  introduced 

Following  a call  for  new  business  by  Dr. 
Brewer,  Thomas  L.  Hawkins,  M.D.,  introduced  a 
resolution  endorsing  the  use  of  impartial  medical 
witnesses  and  pretrial  conferences  between  at- 
torneys in  litigation  concerned  with  the  practice 
of  medicine.  This  resolution  was  referred  by  Presi- 
dent Brewer  to  the  Reference  Committee  on  Legal 
Affairs  and  Professional  Relations  for  study. 

Thomas  L.  Hawkins,  M.D.,  introduced  a resolu- 
tion opposing  passage  of  the  Forand  Bill,  H.R. 
4700.  This  resolution  was  referred  by  President 
Brewer  to  the  Reference  Committee  on  Resolu- 
tions and  New  Business  for  study. 

James  A.  Shown,  M.D.,  on  behalf  of  the  Cas- 
cade County  Medical  Society,  introduced  a resolu- 
tion authorizing  the  President  of  this  Association 
to  appoint  a committee  to  investigate  the  need  for 
the  establishment  of  a poison  control  center  in 
Montana.  This  resolution  was  referred  by  Presi- 
dent Brewer  to  the  Reference  Committee  on  Scien- 
tific Work  for  study. 

On  behalf  of  the  Cascade  County  Medical  So- 
ciety, Dr.  Shown  also  introduced  a resolution  to 
encourage  component  medical  societies  of  this 
Association  to  participate  actively  and  to  cooper- 
ate with  the  various  committees  organized  to 
study  the  care  and  problems  of  the  aged,  and  to 
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encourage  each  component  medical  society  to  con- 
duct an  educational  campaign  among  the  various 
professional  groups  to  seek  a realistic  solution  to 
the  various  problems  concerned  with  the  aging 
population.  This  resolution  was  referred  by  Presi- 
dent Brewer  to  the  Reference  Committee  on  Reso- 
lutions and  New  Business  for  study. 

Alfred  M.  Fulton,  M.D.,  on  behalf  of  the  Mon- 
tana Society  for  Internal  Medicine,  introduced  a 
report  proposing  that  the  Average  Fee  Schedule 
of  this  Association  be  amended  and  revised  to 
include  additional  procedures  characteristic  of  the 
practice  of  internal  medicine.  This  report  was 
referred  by  President  Brewer  to  the  Reference 
Committee  on  Legal  Affairs  and  Professional  Re- 
lations for  study. 

Morris  A.  Gold,  M.D.,  read  a lengthy  communi- 
cation that  had  been  forwarded  to  him  as  Chair- 
man of  the  Interprofessional  Relations  Committee 
of  this  Association  by  John  G.  Stajcar,  President 
of  Silver  Bow  County  Pharmaceutical  Society. 
This  communication  was  referred  by  President 
Brewer  to  the  Reference  Committee  on  Affiliated 
Organizations  for  study. 

President  Brewer  announced  that  the  reports 
of  the  various  standing  and  special  committees 
and  of  the  several  representatives  of  this  Associa- 
tion to  other  groups  included  in  the  file  of  each 
delegate  would  be  considered  as  business  properly 
introduced  to  the  House  of  Delegates  for  consider- 
ation, and  that  these  reports  were  hereby  referred 
to  the  reference  committee  indicated  in  each 
report  for  study.  President  Brewer  then  called 
for  the  introduction  of  additional  resolutions  and 
new  business.  No  additional  resolutions  or  new 
business,  however,  were  presented  for  considera- 
tion. 

President  Brewer  then  announced  the  various 
scheduled  meetings  of  the  several  reference  com- 
mittees of  this  Association  and  urged  all  members 
to  attend  those  in  which  they  were  particularly 
interested  to  present  their  views. 

The  first  session  of  the  House  of  Delegates 
recessed  at  9:45  a.m. 


SECOND  SESSION 
February  27,  1960 

The  second  session  of  the  13th  Interim  Session 
of  the  House  of  Delegates  of  the  Montana  Medical 
Association  was  called  to  order  by  Leonard  W. 
Brewer,  M.D.,  President,  at  9:00  a.m.  in  the  West- 
ern Life  Insurance  Company  Building,  Helena. 

Following  the  roll  call,  William  E.  Harris,  M.D., 
Secretary,  announced  that  a quorum  was  present. 

Upon  motion  regularly  seconded  and  carried, 
the  following  members  of  this  Association  were 
seated  as  delegates  to  represent  the  component 
society  indicated:  Robert  W.  Thometz,  M.D.,  Silver 
Bow  County  Medical  Society;  Henry  D.  Rossiter, 
M.D.,  Silver  Bow  County  Medical  Society;  Richard 
J.  Best,  M.D.,  Silver  Bow  County  Medical  Society; 
Raymond  E.  Smalley,  M.D.,  Yellowstone  Valley 


Medical  Society;  Herbert  T.  Caraway,  M.D.,  Yel- 
lowstone Valley  Medical  Society;  Clarence  H. 
Swanson,  Jr.,  M.D.,  Yellowstone  Valley  Medical 
Society;  Wyman  J.  Roberts,  M.D.,  Cascade  County 
Medical  Society. 

President  Brewer  called  for  additional  new 
business  but  none  was  presented. 

The  following  report  was  presented  by  Joseph 
S.  Pennepacker,  M.D.,  Chairman  of  the  Reference 
Committee  on  Officers,  Meetings  and  Administra- 
tion: 

Your  Reference  Committee  on  Officers,  Meetings  and  Ad- 
ministration met  on  February  26  to  review  and  consider  the 
several  reports  referred  to  it  for  study.  It  submits  the  follow- 
ing comments  and  recommendations  upon  these  reports: 

Report  of  the  Delegate  to  the  A.M.A.:  The  members  of  this 
reference  committee  reviewed  with  interest  the  report  of 
Paul  J.  Cans,  M.D.,  the  Delegate  of  this  Association  to  the 
American  Medical  Association.  It  believes  that  your  Associa- 
tion was  ably  represented  at  the  Clinical  Meeting  of  the 
American  Medical  Association  in  Dallas  and  wishes  to  com- 
mend Dr.  Cans  for  his  excellent  report  upon  the  meetings  of 
the  House  of  Delegates  of  the  A.M. A.  Inasmuch  as  the  report 
of  the  Delegate  is  informative  and  does  not  contain  any 
recommendations,  your  reference  committee  is  of  the  opinion 
that  no  action  upon  it  is  necessary. 

Dr.  Pennepacker  moved  the  adoption  of  this 
portion  of  the  report  of  the  reference  committee. 
This  motion  was  seconded  and  carried. 

Report  of  the  Secretary-Treasurer:  Your  reference  com- 
mittee is  very  pleased  to  note  that  the  financial  statement 
included  in  the  report  of  the  Secretary-Treasurer  indicates  a 
small  excess  of  income  over  expenses  for  the  year  1959.  Your 
committee  would  like  to  take  this  opportunity  to  commend 
Dr.  Harris  for  his  conduct  of  the  office  of  Secretary-Treasurer 
and  to  express  its  appreciation  to  the  Executive  Secretary 
who  has  cooperated  closely  with  Dr.  Harris.  Inasmuch  as  the 
report  of  the  Secretary-Treasurer  is  informative  only,  your 
reference  committee  is  of  the  opinion  that  no  action  upon 
it  is  necessary. 

Dr.  Pennepacker  moved  the  adoption  of  this 
portion  of  the  report  of  the  reference  committee. 
This  motion  was  seconded  and  carried. 

Report  of  the  Executive  Committee:  Your  reference  com- 
mittee has  studied  with  especial  care  the  report  of  the 
Executive  Committee  and  urges  that  it  be  read  and  studied 
by  every  member  of  this  Association.  First,  the  section  of  the 
report  of  the  Executive  Committee  commenting  upon  the 
Forand  Bill,  H.R.  4700,  and  Forand-type  legislation  emphasizes 
the  critical  necessity  of  informing  as  many  citizens  as  possible 
about  the  dangers  of  this  legislation  and  of  urging  them 
actively  to  oppose  its  passage.  The  comments  of  the  Executive 
Committee  upon  this  proposed  legislation  are  primarily  for 
the  information  of  the  House  of  Delegates  but  your  reference 
committee  commends  the  sentiments  expressed  by  the  Execu- 
tive Committee  and  urges  that  every  member  of  this  House 
review  this  portion  of  the  report  with  special  care. 

Dr.  Pennepacker  moved  the  adoption  of  this 
portion  of  the  report  of  the  reference  committee. 
This  motion  was  seconded  and  carried. 

In  its  report  to  this  House,  the  Executive  Committee 
recommended  that  this  House  of  Delegates  authorize  the 
Hospital  Relations  Committee  of  this  Association  to  organize, 
sponsor,  and  hold,  during  1960,  a conference  of  hospital  staff 
officers,  trustees,  administrators  and  others  interested  in  hos- 
pitals for  the  consideration  of  mutual  problems.  Relationships 
between  individuals  concerned  with  the  operation  of  hospitals 
and  physicians,  as  well  as  the  relations  between  their  respec- 
tive organizations  in  Montana,  have  not  always  been  as  friendly 
and  cooperative  as  may  be  desirable.  Your  reference  com- 
mittee heartily  concurs  with  this  recommendation  of  the 
Executive  Committee  and  recommends  its  approval  by  this 
House  of  Delegates. 

Dr.  Pennepacker  moved  the  adoption  of  this 
portion  of  the  report  of  the  reference  committee. 
This  motion  was  seconded  and  carried. 

Your  reference  committee  received  testimony  from  several 
of  the  officers  of  this  Association  about  the  comments  of 
the  Executive  Committee  in  its  supplemental  report.  In  brief. 
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the  Executive  Committee  reports  that  the  Medical  Practice 
Act  of  Montana  is  currently  being  studied  and  the  necessity 
for  its  revision  is  being  considered  as  the  result  of  the  action 
of  the  House  of  Delegates  of  the  American  Medical  Association 
under  which  the  Council  on  Medical  Education  and  Hospitals 
no  longer  approves  foreign  medical  schools.  Your  reference 
committee  approves  of  the  opinion  expressed  by  the  Executive 
Committee  and  believes  that,  since  the  members  of  the  State 
Board  of  Medical  Examiners  will  be  entrusted  with  the 
enforcement  cf  the  Medical  Practice  Act  of  Montana,  they 
should  be  the  individuals  responsible  for  initiating  and  out- 
lining any  proposed  changes  in  the  Act.  Your  reference 
committee  endorses  the  statements  of  the  Executive  Com- 
mittee and  encourages  the  Executive  Committee  to  continue 
its  close  cooperation  with  the  members  of  the  State  Board 
of  Medical  Examiners  in  this  endeavor. 

Dr.  Pennepacker  moved  the  adoption  of  this 
portion  of  the  report  of  the  reference  committee. 
This  motion  was  seconded  and  carried. 

Your  reference  committee  approves  the  proposal  of  the 
Executive  Committee  that  this  Association  cooperate  with 
the  Montana  Taxpayers’  Association  and  14  other  associations 
in  the  sponsorship  of  a conference  on  government  to  be  held 
in  Great  Falls  on  April  8.  It  would  like  to  take  this  oppor- 
tunity to  urge  that  Montana  physicians  plan  to  attend  this 
important  conference  which  will  consider  state  taxation  and 
expenditures.  Your  reference  committee  recommends  that  this 
House  of  Delegates  approve  the  participation  of  the  Associa- 
tion in  this  conference. 

Dr.  Pennepacker  moved  the  adoption  of  this 
portion  of  the  report  of  the  reference  committee. 
This  motion  was  seconded  and  carried. 

The  remaining  sections  of  the  report  of  the  Executive 
Committee  are  not  controversial  and  have  been  submitted 
basically  for  the  information  of  the  House  of  Delegates.  Your 
reference  committee  is  of  the  opinion  that  further  action 
upon  this  report  is  not  necessary,  but  it  would  like  to  express 
the  appreciation  of  the  membership  to  the  Executive  Com- 
mittee for  its  earnest  endeavors  and  devotion  to  the  activities 
of  the  Association,  for  it  is  the  members  of  the  Executive 
Committee  who  directly  keep  the  Association  functioning 
properly  and  smoothly. 

Dr.  Pennepacker  moved  the  adoption  of  this 
portion  of  the  report  of  the  reference  committee. 
This  motion  was  seconded  and  carried.  He  then 
moved  the  adoption  of  the  report  of  the  Reference 
Committee  on  Officers,  Meetings  and  Administra- 
tion as  a whole.  This  motion  was  seconded  and 
carried. 

The  following  report  was  presented  by  Wyman 
J.  Roberts,  M.D.,  Chairman  of  the  Reference  Com- 
mittee on  Legislation  and  Public  Relations: 

Only  two  reports  of  standing  committees  were  referred 
to  this  reference  committee  for  study. 

Report  of  the  Rural  Health  Committee:  The  Rural  Health 
Committee  indicates  in  its  report  that  it  has  completed  a 
preliminary  draft  of  the  booklet  outlining  certain  facts  upon 
health  insurance  for  the  information  of  Montana  citizens  who 
plan  to  purchase  medical  and  hospital  insurance  coverage. 
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Since  this  booklet  has  not,  as  yet,  been  approved  by  the 
members  of  the  Committee  on  Rural  Health,  it  is  not  avail- 
able for  distribution  to  the  members  of  this  House  of  Dele- 
gates and  specific  comment  upon  the  booklet,  therefore, 
cannot  be  submitted  to  the  members  of  this  House  at  this 
meeting. 

Dr.  Roberts  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Legislative  Committee;  The  Legislative 
Committee,  in  its  report,  recommends  that  each  of  the  com- 
ponent medical  societies  of  this  Association  appoint  an  active 
and  interested  committee  on  legislation  and  that  this  com- 
mittee plan  to  organize  a speakers  bureau  which  will  be 
prepared  to  address  various  groups,  such  as  service  clubs, 
women’s  groups,  etc.,  upon  legislation  of  interest  to  the 
medical  profession  and  the  citizens  of  Montana.  The  Legisla- 
tive Committee  also  recommends  that  these  committees,  as 
well  as  every  individual  member  of  this  Association,  encourage 
all  organized  groups  to  adopt  resolutions  of  opposition  to  the 
passage  of  the  Forand  Bill  and  that  these  committees  also 
encourage  their  friends  to  address  letters  to  the  Montana 
Congressmen  and  to  Representative  Wilbur  D.  Mills,  Chairman 
of  the  Ways  and  Means  Committee  of  the  U.  S.  House  of 
Representatives,  opposing  the  passage  of  this  legislation. 
Your  reference  committee  heartily  endorses  these  recommenda- 
tions of  the  Legislation  Committee  and  recommends  their 
approval  by  this  House  of  Delegates. 

Dr.  Roberts  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried.  He  then  moved 
the  adoption  of  the  report  of  the  Reference  Com- 
mittee on  Legislation  and  Public  Relations  as  a 
whole.  This  motion  was  seconded  and  carried. 

The  following  report  was  presented  by  Richard 
J.  Best,  M.D.,  on  behalf  of  Henry  D.  Rossiter,  M.D., 
Chairman  of  the  Reference  Committee  on  Legal 
Affairs  and  Professional  Relations: 

Your  Reference  Committee  on  Legal  Affairs  and  Profes- 
sional Relations  studied  and  reviewed  reports  from  the  fol- 
lowing committees  of  this  Association: 

Report  of  the  Committee  on  Necrology  and  History  of 
Medicine;  The  Committee  on  Necrology  and  History  of  Medi- 
cine reported  the  deaths  of  the  following  Montana  physicians 
since  the  last  meeting  of  this  Association:  Edwin  Myron 
Adams,  M.D.,  Red  Lodge,  December  4,  1959;  John  Kennedy 
Colman,  M.D.,  Butte,  December  19,  1959;  Maude  Marguerite 
Gerdes,  M.D.,  Miles  City,  December  27,  1959;  Drura  R. 

Claiborn,  M.D.,  Big  Timber,  December  30,  1959.  Montana  physi- 
cians extend  to  the  family  of  each  of  these  physicians  their 
sincere  sympathy  and  condolences.  It  is  appropriate  at  this 
time  that  the  respect  of  each  member  of  the  medical  profession 
be  recorded  in  the  minutes  of  the  meeting  of  this  House  of 
Delegates  in  recognition  of  these  physicians  who  have  served 
the  people  of  Montana  in  their  profession  with  such  distinc- 
tion. (The  members  of  the  House  of  Delegates  rose  and 
paused  in  silence  in  memory  of  these  physicians.) 

Your  reference  committee  notes  with  interest  that  the 
Committee  on  Necrology  and  History  of  Medicine  is  proceed- 
ing with  the  preparation  of  the  manuscript,  “Medicine  in 
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Trancopal  is  also  an  effective  agent  for  patients  in  anxiety  and  tension  states.  Accord- 
ing to  recent  clinical  reports, it  calms  the  patients  but  allows  them  to  continue  their 
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the  Making  of  Montana,”  and  anticipates  that  the  text  of 
this  volume  will  soon  be  completed  and  ready  to  submit  to 
publishers  for  bid. 

Dr.  Best  moved  the  adoption  of  this  portion  of 
the  report  of  the  reference  committee.  This  motion 
was  seconded  and  carried. 

Report  of  the  Economic  Committee:  In  its  report,  the 
Economic  Committee  commented  upon  its  study  to  determine 
whether  or  not  a welfare  plan  for  indigent  physicians  and 
their  dependents  should  be  established  by  this  Association. 
It  also  reported  that  its  study  of  the  advisability  of  establish- 
ing a pension  fund  for  physicians  will  be  continued  and  that 
a report  upon  this  subject  will  probably  be  presented  at  the 
next  annual  meeting.  Study  of  the  Average  Fee  Schedule  of 
this  Association  will  be  continued  by  the  Economic  Committee 
during  the  next  few  months  and  its  recommendations  for 
revision  of  the  schedule,  it  is  anticipated,  will  be  presented 
to  the  House  of  Delegates  at  the  82nd  Annual  Meeting.  Your 
reference  committee  considered  the  proposal  submitted  by  the 
Montana  Chapter  of  the  Western  Orthopedic  Association 
recommending  that  the  Average  Fee  Schedule  of  this  Associa- 
tion be  adopted  for  all  professional  work,  including  that  per- 
formed by  social,  public  and  other  official  agencies.  This 
principle  is  endorsed  wholeheartedly  by  the  Economic  Com- 
mittee and  it  is  prepared  to  work  toward  this  desirable  goal 
in  every  way  possible.  It  is  the  opinion  of  your  reference 
committee  that  one  of  the  basic  reasons  for  the  adoption  of 
the  Average  Fee  Schedule  was  that  it  may  be  used  as  the 
basis  of  negotiations  in  all  agreements  with  public  and  private 
agencies  for  the  provision  of  medical  or  surgical  services. 
Inasmuch  as  this  principle  has  already  been  endorsed  by  this 
House  of  Delegates,  it  is  the  opinion  of  your  reference  com- 
mittee that  no  further  action  is  necessary  upon  the  recom- 
mendation of  the  Economic  Committee  and,  therefore,  this 
reference  committee  suggests  that  the  report  of  the  Economic 
Committee  be  placed  on  file. 

Dr.  Best  moved  the  adoption  of  this  portion  of 
the  report  of  the  reference  committee.  This  motion 
was  seconded  and  carried. 

Your  reference  committee  has  reviewed  the  report  pre- 
sented by  Alfred  M.  Fulton,  M.D.,  on  behalf  of  the  Montana 
Society  of  Internal  Medicine  and  is  of  the  opinion  that  a 
section  on  internal  medicine  may  appropriately  be  incorpo- 
rated as  a special  division  of  the  Average  Fee  Schedule  of 
this  Association.  Your  reference  committee  recommends  that 
this  House  of  Delegates  request  the  Economic  Committee  to 
incorporate  this  division  on  internal  medicine  when  it  pre- 
sents its  proposals  for  other  changes  in  the  schedule  at  the 
annual  meeting. 

It  was  moved  by  Dr.  Best  and  seconded  that 
this  portion  of  the  report  of  the  reference  commit- 
tee be  adopted.  Several  delegates,  however,  re- 
quested that  the  intent  of  the  reference  committee 
upon  its  recommendation  to  incorporate  a division 
on  internal  medicine  in  the  Average  Fee  Schedule 
be  clarified.  Following  some  discussion  of  this 
portion  of  the  report  of  the  reference  committee, 
it  was  agreed  that  its  recommendation  should-  not 
be  interpreted  as  a directive  to  the  Economic  Com- 
mittee, but  as  a request  that  that  committee  con- 
sider the  proposal  presented  by  Dr.  Fulton  during 
its  study  of  all  other  sections  of  the  fee  schedule, 
which  study  it  proposes  to  complete  within  the 
next  few  months.  With  this  understanding,  the 
motion  by  Dr.  Best  was  carried. 

Report  of  the  Legal  Affairs  Committee:  The  Legal  Affairs 
Committee  reported  that  at  the  present  time  there  are  no 
pending  professional  liability  suits  of  an  imminent  or  alarm- 
ing nature.  This  committee,  however,  suggests  that  the  entire 
membership  of  this  Association  again  review  the  booklet 
entitled  “Liability”  and,  further,  that  each  member  of  the 
Association  accept  the  duty  and  responsibility  of  reporting 
to  the  Legal  Affairs  Committee  any  threatened  or  imminent 
professional  liability  action  against  any  member  of  the  Asso- 
ciation, or  any  violation  of  the  published  rules  of  the  Legal 
Affairs  Committee.  In  its  report,  this  committee  announced 
that  both  the  Aetna  Casualty  and  Surety  Company  and  the 


U.  S.  Fidelity  and  Guaranty  Company  have  appreciably  re- 
duced premiums  for  professional  liability  insurance.  This 
welcome  information  upon  the  reduction  of  professional  lia- 
bility premiums  is  attributed  in  part  to  the  efforts  of  the 
Legal  Affairs  Committee  and  in  part  to  other  diligent  com- 
mittees of  this  Association,  such  as  the  Mediation  Committee. 
Inasmuch  as  the  report  of  the  Legal  Affairs  Committee  is  pri- 
marily informative,  your  reference  committee  is  of  the  opinion 
that  no  action  upon  it  is  necessary. 

Dr.  Best  moved  the  adoption  of  this  portion  of 
the  report  of  the  reference  committee.  This  motion 
was  seconded  and  carried. 

Action  on  resolutions 

The  following  resolution  was  introduced  on  the 
floor  of  this  House  of  Delegates  at  its  first  session 
by  Thomas  L.  Hawkins,  M.D.,  on  behalf  of  the 
Lewis  and  Clark  Medical  Society: 

WHEREAS,  Practicing  members  of  the  Montana  Medical 
Association  have  been  embarrassed  when  they  appear  in 
court  on  litigation  in  personal  injury  suits;  and 

WHEREAS,  Doctors  of  medicine  attempt  in  all  cases  to 
present  to  the  court  the  full  findings  made  in  an  examina- 
tion of  the  patient  and  only  wish  to  present  what,  in  their 
professional  opinion,  are  the  facts  in  the  case;  and 

WHEREAS,  The  doctor,  when  appearing  for  or  against 
the  litigant,  finds  himself  in  a state  of  advocacy;  and 

WHEREAS,  He  is  constantly  disturbed  by  the  counsel 
on  the  opposing  side  and  attempt  is  made  to  destroy  his 
testimony;  and 

WHEREAS,  The  Montana  Medical  Association  is  in  full 
accord"  with  the  court  system  of  advocacy,  yet  there  is  a 
very  disturbing  conflict  between  the  findings  presented  by 
the  doctor  on  either  side  and  the  system  of  advocacy  which 
is  practiced  by  the  attorney;  and 

WHEREAS,  There  appears  to  be  a relief  from  this  situa- 
tion for  the  doctor  of  medicine  through  the  use  of  im- 
partial medical  witnesses  and  pretrial  conferences  of  the 
court;  therefore,  be  it 
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RESOLVED,  That  the  Montana  Medical  Association 
endorses  the  proceedings  of  impartial  medical  witnesses 
and  pretrial  conferences  in  litigation  involving  doctors 
of  medicine  and  realizes  fully  that  the  implementing  of 
these  proceedings  must  be  made  by  the  courts  and  the 
Montana  Bar  Association;  the  Montana  Medical  Association 
wishes  to  inform  the  courts  and  the  Montana  Bar  Associa- 
tion of  its  wish  to  cooperate  in  every  manner  with  inaugu- 
rating of  these  proceedings. 

Your  reference  committee  is  of  the  opinion  that  action 
upon  the  above  resolution  is  unnecessary  at  this  time  since 
this  House  of  Delegtaes,  during  its  12th  Interim  Session,  voted 
to  authorize  the  Legal  Affairs  Committee  to  draft  the  neces- 
sary legislation  to  provide  impartial  medical  witnesses  and 
pretrial  conferences  in  all  litigation  involving  physicians. 
Your  reference  committee,  however,  believes  that  it  is  ap- 
propriate for  this  House  to  reaffirm  its  previous  action  and 
so  recommends  to  this  House. 

Dr.  Best  moved  the  adoption  of  this  portion  of 
the  report  of  the  reference  committee.  This  motion 
was  seconded  and  carried.  He  then  moved  the 
adoption  of  the  report  of  the  Reference  Committee 
on  Legal  Affairs  and  Professional  Relations  as  a 
whole.  This  motion  was  seconded  and  carried. 

The  following  report  was  presented  by  George 
M.  Donich,  M.D.,  Chairman  of  the  Reference  Com- 
mittee on  Resolutions  and  New  Business: 

The  Reference  Committee  on  Resolutions  and  New  Business 
reviewed  with  interest  the  several  resolutions  submitted  to 
it  for  consideration.  The  following  resolution  was  presented 
on  the  floor  of  this  House  of  Delegates  at  its  first  session  on 
behalf  of  the  Cascade  County  Medical  Society: 

WHEREAS,  The  physicians  of  Cascade  County  are 
unanimously  opposed  to  any  form  of  government  control 
over  the  private  practice  of  medicine,  and  are  fully  con- 
vinced that  the  Forand  Bill,  or  any  other  similar  type  of 
federal  legislation,  is  financially  unsound,  unrealistic,  and 
premature  for  the  following  reasons: 

(1)  The  care  of  the  needy  and  aged  can  be  more 
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realistically  and  satisfactorily  handled  on  a local  level; 

(2)  It  will  destroy  and  nullify  gains  which  are  being 
made  in  the  field  of  private  health  insurance  programs; 

(31  The  cost  added  to  the  already  burdensome  welfare 
program  will  be  staggering  and  may  be  almost  prohibitive: 

(4)  It  will  hinder  medical  research  and  destroy  indi- 
vidual initiative  and  incentive; 

(5)  The  Forand  Bill  and  similar  legislation  will  force  a 
type  of  government-controlled  medicine  on  a large  number 
of  people  who  are  not  in  need  of  it,  do  not  desire  it,  and 
should  not  be  forced  to  pay  for  it;  therefore,  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Mon- 
tana Medical  Association  encourage  its  component  medical 
societies  to  participate  more  freely  in  the  various  commit- 
tees which  have  been  organized  by  the  Montana  Medical 
Association  for  the  study  of  the  care  and  problems  of  the 
aged;  and  be  it 

RESOLVED  further.  That  this  House  of  Delegates  re- 
quest each  component  medical  society  to  conduct  an  edu- 
cational campaign  among  the  allied  professions  of  den- 
tistry, pharmacy,  nursing,  and  law,  and  among  business 
and  trade  groups,  by  calling  together  the  leaders  in  these 
organizations  for  the  purpose  of  developing  a realistic 
answer  to  federal  medical  legislation. 

Your  reference  committee  recommends  the  adoption  of  this 
resolution  by  this  House  of  Delegates. 

Dr.  Donich  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

The  following  resolution  expressing  the  opposition  of  the 
members  of  this  Association  to  the  Forand  Bill,  H.R.  4700, 
and  to  Forand-type  legislation,  was  also  presented  on  the 
floor  of  this  House  of  Delegates  at  its  first  session: 

WHEREAS,  There  is  now  in  the  Ways  and  Means  Com- 
mittee of  the  House  of  Representatives,  H.R.  4700,  com- 
monly called  the  Forand  Bill,  an  amendment  to  the  Social 
Security  Act.  to  provide  hospital  and  nursing  home  and 
surgical  care  to  retired  indivduals  on  Social  Security  bene- 
fits; and 

WHEREAS,  This  innocuous  appearing  amendment  is  in 
reality  the  missile  head  of  the  complete  socialization  of 
medicine  for  all  persons  in  the  United  States;  and 

WHEREAS,  The  coverage  of  12  to  15  million  retired 
individuals  by  taxes  not  contributed  by  them,  but  paid 
by  present  and  future  wage  earners,  is  in  no  way  fair, 
honorable,  or  honest  to  present  contributors,  and  is  initi- 
ated without  their  consent;  and 

WHEREAS,  There  is  no  information  that  retired  indi- 
viduals wish  to  accept  the  charity  of  present  and  future 
wage  earners  but  contrarily  there  are  thousands  of  retired 
Social  Security  recipients  who  reject  being  unable  to  make 
their  choice  of  medical  and  hospital  management;  and 

WHEREAS,  The  enactment  of  laws  regulating  the  lives 
of  large  segments  of  citizens,  without  their  consent,  contra- 
venes all  of  the  Articles  of  the  Constitution  and  the  Bill 
of  Rights,  and  expressly  denies  the  rights  of  the  minority; 
and 

WHEREAS,  By  no  stretch  of  the  imagination  can  such 
legislation  be  considered  to  be  for  the  benefit  of  the  Public 
Welfare,  since  the  very  tenets  of  this  legislation  are  based 
on  confiscation  of  individual  funds;  and 

WHEREAS,  The  enactment  of  a law  by  Congress  does 
not  convert  wrong  into  right;  and 

WHEREAS,  The  enactment  of  this  amendment  is  tainted 
with  partisan  political  flavor  devised  in  a political  election 
year  and  used  as  a vehicle  to  manipulate  the  savings  of 
the  present  wage  earner  for  the  interest  of  the  political 
power  of  the  party;  and 

WHEREAS,  Since  the  defeat  of  the  Wagner-Murray- 
Dingell  Bill,  over  130  million  individuals  have  voluntarily 
chosen  to  insure  themselves  against  sickness  costs,  during 
which  period  the  American  public  has  enjoyed  the  lowest 
death  rate  and  the  longest  extension  of  life  known  in 
history;  and 

WHEREAS,  The  greatest  contribution  to  human  welfare 
has  been  made  by  advances  in  medicine  under  the  present 
system  of  free  choice  of  physician,  hospital,  and  medical 
care;  and 

WHEREAS,  The  success  of  the  present  system  is  suffi- 
cient evidence  that  it  will  continue  to  progress  in  the 
care  of  all  segments  of  the  population  and  that  the  death 
rate  will  continue  to  fall,  the  incidence  of  illness  will 
decrease,  and  there  will  be  continued  increased  healthful 
longevity;  and 

WHEREAS,  There  is  overwhelming  proof  of  the  deca- 
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dence  of  medicine  in  socialized  states  in  contrast  to  the 
American  system;  therefore,  be  it 

RESOLVED,  That  Montana  Medical  Association  express 
its  unalterable  opposition  to  the  Forand  B 11,  the  Kennedy 
Bill,  or  any  other  bill  which  would  bind  the  hands,  regu- 
late the  minds,  and  destroy  the  initiative  and  the  enthusi- 
asm of  the  practitioner  of  medicine  to  do  his  utmost  in 
the  care  of  his  patient;  and  be  it 

RESOLVED  further.  That  a benevolent  Creator  will  so 
guide  the  Congress  of  the  United  States  that  it  will  not 
destroy  a system  of  medical  practice  so  eminently  success- 
ful and  with  such  a brilliant  future  and,  above  all,  that 
Congress  will  keep  its  faith  with  the  people,  preserve  and 
protect  their  rights,  and  continue  to  honorably  represent 
the  people  first  and  always,  and  incidentally  be  politically 
partisan. 

Your  reference  committee  heartily  concurs  with  the  prin- 
ciples expressed  in  this  resolution  and  recommends  its  adop- 
tion by  this  House  of  Delegates. 

Dr.  Donich  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried  unanimously. 

Following  adoption  of  this  resolution,  it  was 
regularly  moved,  seconded  and  carried  that  the 
Secretary  be  instructed  to  forward  a copy  of  the 
resolution  to  the  members  of  Congress  from  Mon- 
tana and  to  Honorable  Wilbur  D.  Mills,  Chairman 
of  the  Ways  and  Means  Committee  of  the  U.  S. 
House  of  Representatives. 

Your  reference  committee  also  recommends  that  this  House 
of  Delegates  instruct  the  Secretary  to  write  appropriate  letters 
of  appreciation  to  all  of  the  individuals  and  organizations  that 
contributed  to  the  success  of  this  13th  Interim  Session. 

Dr.  Donich  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This  mo- 
tion was  seconded  and  carried.  He  then  moved  the 
adoption  of  the  report  of  the  Reference  Committee 
on  Resolutions  and  New  Business  as  a whole.  This 
motion  was  seconded  and  carried. 

The  following  report  was  presented  by  John  R. 
Burgess,  M.D.,  Chairman  of  the  Reference  Com- 
mittee on  Affiliated  Organizations: 

Your  Reference  Committee  on  Affiliated  Organizations 
carefully  considered  the  various  reports  submitted  to  it.  It 
should  be  noted  that  all  of  these  reports  have  been  submitted 
by  representatives  of  this  Association  to  various  voluntar.v 
health  groups  and  that  these  reports  are  not,  therefore,  reports 
of  standing  committees  of  this  Association,  per  se.  All  of 
these  groups  are  lay  groups  and  our  representatives  are 
merely  reporting  on  their  activities.  The  following  organiza- 
tions have  not  scheduled  meetings  since  the  last  session  of 
this  House  of  Delegates  and,  hence,  no  report  of  their  activities 
is  forthcoming:  Montana  Committee  for  the  Employment  of 
the  Physically  Handicapped;  American  Medical  Education 
Foundation;  Advisory  Committee  on  Narcotic  and  Alcohol 
Education;  State  Board  of  Medical  Examiners;  Committee  of 
the  Health  Insurance  Council;  Managing  Editor  of  the  Rocky 
Mountain  Medical  Journal. 

Public  Health  League 

The  report  of  the  activities  of  the  Public  Health  League 
of  Montana  was  submitted  by  Everett  H.  Lindstrom,  M.D., 
who  is  currently  serving  as  President  of  this  organization.  He 
reports  that  aggressive  action  has  been  taken  by  the  League 
in  opposition  to  passage  of  the  Forand  Bill,  and  that  during 
1959,  no  legislation  was  enacted  by  the  Legislative  Assembly 
that  was  detrimental  to  the  high  standards  of  medical  practice 
and  medical  care.  Dr.  Lindstrom,  in  his  report,  also  announced 
the  resignation  of  Mr.  Duane  W.  Bowler  as  manager  of  the 
Public  Health  League.  Mr.  Bowler,  at  the  time  of  his  resigna- 
tion, proposed  that  the  official  publication  of  the  League, 
“Montana  Health,”  be  mailed  to  each  of  the  beneficiary 
members  of  Blue  Shield.  Our  representative  to  the  League, 
Dr.  Lindstrom,  reports  that  this  suggestion  is  worthy  of 
serious  consideration  by  this  House  of  Delegates.  Your  refer- 
ence committee  is  of  the  opinion  that  the  Public  Health  League 
of  Montana  should  be  congratulated  for  its  vigilance  and  active 
role  in  upholding  the  high  standards  of  medical  care  and 
practice  in  Montana. 


Dr.  Burgess  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  During 
the  discussion  of  this  report  of  the  reference  com- 
mittee, President  Brewer  commended  Mr.  Bowler 
for  his  efficient  management  of  the  Public  Health 
League  of  Montana  and  suggested  that  the  House 
of  Delegates  discuss  the  activities  of  the  League, 
as  well  as  the  value  of  its  aims  and  objectives  to 
the  medical  profession.  Several  members  of  the 
House  of  Delegates  expressed  such  opinions,  but 
no  action  was  taken.  It  was  also  pointed  out  during 
the  discussion  of  this  portion  of  the  report  of  the 
reference  committee  that  the  suggestion  concern- 
ing subscriptions  to  “Montana  Health”  by  Blue 
Shield  beneficiary  members  should  be  considered 
merely  as  a request  that  the  Board  of  Trustees  of 
Montana  Physicians’  Service  consider  such  a group 
subscription  since  this  House  of  Delegates  does  not 
have  the  authority  to  act  upon  this  proposal.  Fol- 
lowing this  discussion,  the  original  motion  by  Dr. 
Burgess  was  voted  upon  and  carried. 

Walter  G.  Tanglin,  M.D.,  representative  of  this  Association 
to  the  Montana  Health  Planning  Council,  reported  that  several 
excellent  addresses  had  been  presented  by  Montana  physicians 
at  the  several  recent  meetings  of  the  Council.  He  also  ex- 
pressed the  opinion  that  the  valuable  Information  included 
in  these  addresses  does  not  receive  as  wide  a distribution  as 
it  should  and  that,  therefore,  these  addresses,  or  at  least 
portions  of  them,  should  be  published  in  the  Bulletin  of  this 
Association.  The  Executive  Secretary  has  advised  your  refer- 
ence committee  that  excerpts  from  these  addresses  may  ap- 
propriately be  published  in  the  Bulletin  and  that  their  publi- 
cation is  already  planned.  Your  reference  committee  wishes 
to  commend  the  Montana  Health  Planning  Council  upon  its 
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achievements,  as  well  as  Dr.  Tanglin  for  the  very  fine  report 
that  he  has  submitted  to  this  House  of  Delegates. 

Dr.  Burgess  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

The  report  of  the  President  of  Montana  Physicians’  Service, 
Robert  H.  Leeds,  M.D.,  was  read  to  this  House  during  its  first 
session.  Dr.  Leeds,  in  his  report,  again  emphasized  the  im- 
portance of  the  role  of  Montana  Physicians’  Service  in  pro- 
viding medical  and  hospital  insurance  coverage  to  citizens 
65  years  of  age  and  older  at  a cost  which  may  be  afforded 
by  this  segment  of  our  society.  This  health  protection  plan 
is  the  strongest  weapon  of  the  medical  profession  in  combating 
federal  aid  to  our  aging  population.  With  consideration  of  the 
Forand  Bill  Imminent,  the  wholehearted  support  of  the  med- 
ical profession  for  the  Blue  plans  is  of  vast  importance  and 
will,  without  doubt,  contribute  much  to  the  defeat  of  the 
legislation  of  this  type.  Dr.  Leeds  also  reported  upon  the 
increase  in  the  beneficiary  membership  of  Blue  Shield  and 
upon  its  success  in  the  conversion  of  group  memberships 
which  have  resulted  in  an  increase  in  the  amounts  paid  to 
physicians  for  medical  and  surgical  services  to  beneficiary 
members.  He  also  pointed  out  that  the  series  “65”  coverage 
will  continue  under  the  old  contracts  of  Montana  Physicians’ 
Service  and  payments  for  medical  and  surgical  services  will  be 
continued  under  the  previous  schedule  of  benefits.  Financially, 
Montana  Physicians’  Service  has  had  another  successful  year 
and,  with  Its  continued  growth  and  acceptance,  this  reference 
committee  is  of  the  opinion  that  its  officers  and  staff  should 
be  heartily  congratulated  for  their  services,  both  to  benefi- 
ciary and  professional  members. 

After  reviewing  the  lengthy  correspondence  from  the  Silver 
Bow  Pharmaceutical  Association  which  was  read  on  the  floor 
of  this  House  of  Delegates  by  Morris  A.  Gold,  M.D.,  and  after 
hearing  the  testimony  and  explanations  of  officers  and  mem- 
bers of  the  Board  of  Trustees  of  Montana  Physicians’  Service 
and  other  interested  parties,  it  is  the  opinion  of  this  reference 
committee  that  (1)  financial  disagreements  between  Montana 
Physicians’  Service  and  members  of  the  pharmaceutical  so- 
cieties may  best  be  settled  by  peaceful  negotiations  between 
representatives  of  each  group;  and  (2)  that  the  question  of 
legend  prescriptions  should  be  clarified  by  the  Board  of 
Trustees  of  Montana  Physicians’  Service.  Your  reference  com- 
mittee recommends  the  approval  of  these  opinions  and  sug- 
gests that  they  be  transmitted  to  the  Board  of  Trustees  of 
Montana  Physicians’  Service. 

Dr.  Burgess  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

The  representative  of  your  Association  to  the  Advisory 
Committee  for  Practical  Nursing,  Deane  C.  Epler,  M.D., 
reported  upon  the  activities  of  this  committee  after  his 
attendance  at  Its  meeting  on  Jahuary  20.  Dr.  Epler,  in  his 
report,  states  that  the  meeting  was  primarily  concerned  with 
the  present  facilities  for  the  training  of  practical  nurses  and 
with  the  possibility  of  forming  additional  schools  for  the  train- 
ing of  practical  nurses.  He  states  in  his  report  that  of  the 
530  licensed  practical  nurses  in  Montana,  only  70  have  gradu- 
ated from  practical  nursing  training  schools.  Dr.  Epler  recom- 
mends that  the  Montana  Medical  Association  stimulate  the 
establishment  and  promotion  of  schools  for  practical  nursing 
in  the  larger  centers  of  Montana.  Your  reference  committee 
concurs  with  this  recommendation  and  suggests  its  approval 
by  this  House  of  Delegates. 

Dr.  Burgess  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried.  He  then  moved 
the  adoption  of  the  report  of  the  Reference  Com- 
mittee on  Affiliated  Organizations  as  a whole.  This 
motion  was  seconded  and  carried. 

Herbert  T.  Caraway,  M.D.,  then  moved  that  the 
Secretary  of  this  Association  be  instructed  to  write 
Mr.  Duane  W.  Bowler  to  express  the  thanks  and 
appreciation  of  the  Association  and  of  the  medical 
profession  for  his  many  valuable  services  to  the 
medical  profession  as  manager  of  the  Public 
Health  League  of  Montana,  and  to  extend  the  best 
wishes  of  this  House  of  Delegates  for  his  continued 
success.  This  motion  was  seconded  and  carried 
unanimously. 


Additional  reports  approved 

The  following  report  was  presented  by  Harold 
A.  Braun,  M.D.,  Chairman  of  the  Reference  Com- 
mittee on  Health  and  Well-Being; 

Keport  of  the  Committee  on  Aging;  Your  Reference  Com- 
mittee on  Health  and  Well-Being  reviewed  with  interest  the 
report  of  the  Chairman  of  the  Committee  on  Aging  of  this 
Association  and  observed  with  appreciation  the  continued 
dedicated  work  of  the  chairman  of  this  committee.  The  report 
of  this  committee  includes  a summary  of  certain  plans  of  the 
Governor’s  Committee  on  Aging  about  which  members  of  this 
House  of  Delegates  should  be  fully  informed.  First,  the  Chair- 
man of  the  Governor’s  Committee  on  Aging  plans  to  appoint 
seven  fact-finding  subcommittees.  It  is  anticipated  that  a 
member  of  this  Association  will  be  invited  to  serve  on  each 
of  these  subcommittees  and  your  reference  committee  recom- 
mends that  those  physicians  who  are  requested  to  serve 
should  accept  promptly  and  participate  actively.  It  is  also 
planned  that  questionnaires  about  the  problems  of  the  aging 
population  will  be  distributed  by  these  subcommittees  to 
members  of  the  Montana  Hospital  Association  and  to  physi- 
cians. Each  individual  and  group  is  urged  to  provide  the 
information  requested  on  these  questionnaires  thoughtfully 
and  to  return  them  promptly.  Your  reference  committee 
heartily  endorses  the  recommendations  of  the  Committee  on 
Aging  that  the  active  participation  of  all  physicians  Is  neces- 
sary and  urges  that  each  component  medical  society  of  this 
Association  which  has  not  already  done  so  immediately  ap- 
point a committee  on  aging  and  that  these  committees  in 
all  component  medical  societies,  in  cooperation  with  the  Com- 
mittee on  Aging  of  this  Association,  complete  their  assigned 
tasks  as  promptly  and  as  efficiently  as  possible. 

Dr.  Braun  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  ©f  the  Emergency  Medical  Service  Committee:  This 
reference  committee  reviewed  the  report  of  the  Chairman  of 
the  Emergency  Medical  Service  Committee  carefully.  It  sin- 
cerely regrets  that  W.  Bruce  Talbot,  M.D.,  of  Butte,  has 
resigned  as  a member  of  the  Emergency  Medical  Service 
Committee  because  he  has  accepted  a position  in  another 
state,  but  wishes  to  extend  the  appreciation  of  Montana 
physicians  to  him  for  his  active  service  and  participation  as 
a member  of  this  committee.  Inasmuch  as  the  report  of  this 
committee  Is  Informative,  your  reference  committee  is  of  the 
opinion  that  no  action  upon  it  is  necessary. 

Dr.  Braun  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 


"Who  needs  a boby  formula?  We  just  had  one 
without  it." 
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Report  of  the  Committee  om  Highway  Safety:  Your  refer- 
ence committee  has  studied  the  report  of  the  Committee  on 
Highway  Safety  and  observed  that  it  contains  the  following 
two  proposals  to  decrease  the  alarming  number  of  traffic 
deaths  on  the  highways  of  Montana:  (1)  That  the  House  of 
Delegates  of  this  Association  consider  the  adoption  of  a reso- 
lution urging  that  the  Legislative  Assembly,  during  its  1961 
session,  enact  a daytime  speed  limit  of  65  to  75  miles  per 
hour  with  radar  control;  and  (2)  that  the  Montana  Highway 
Patrol  be  empowered  to  employ  an  individual  to  conduct, 
under  the  direction  of  its  supervisor,  an.  effective  educational 
campaign  to  promote  traffic  safety.  Your  reference  committee 
is  of  the  opinion  that  these  proposals  are  worthwhile  and 
recommends  their  approval  by  this  House  of  Delegates. 

It  was  moved  by  Dr.  Braun  and  seconded  that 
this  portion  of  the  report  of  the  reference  commit- 
tee be  adopted.  During  the  discussion  of  this 
motion,  several  members  of  the  House  of  Delegates 
suggested  that  the  establishment  of  a speed  limit 
did  not  necessarily  result  in  a reduction  of  traffic 
deaths  since  many  other  factors  seem  to  be  re- 
sponsible for  the  increasing  toll  on  Montana  high- 
ways. It  was  then  regularly  moved,  seconded  and 
carried  that  this  portion  of  the  report  of  the  refer- 
ence committee  be  tabled.  William  E.  Harris,  MID., 
then  moved  that  the  House  of  Delegates  reaffirm 
the  action  taken  at  the  81st  Annual  Meeting  of  this 
Association  in  Butte  upon  highway  safety.  This 
action  was  as  follows:  (1)  That  the  number  of 
highway  patrolmen  be  greatly  increased;  (2)  that 
the  nighttime  speed  limit  and  the  regulations  per- 
taining to  reckless  driving  and  careless  driving 
be  more  strictly  enforced;  and  (3)  that  the  Legis- 
lative Assembly  of  Montana  enact,  during  its  next 
session,  a law  to  limit  the  daytime  speed  on  the 
highways  of  Montana.  This  motion  was  seconded 
and  carried. 

Dr.  Braun  then  moved  the  adoption  of  the  re- 
port of  the  Reference  Committee  on  Health  and 
Well-Being,  as  amended,  as  a whole.  This  motion 
was  seconded  and  carried. 

The  following  report  was  presented  by  Thomas 
F.  Walker,  Jr.,  M.D.,  Chairman  of  the  Reference 
Committee  on  Scientific  Work: 

The  Reference  Committee  on  Scientific  Work  reviewed  and 
considered  the  four  reports  that  were  referred  to  It  for  study. 

Report  of  the  Committee  on  Mental  Hygiene:  The  report  of 
this  committee  indicates  that  it  is  continuing  its  efforts  to 
draft,  in  cooperation  with  a number  of  interested  groups, 
legislation  concerning  the  hospitalization  of  the  mentally  ill 
patient.  It  is  anticipated  by  the  committee  that  its  recom- 
mendations for  the  amendment  of  Montana  statutes  relating 
to  mentally  ill  patients  will  be  completed  during  the  next  few 
months  so  that  they  may  be  presented  to  this  House  of  Dele- 
gates for  action  at  the  82nd  Annual  Meeting.  Inasmuch  as  the 
report  of  the  Committee  on  Mental  Hygiene  is  informative  and 
contains  no  recommendations,  your  reference  committee  is  of 
the  opinion  that  no  action  upon  it  is  necessary  at  this  time. 

Dr.  Walker  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  of  the  Rheumatic  Fever  and  Heart  Committee:  The 
Chairman  of  this  committee,  John  S.  Gilson,  M.D.,  has  sub- 
mitted a comprehensive  report  outlining  the  present  status 
of  the  rheumatic  fever  prophylaxis  program.  Your  reference 
committee  is  of  the  opinion  that  this  report  should  be  care- 
fully studied  by  all  members  of  the  Association  so  that  they 
will  be  familiar  with  this  important  project.  Inasmuch  as  the 
report  of  the  Rheumatic  Fever  and  Heart  Committee  is  in- 
formative and  contains  no  recommendations,  your  reference 
committee  is  of  the  opinion  that  no  action  upon  it  is  necessary 
at  this  time. 

Dr.  Walker  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 
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At  the  first  session  of  this  House  of  Delegates,  the  following 
resolution  was  introduced  by  representatives  of  the  Cascade 
County  Medical  Society: 

WHEREAS,  There  has  been  great  increase  in  poisonous 
and  noxious  substances  obtainable  by  the  citizens  of  Mon- 
tana; and 

WHEREAS,  The  expense  of  equipping  each  hospital 
and/or  physician  with  complete  poison  control  information 
is  almost  prohibitive;  therefore,  be  It 

RESOLVED,  That  the  President  of  the  Montana  Medical 
Association  be  authorized  to  appoint  a special  committee, 
or  to  request  one  of  the  standing  committees  of  this  Asso- 
ciation, to  investigate  the  necessity  and  the  means  of 
establishing  a poison  control  center  or  centers  within  the 
State  of  Montana. 

Your  reference  committee  recommends  the  adoption  of  this 
resolution  by  the  House  of  Delegates. 

Dr.  Walker  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried. 

Report  ®f  the  Subcommittee  on  Obstetrics:  The  Chairman 
of  the  Subcommittee  on  Obstetrics,  in  his  report  to  this  House 
of  Delegates,  recommended  that  each  Montana  hospital  con- 
sider every  hospital  chart  of  a maternal  or  newborn  mortality 
incomplete  until  the  information  requested  on  the  question- 
naires distributed  by  this  subcommittee  has  been  provided 
and  that  each  hospital  In  Montana  assume  the  responsibility 
of  forwarding  the  completed  questionnaire  to  the  State  Board 
of  Health.  Your  reference  committee  is  of  the  opinion  that 
this  recommendation  should  not  be  adopted  because  few,  if 
any,  hospitals  in  Montana  will  undertake  this  additional 
responsibility  because  it  is  the  responsibility  of  the  physician 
concerned  to  furnish  the  Information  requested  on  the  ques- 
tionnaire, and  because  this  procedure  will,  in  the  opinion  of 
this  reference  committee,  actually  not  improve  the  number 
of  responses  received  or  the  quality  of  the  information  pro- 
vided in  the  questionnaire. 

Dr.  Walker  moved  the  adoption  of  this  portion 
of  the  report  of  the  reference  committee.  This 
motion  was  seconded  and  carried.  He  then  moved 
the  adoption  of  the  report  of  the  Reference  Com- 
mittee on  Scientific  Work  as  a whole.  This  motion 
was  seconded  and  carried. 

President  Brewer  then  introduced  Frank  L. 
McPhail,  M.D.,  a member  of  the  Western  Inter- 
state Commission  for  Higher  Education,  and  re- 
quested that  he  address  the  House  and  inform  it 
upon  the  activities  of  this  commission.  Dr.  Mc- 
Phail, in  his  address,  reported  upon  the  future 
medical  manpower  needs,  not  only  in  Montana, 
but  in  other  western  states,  and  predicted  that 
within  the  next  12  to  15  years,  most  of  the  western 
states  will  experience  a shortage  of  physicians 
and  other  professional  personnel.  He  suggested 
that  this  House  of  Delegates  consider  ways  and 
means  to  further  analyze  this  problem  in  Montana 
and  that  this  Association,  perhaps  in  cooperation 
with  the  medical  associations  in  adjoining  states, 
contemplate  and  consider  the  advisability  of  estab- 
lishing a regional  medical  school.  Following  a dis- 
cussion of  the  proposals  of  Dr.  McPhail,  it  was 
moved  by  Herbert  T.  Caraway,  M.D.,  that  Presi- 
dent Brewer  be  authorized  to  appoint  an  energetic 
committee  to  investigate  the  several  proposals  and 
possibilities  suggested  by  Dr.  McPhail  in  his  ad- 
dress. This  motion  was  seconded  and  carried. 

There  being  no  further  business,  the  House  of 
Delegates  adjourned  sine  die  at  11:45  a.m. 

The  following  delegates  and  alternate  delegates  attended 
these  sessions  of  the  House  of  Delegates: 

CASCADE  COUNTY  MEDICAL  SOCIETY:  Paul  R.  Ensign, 
M.D.,  Great  Falls;  Harold  W.  Fuller,  M.D.,  Great  Falls;  Arthur 
K.  Northrop,  M.D.,  Great  Falls;  Arnold  E.  Ritt,  M.D.,  Great 
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Falls;  Wyman  J.  Roberts,  M.D.,  Great  Falls;  James  A.  Shown, 
M.D.,  Great  Falls;  Charles  H.  Steele,  M.D.,  Great  Falls; 
Thomas  F.  Walker,  Jr.,  M.D.,  Great  Falls. 

FERGUS  COUNTY  MEDICAL  SOCIETY:  Paul  J.  Gans, 
M.D.,  Lewistown;  John  W.  Schubert,  M.D.,  Lewistown. 

FLATHEAD  COUNTY  MEDICAL  SOCIETY:  Clyde  H. 
Fredrickson,  M.D.,  Kalispell;  J.  Jerome  Wildgen,  M.D., 
Kalispell. 

GALLATIN  COUNTY  MEDICAL  SOCIETY;  Edward  J. 
Purdey,  M.D.,  Bozeman;  Volney  W.  Steele,  M.D.,  Bozeman; 
Albert  L.  Vadheim,  Jr.,  M.D.,  Bozeman. 

HILL  COUNTY  MEDICAL  SOCIETY:  Norman  A.  Franken. 
M.D.,  Havre;  Chester  W.  Lawson,  M.D.,  Havre;  Robert  H. 
Leeds,  M.D.,  Chinook. 

LEWIS  AND  CLARK  MEDICAL  SOCIETY:  Orville  J. 
Andersen,  M.D.,  Fort  Harrison;  David  T.  Berg,  M.D.,  Helena; 
John  R.  Burgess,  Jr.,  M.D.,  Helena;  David  P.  Findley,  M.D., 
Helena;  Raymond  O.  Lewis,  M.D.,  Helena;  Edward  C.  Ma- 
ronick,  M.D.,  Helena;  Frank  P.  Nash,  M.D.,  Townsend;  G.  D. 
Carlyle  Thompson,  M.D.,  Helena. 

MOUNT  POWELL  MEDICAL  SOCIETY:  George  M.  Donich, 
M.D.,  Anaconda;  George  E.  Trobough,  M.D.,  Anaconda;  Mabel 
E.  Tuchscherer,  M.D.,  Anaconda. 

NORTHCENTRAL  MONTANA  MEDICAL  SOCIETY:  Ed- 
ward L.  King,  M.D.,  Browning;  Robert  F.  Stanchfield,  M.D., 
Shelby. 

NORTHEASTERN  MONTANA  MEDICAL  SOCIETY:  Mark 
B.  Listerud,  M.D.,  Wolf  Point. 

PARK-SWEETGRASS  MEDICAL  SOCIETY:  William  E. 
Harris,  M.D.,  Livingston. 

SILVER  BOW  COUNTY  MEDICAL  SOCIETY:  Richard  J. 
Best,  M.D.,  Butte;  Morris  A.  Gold,  M.D.,  Butte;  Raymond  F. 
Peterson,  M.D.,  Butte;  Henry  D.  Rossiter,  M.D.,  Sheridan; 
Robert  W.  Thometz,  M.D.,  Butte. 

SOUTHEASTERN  MONTANA  MEDICAL  SOCIETY;  Joseph 
S.  Pennepacker,  M.D.,  Sidney;  Sidney  C.  Pratt,  M.D.,  Miles 
City;  James  R.  Thompson,  M.D.,  Miles  City. 

WESTERN  MONTANA  MEDICAL  SOCIETY:  Harold  A. 
Braun,  M.D.,  Missoula:  Gerald  A.  Diettert,  M.D.,  Missoula; 
John  A.  Evert,  M.D.,  Missoula;  Leonard  E.  Kuffel,  M.D., 
Missoula;  William  J.  McDonald,  M.D.,  Missoula;  John  E. 
Minckler,  M.D.,  Missoula;  John  M.  Nelson,  M.D.,  Missoula. 

YELLOWSTONE  VALLEY  MEDICAL  SOCIETY:  Carl  H.  H. 
Baumann,  M.D.,  Billings;  Herbert  T.  Caraway,  M.D.,  Billings; 
Alfred  M.  Fulton,  M.D.,  Billings:  Raymond  E.  Smalley,  M.D., 
Billings;  Clarence  H.  Swanson,  Jr.,  M.D.,  Columbus. 


Golf  tournament 

Golf  minded  physicians  attending  the  A.M.A. 
meeting  in  Miami  Beach  will  be  offered  an  oppor- 
tunity to  play  one  of  the  finest  18-hole  champion- 
ship courses  in  the  country,  according  to  the 
President  of  the  American  Medical  Golf  Associa- 
tion. Their  44th  annual  tournament  will  be  held 
at  the  Diplomat  Country  Club  in  Hollywood, 
Florida,  on  Monday,  June  13. 

Tee  off  has  been  scheduled  for  8:00  a.m.  through 
2:00  p.m.  on  Monday,  June  13.  In  the  late  after- 
noon, professional  exhibitions  will  be  scheduled  to 
give  pointers  and  help  to  AMGA  members.  The 
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cocktail  hour  will  be  from  6:00  p.m.  to  7:00  p.m. 
and  will  be  followed  by  the  annual  banquet  and 
meeting.  Prizes  for  tournament  play  will  be  award- 
ed after  the  banquet. 

Members  of  the  American  Medical  Association 
who  do  not  hold  membership  in  the  American 
Medical  Golf  Association  should  contact  Dr.  John 
A.  Growdon,  1324  Professional  Building,  Kansas 
City,  Missouri,  to  secure  an  application  form. 

A limited  number  of  rooms  are  available  at  the 
Diplomat  Hotel  for  those  members  desiring  to  stay 
at  the  tournament  site  for  the  duration  of  the 
A.M.A.  meeting.  Reservation  cards  will  be  sent 
along  with  the  tournament  information. 

The  Diplomat  is  only  a short  ride  from  Miami 
Beach,  just  to  the  north. 


A.A.G.P.  Summer  Clinics 

The  New  Mexico  Chapter  of  the  Academy  of 
General  Practice  will  hold  its  Summer  Clinics 
July  18-21  in  the  Nob  Hill  Auditorium  in  Ruidoso, 
New  Mexico.  The  clinics  will  consist  of  morning 
sessions  only,  dealing  with  heart  disease,  mother 
and  child,  cancer  and  emergencies.  Afternoons  will 
be  devoted  to  planned  family  activities. 

Preregistration  is  handled  by  Randall  W. 
Briggs,  M.D.,  406  N.  Pennsylvania,  Roswell,  New 
Mexico.  The  fee  for  preregistration  is  $20.00  and 
regular  registration  is  $25.00.  Accommodations  may 
be  arranged  through  Bran  Vanderstock,  M.D., 
P.O.  Box  116,  Ruidoso,  New  Mexico. 


Don’t  miss 

important  telephone  calls  . . . 

Let  us  act  as  your  secretary  while  you  are  away,  day  or 
night;  our  kindly  voice  conscientiously  tends  your  tele- 
phone business,  accurately  reports  to  you  when  you  return 

TELEPHONE 

(blAWShUfU^ 

SERVICE 

Call  Alpine  5-1414 
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ALPEN  is  the  oral  penicillin  that  provides  on  a fasting  stomach 
peak  antibiotic  blood  levels  approximately  twice  as  high  as  oral  potas- 
sium penicillin  V. . . and  significantly  higher  than  I.  M.  penicillin  G. 

Some  strains  of  staphylococci  resistant  to  other  penicillins  exhibit  in 
yihm  sensitivity  to  potassium  phenethicillin. 

ALPEN  has  greater  freedom  from  the  G.  1.  sequelae  (overgrowth  of 
resistant  flora)  sometimes  observed  with  broad  spectrum  -mycins. 

ALPEN  gives  much  higher  antibiotic  levels  within  the  first  hour  of 
ingestion  by  the  well-tolerated  oral  route. 

WHEN  TO  USE  ALPEN  Recommended  in  the  treatment  of  infec- 
tions caused  by  pneumococci,  streptococci,  gonococci,  coryne- 
bacteria,  and  penicillin-sensitive  staphylococci. 

HOW  TO  USE  ALPEN  Depending  on  the  severity  of  the  infection, 
126  mg.  (200,000  units)  or  250  mg.  (400,000  units)  three  times 
daily  may  be  used.  In  more  severe  or  stubborn  infections,  a dos- 
age of  500  mg.  (800,000  units)  t.i.d.  may  be  employed.  In  beta 
hemolytic  streptococcal  infections,  treatment  should  be  con- 
tinued for  at  least  ten  days. 

PRECAUTIONS  The  usual  precautions  in  the  administration  of 
oral  penicillin  should  be  observed.  For  further  details  see  pack- 
age literature. 

Tablets:  125  mg.  and  250  mg.,  bottles  of  25  and  100;  Powder  for 
Oral  Solution  (lemon-lime  flavored),  1.5  Gm.  bottle  (125  mg.  per 
5 cc.  teaspoonful). 

this  is  the  tablet 
that  gives  ^gher  peak 
antibiotic  blood  levels 


HIGHER  THAN  I.  M.  PENICILLIN  G 
HIGHER  THAN  POTASSIUM  PENICILLIN  V 


ALPEN™~potassium  phenethicillin 


now. . . for  greater  patie 


a smooth,  creamy  preparation 
containing  the  highly  active 
topical  corticosteroid, 
triamcinolone  acetonide, 
plus  neomycin 


Aristocort  Acetonide  Cream 

TRIAMCINOLONE  ACETONIDE  0.1% 

Tubes  of  5 and  15  Gm. 


a form  of 
Aristocort® 
T riamcinolone 
to  fill  any 
topical  need 


Aristocort  Acetonide  Ointment 

TRIAMCINOLONE  ACETONIDE  0.1% 

Tubes  of  5 and  15  Gm, 

Especially  desirable  in  thick  lichenified  chronic  dermatoses  requiring  frictional  applic 

Neo-Aristocort®  Acetonide  Eye-Ear  Ointment 

NEOMYCIN-TRIAMCINOLONE  ACETONIDE  0.1% 

Tubes  of  H oz. 

For  inflammatory,  allergic,  infective  eye  and  ear  conditions 


several  factors  indicate  NEO-ARISTODERM  Foam 
j for  topical  treatment  of  dermatoses: 


I (1)  The  Active  Ingredients 
Triamcinolone  Acetonide  — with 
i therapeutic  efficacy  equal  to  or  greater 
than  that  of  topical  hydrocortisone  — 

I in  one-tenth  the  concentration; 
j plus  neomycin — a leading  topical 
I antimicrobial  agent 


(2)  The  Vehicle 

Neo-Aristoderm  Foam  spreads  readily 
without  irritation  or  burning.  It  can  be 
applied  to  oozing,  crusted,  severely 
inflamed  and  injured  skin,  or  to 
mucous  membranes.  There  have  been 
no  reactions  of  primary  irritation  or 
allergic  sensitization  to  date. 


(3)  Patient  Acceptance 
Neo-Aristoderm  Foam  is  neat — not 
messy  or  sticky.  Patients  like  the 
attractive  push-button  dispenser  and 
the  richness  of  the  foam.  This  helps 
to  assure  faithful  adherence  to 
your  instructions. 


Triamcinolone  Acetonide  0.1%,  Neomycin  Sulfate  0.35%  15  cc.  Push-button  dispenser 

References:  1.  Kanof,  N.  B.,  and  Blau,  S. : Tiew  York  J.  Med.  59:2184  (June  1)  1959. 

2.  Smith.  J.  G.,  Jr.;  Zawisza,  R.  J.,  and  Blank,  H. : A.M.A.  Arch.  Dermal.  78:643  (Nov.)  1958. 

LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


laTaAOEMAAK 


anxiety  pushing 


up  j 


SERPASIL  makes  it  go  down! 

(reserpirie  ciba)  " 


2/2767  MB 


SUMMIT,  N.  J, 


WHY  IS  DIFFUSION  IMPORTANT? 


Because  the  active  ingredients  of  a spermicidal  prepara- 
tion must  diffuse  rapidly  into  the  seminal  clot  and 
throughout  the  vaginal  canal  to  he  clinically  effective. 

Lanesta  Gel  offers  this  dual  protection.  Its  four 
spermicidal  agents  quickly  invade  the  clot  to  stop  the 
main  body  of  sperm.  It  spreads  evenly  and  quickly 
throughout  the  vaginal  canal— seeks  out  every  wrinkle 
and  fold  that  may  offer  concealment  to  sperm.  With 
this  rapid  diffusion,  your  patient  receives  full  benefit 
of  the  swift  spermicidal  action  of  Lanesta  Gel  — in 
minutes  — a decisive  measure  in  conception  control. 

In  Lanesta  Gel  7 -chloro-4-indanol,  a new,  effective, 
nonirritating,  nonallergenic  spermicide,  produces  im- 
mediate immobilization  of  spermatozoa  in  dilution 


of  up  to  1 : 4,000.  The  addition  of  10  per  cent  NaCl  in 
ionic  form  greatly  accelerates  spermicidal  action.  Ri- 
cinoleic  acid  facilitates  rapid  inactivation  and  immo- 
bilization of  spermatozoa  and  sodium  lauryl  sulfate 
acts  as  a dispersing  agent  and  spermicidal  detergent. 

Lanesta  Gel  with  a diaphragm  provides  one  of  the 
most  effective  means  of  conception  control. 
However,  whether  used  with  or  without  a 
diaphragm,  the  patient  and  you,  doctor,  can 
be  certain  that  Lanesta  Gel  provides  faster 
spermicidal  action  — plus  essential  diffusion 
and  retention  of  the  spermicidal  agents  in 
a position  where  they  can  act  upon  the 
spermatozoa. 


Lanesta  Gel,  3 oz.  tube,  with  easy  clean  applicator,  in  an  attractive  purse.  Lanesta  Gel,  3 oz.  tube  with  A product 
applicator;  3 oz.  refill  tube  — available  at  all  pharmacies.  q|  |.ailt66n® 


research. 

Manufactured  by  Esca  Medical  Laboratories,  Inc..  Alliance,  Ohio.  Distributed  by  GeorGE  A.  Breon  & Co.,  New  York  18,  N.  Y.  .. 
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WANT  ADS 


PRACTICE  FOR  SALE:  Southwestern  Colorado  gen- 
eral practice  and  equipment,  grossing  $47,000, 
10,000  population,  100-bed  open  hospital.  Will  intro- 
duce. total  .$6,000  including  X-ray  and  electrocardio- 
graph. Write:  Box  5-41,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2.  5-41 


OB-GYN  WANTED:  In  immediate  need  of  an  obstetri- 
cian-gynecologist, certified  or  board  eligible,  for 
ten-man  group.  $18,000  first  year  with  annual  in- 
creases. Partnership  interest  after  first  year.  Excel- 
lent hospital  facilities.  Montana.  Write:  Box  5-22, 
Rocky  Mountain  Medical  Journal,  835  Republic  Bldg., 
Denver  2.  5-22 


PHARMACIST,  experienced  in  retail  and  hospital 
pharmacy,  desires  to  contact  doctor  or  group  of 
doctors  with  view  of  establishing  ethical  pharmacy 
in  clinic.  Replies  kept  in  strict  confidence.  Write: 
Box  5-33,  Rocky  Mountain  Medical  Journal,  835  Re- 
public Bldg.,  Denver  2.  5-33 


FOR  SALE:  McKesson  B.M.R.  (new),  $100.  Burton  spot- 
light, $15.  American  Examining  Table  (like  new), 
$150.  Sclar  Tompkins  Suction  unit  with  stand,  $100. 
E.N.T.  Chair  (like  new),  $30.  Baumonometer,  $20. 
Cameron  Surgical  Office  Unit,  $60.  Microtherm  (Ray- 
theon), value  $700,  $275.  Maico  Stethotrom,  $30.  Pro- 
fessional baby  scale,  $15.  Call  or  write  Harry  G. 
Knapp,  M.D.,  Rifle,  Colorado.  2-TF 


EXCELLENT  SOLO  GENERAL  PRACTICE  for  sale 
in  Colorado  M'estern  Slope  city.  Office  lease  avail- 
able. For  further  information  please  write  Box  4-42, 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver  2.  4-42 


GENERAL  PRACTITIONER’S  office  for  sale  or  lease, 
40  W.  Alameda,  Denver.  Building  approximately  15 
years  old,  recently  remodeled  and  air  conditioned. 
Approximately  750  square  feet.  Possibility  of  assum- 
ing large  portion  of  present  neighborhood  and  indus- 
trial practice.  Present  owner  moving  to  Englewood 
to  practice  with  another  physician.  Write:  Box  3-4TF, 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver.  3-4TF 


RELIABLE  DRUGGISTS 


EARNEST  DRUG 


217  1 6th  Street 

Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 


FRESH— CLEAN — COMPLETE 
PRESCRIPTION  STOCK 


Free  Delivery 


Quality  Drugs  Courteous  Service 


Jess  L.  Kincaid 

ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood 
and  Vicinity 


NEW  MEXICO:  Well-established  general  practice  of 
recently  deceased  physician  in  city  of  25,000.  New, 
completely  equipped  office  for  sale  or  lease.  Write: 
Box  5-lTF,  Rocky  Mountain  Medical  Journal,  835 
Republic  Bldg.,  Denver  2.  5-lTF 


CLINIC  for  three  doctors,  available  by  July  1.  New 
area  between  Thornton,  Perl  Mack,  and  North  Glen. 
Rent  reasonable,  utilities  furnished.  Contact  Mr.  or 
Mrs.  James  Louie,  Monday  through  Saturday  at  J & H 
Pharmacy,  phone  AT  7-5257,  from  10  a.m.  to  9 p.m. 

5-53 


ASSOCIATE  desired  for  an  excellent,  established  gen- 
eral practice  in  New  Mexico  town  of  12,000.  For 
information  call  FL.  5-1214  after  5 p.m.,  in  Denver, 
or  write:  Box  5-6TF,  Rocky  Mountain  Medical  Journal, 
835  Republic  Bldg.,  Denver  2.  .5-6TF 


USED  HOSPITAL  EQUIPMENT  for  sale.  1 OB  delivery 
table,  hydraulic  action.  3 hospital  infant  cribs.  1 ex- 
amination table.  1 glass  top  metal  table.  1 bed  tray 
holder.  Sacrifice  for  quick  sale.  F.  A.  Randall,  315 
W.  Main  Street,  Littleton,  Colorado.  PY  4-1581.  Res. 
PY  4-0803.  5-71 


OPENING  FOR  ASSOCIATE  physician  in  established 
office  at  excellent  location  in  Northwest  Denver. 
Doctor  moving  enjoyed  large  practice,  very  substan- 
tial part  of  which  will  rem.ain  for  new  doctor.  Re- 
maining associate  physician  is  well  established  in- 
ternist. For  details  and  inspection  call  GLendale 
5-7557.  5-8TF 


FOR  RENT  OR  LEASE:  New  professional  building 
now  under  construction,  office  space  available  ap- 
proximately July  1,  1960.  Located  at  44th  and  Teller. 
For  information  write  Raymond  J.  Delio,  6506  W.  25th 
Ave.,  Edgewater,  Colo.  4-14 


NEVADA  COMMUNITIES  seeking  physicians  include 
Wells,  Carlin,  Austin,  Beatty,  Pioche,  and  Haw- 
thorne. Write  Mr.  Nelson  B.  Neff,  Executive  Secre- 
tary, Nevada  State  Medical  Association,  P.O.  Box  2790, 
Reno,  Nevada,  for  further  information  regarding  these 
opportunities.  5-TP 


VACANCY  in  Denver  Medical  Clinic,  1401  Jackson,  be- 
cause of  illness.  Four  rooms,  reception  room  and 
other  facilities,  including  large  off  street  parking. 
You  pay  only  rent  and  one-third  share  of  receptionist 
salary.  Full  use  of  Clinical  and  X-ray  Laboratory  serv- 
ice including  supplies.  Lease  if  desired.  For  details 
call  DExter  3-6939.  7-TF 


UNUSUAL  OPPORTUNITY.  Specialist  wanted  for  asso- 
ciation with  general  practitioner.  Will  consider  j 
pediatrician.  Full  use  of  x-ray  and  laboratory  equip- 
ment. Two  treatment  rooms,  one  furnished.  Share 
nurse.  Located  in  busy  Pearl  Mack  shopping  center, 
7069  Pecos,  Medical  Dental  office.  Contact  Feme 
Lapan,  HA  9-3529,  or  HA  9-5496.  Personal  interviews 
only.  1-lTF 


VERY  LARGE  PRACTICE  for  sale  in  town  of  12,000, 
serving  a population  of  60,000.  Rent  in  new  building 
$115.00.  Four  large  rooms  fully  equipped  with  two 
examination  tables.  X-ray,  Thermo  Copying  machine, 
etc.  Doctor  deceased  August  5,  1959.  Write  Box  868, 
Durango,  Colorado.  11-5TF 


M.D.,  AGED  30,  returning  from  service  in  Indonesia,  | 
desires  locum  tenens  or  association  with  Christian  ' 
physicians  beginning  about  August,  1960.  Licensed  in  j 
Colorado  and  Kansas,  married,  two  children.  Write:  ' 
Herbert  Frlesen,  M.D.,  Pakis/Taju,  Java,  Indonesia. 

12TF  I 
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BOB'S  PLACE 

Trade  Mark 

A Bob  Cat  for  Service 

TEXACO  PRODUCTS 

300  South  Coloratdo  Boulevarcd 

Cow  Town,  Colo. 
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Abbey  Rents,  99 

Ames  Company,  Cover  III 

Ayerst  Laboratories,  53 

Baxter,  Don,  Inc.,  17-18 
Birtcher  Corporation,  The,  95 
Bob’s  Place,  106 
( Breon  Co.,  George  A.,  105 
Bristol  Laboratories,  74-75 
Burroughs  Wellcome  & Co.,  20 

; Cambridge  Dairy,  77 
I Case,  G.  M.,  Laboratories,  93 
Children’s  Hospital  Ass’n,  70 
1[  Ciba  Pharmaceutical  Products 
|l  Co.,  Inc.,  8,  104 

{,  City  Park-Brookridge  Farms,  107 
l!  Coca-Cola,  71 
! Cocks-Clark  Engraving 
Company,  83 

I Cordelia  of  Hollywood,  25 

I 

I Darwin  Laboratories,  63 
Denver  Optic  Company,  76 

; Earnest  Drug,  106 

Emory  John  Brady  Hospital,  72 
Empire  Casualty  Company,  10 
Endo  Products,  Inc.,  87 


First  State  Bank  of 
Westminster,  64 

Geigy  Pharmaceuticals,  13,  23 
General  Electric  Company,  24 
Glenbrook  Laboratories,  15 

H.B.A.  Life  Insurance  Co.,  16 

Kincaid’s  Pharmacy,  106 

Lederle  Laboratories,  14,  26, 

54-55,  66,  102-103 

Lilly,  Eli,  & Company,  32 

Long’s  Limb  Shop,  88 

Merck  Sharp  & Dohme.  Inc.,  3, 
19,  59 

Newton  Optical  Company,  83 

Obetrol  Pharmaceuticals,  33 

Parke,  Davis  & Company, 

Cover  II,  1 

Physicians  Casualty  Association, 
94 

Physicians  & Hospital  Supply  Co., 
65 

Picker  X-Ray  Corporation,  77 


Public  Service  Company 
of  Colorado,  76 
Publishers  Press,  Inc.,  83 

Republic  Building  Corp.,  99 
Robins,  A.  H.,  Company,  9 
Roerig,  J.  B.,  & Co.,  Inc.,  6, 

27,  97 

Schering  Corporation,  11,  31, 

73,  100-101 

Searle,  G.  D.,  Co.,  51 
Shadford-Fletcher  Optical  Co.,  78 
Smith-Dorsey  Company,  12,  80-81 
Smith,  Kline  & French 
Laboratories,  Cover  W 
Squibb,  E.  R.,  & Sons,  58,  82 

Telephone  Answering  Service,  99 

United  Dairies,  Inc.,  79 

U.  S.  Brewers  Foundation,  Inc.,  7 

U.  S.  Vitamin  Corporation,  60-61 

Wallace  Laboratories,  4-5,  21, 
67-68,  69 
Want  Ads,  106 

Wesson  Oil  & Snowdrift,  28-29 
Winthrop  Laboratories,  22, 

89-92,  108 


^PERFECT! 


...in  fact,  that’s  the  only  condition  under 
which  City  Park-Brookridge  milk  is  produced. 

Our  modern  equipped  laboratory 
continually  runs  Babcock,  bacteria  and 
contamination  tests  on  the  milk.  Butterfat  tests 
are  taken  to  maintain  consistent  quality 
on  all  milk.  You  can  be  sure. ..milk  from 
City  Park-Brookridge  Farm  is  premium 
quality  at  its  best. 

Office  and  Plant,  5512  Leetsdale  Drive 


• Farm,  Brighton,  Colorado 
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FOR  ACNE 


Therapeutic  topical  application  suppresses 
and  masks  lesions.  Dries,  peels,  degerms  the 
skin.  Used  with  pHisoHex®  (antiseptic  de- 
tergent) washings  to  unplug  follicles,  help 
prevent  comedones,  pustules  and  scarring. 


Teen-agers  like  new  pHisoAc  Cream.  It  is  smooth,  odor- 
less, flesh-toned,  and  greaseless.  It  spreads  and  dries 
quickly.  Ask  the  Winthrop  representative  for  the  special 
booklet,  "Teen-aged?  Have  acne?  Feel  lonely?,”  contain- 
ing basic  home  treatment  routine  and  psychological  aid 
for  the  patient. 

New  pHisoAc  Cream  contains  colloidal  sulfur  6 per  cent, 
resorcinol  1.5  per  cent,  hexachlorophene  0.3  per  cent, 
orthophenylphenol  0.3  percent,  and  alcohol  10  percent 
(w/w).  Available  in  IV2  oz.  tubes. 


*pHisoAc,  trademark. 


LABORATORIES 
New  York  18,  N.  Y. 
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Therapy  in  enuresis 
Hypnotherapy  in  advanced  cancer 

Hysterectomy 
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WITH  EFFECTIVE  ANTIBACTE- 
RIAL & ANTIAMEBIC  ACTIONS 


“THE  FORTUNATE  COMBINATION  OF  HIGH  ANTIAMEBIC 
AND  ANTIBACTERIAL  ACTIVITY  AND  LOW  ORAL 
TOXICITY  MAKES  PAROMOMYCIN  UNIQUE  AMONG 
THE  AVAILABLE  DRUGS  AND  SUGGESTS  THAT  IT 
SHOULD  BE  A USEFUL  THERAPEUTIC  SUBSTANCE.”^ 


• IN  INFECTIOUS  DIARRHEAS‘°  Because  it  is  effective  against  gram-negative  path- 
ogens, HUMATiN  has  proved  especially  valuable  in  infectious  diarrheas,  most  of  which  are  caused  by 
bacilli  of  the  gram-negative  group.  In  221  patients  with  severe  diarrhea,  85  per  cent  obtained  rapid 
remission  of  symptoms  with  humatin,  and  stools  cleared  quickly  of  pathogens.^  Results  in  Shigella 
and  Salmonella  enteritis,^  and  in  infantile  diarrheas  of  mixed  etiology^  have  been  uniformly  good. 


• IN  INTESTINAL  AMEBIASIS‘  ‘‘  HUMATIN  is  unusually  effective  in  clearing  all  phases 
of  intestinal  amebiasis;^  to  date,  more  than  700  patients  have  been  treated  successfully  with  humatin  in 
all  parts  of  the  world.  Since  humatin  is  not  appreciably  absorbed  from  the  gastrointestinal  tract  it  is 
not  effective  against  extraintestinal  forms  of  amebiasis. 


I 


ALSO  VALUABLE  IN  THE  PREOPERATiVE  SUPPRESSION  OF  INTESTINAL 
FLORA/ AND  IN  THE  ADJUNCTIVE  MANAGEMENT  OF  HEPATIC  COMA"’ 


ADMINISTRATION  AND  DOSAGE 

(expressed  in  terms  of  base) 


Dosage  (daily. 

Duration  of 

Condition 

in  divided  doses) 

Therapy 

Infectious  Diarrheas 

Adults:  35  to  50  mg/Kg; 

Up  to  7 days 

(bacillary  and 

up  to  100  mg/Kg  in 

nonspecific) 

severe  cases. 

Children:  50  mg/Kg; 
up  to  100  mg/Kg  in 

Up  to  7 days 

severe  cases. 

Intestinal  Amebiasis 

Adults:  0.75  to  1.5  Gm.; 

5 days 

(acute,  subacute, 

larger  doses  when 

chronic) 

required. 

Children:  22  mg/Kg; 
larger  doses  when 
required. 

5 days 

Preoperative 

Suppression  of 

Intestinal  Flora 

Adults:  2 Gm. 

4 days 

Hepatic  Coma 

Adults:  up  to  6 Gm., 
depending  on  degree  of 
hepatic  insufficiency 
and  response  of 
patient . 

See  literature 

SIDE  EFFECTS: 

Since  humatin  by  the  oral  route  is 

virtually  nonabsorbed  in  the  gastrointestinal  tract,  even 
with  exceptionally  high  doses,  systemic  toxicity  has  not  been 
a problem  in  clinical  use  However,  when  doses  in 
excess  of  2 Gm.  per  day  are  given  for  more  than  three  days, 
loose  stools  may  develop;  on  doses  of  from  4 to  6 Gm.  daily. 


moderately  severe  diarrhea  has  been  reported  in  some 
patients.  No  other  indications  of  toxicity  have  been  observed. 

SUPPLIED:  HUMATIN  (paromomycin,  Parke-Davis)  is 
available  as  the  sulfate  in  Kapseals,®  each  containing 
250  mg.  of  base,  in  bottles  of  1 6.  Literature  supplying  details 
of  dosage  and  administration  available  on  request. 

REFERENCES:  (1)  Coffey,  G.  L.,  et  al.:  Antibiotics  & 
Chemother.  9:730,  1959.  (2)  Personal  Communications  to 
the  Department  of  Clinical  Investigation,  Parke,  Davis  & 
Company,  1959.  (3)  Godenne,  G.  D.:  Paromomycin  in  diar- 
rheas of  infants  and  children.  Antibiotics  Annual  1959- 
1960,  New  York,  Medical  Encyclopedia  Inc.,  in  press. 
(4)  McMath,  W.  E T,  & Hussain,  K.  K.:  Pub.  Health 
73:328,  1959.  (5)  Courtney,  K.  O.,  & Thompson,  E E.: 
Paromomycin  as  a therapeutic  substance  for  intestinal  ame- 
biasis and  bacterial  enteritis.  Antibiotics  Annual  1959- 
1960,  New  York,  Medical  Encyclopedia  Inc.,  in  press. 
(6)  Shafei,  A.  Z.:  Antibiotic  Med.  & Clin.  Therapy  6:275, 
1959.  (7)  Elias,  E L.,  & Oliver-Gonzales,  J.:  Antibiotic 
Med.  & Clin.  Therapy  6:584,  1959.  (8)  Carter,  C.  H.: 
Antibiotic  Med.  & Clin.  Therapy  6:586,  1959.  (9)  Fast, 
B.  B.,  et  al.:  Arch.  Int.  Med.  101:467,  1958.  (10)  Mackie, 
J.  E.,  et  al.:  New  England  J.  Med.  259:1151,  1958. 
(11)  Stormont,!.  M.,  et  al.:  New  England  J.  Med.  259:1145, 
1958.  ii7f« 
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CLINICAL  REMISSION 

iNA“PROBLEM”  ARTHRITIC 

1 disabling  rheumatoid  arthritis.  A 62-year-old  printer  incapacitated 
or  three  years  was  started  on  Decadron,  0.75  mg. /day.  Has  lost  no 
;wrk-time  since  onset  of  therapy  with  Decadron  one  year  ago.  Blood 
I nd  urine  analyses  are  normal,  sedimentation  rate  dropped  from  36 
0 7.  He  is  in  clinical  remission.* 

ew  convenient  b.  i.d.  alternate  dosage  schedule:  the  degree  and  extent  of  relief  provided  by 
CCADRON  allows  for  b.i.d.  maintenance  dosage  in  many  patients  with  so-called  "chronic”  condi* 
ons.  Acute  manifestations  should  first  be  brought  under  control  with  a t.i.d.  or  q.i.d.  schedule. 

upplied;  As  0.75  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets  in  bottles  of  100.  Also  available 
> Injection  DECADRON  Phosphate.  Additional  information  on  DECADRON  is  available  to  physicians 
n request.  DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

rom  a clinical  investigator’s  report  to  Merck  Sharp  & Dohme. 


examethasone 


rREATS  MORE  PATIENTS  MORE  EFFECTIVELY 


AS  YOU  LIKE  IT... 


i 

A medical  potpourri 

i 

Compiled  by  Andrew  M.  Babey,  M.D.,  Las  Cruces,  New  Mexico 


1.  “The  furor  therapeuticus,  the  missionary  zeal  of 
the  young  doctor  to  make  the  patient  better:  how 
much  distress  and  dislocation  of  life-patterns  this 
can  cause!  As  I have  found,  quite  a high  propor- 
tion of  apparently  fit  middle-aged  men  who  at- 
tend dermatological  clinics  on  account  of  pruritus 
ani  come,  not  in  order  to  be  rid  of  their  symptom, 
but  for  quite  another  reason — namely,  to  gain 
medical  sanction.  Any  attempts  to  ‘cure’  them 
would  be  misguided.”  O’Neil,  Desmond:  Therapy  of 
the  Stress  Disorders,  Lancet  2:301  (Sept.  12),  1959. 


price  to  be  paid  if  you  wish  to  be  a worthy  mem- 
ber of  a learned  profession.”  Ibid. 

5.  “Multiple  myeloma  is  a disease  of  exceptions, 
and  most  of  the  recent  articles  on  the  subject  are 
descriptive  of  its  vagaries.  The  classic  clinical 
features  and  diagnostic  laboratory  evidence  may 
be  totally  lacking  in  a number  of  cases,  and  yet 
the  diagnosis  at  the  autopsy  table  will  be  mye- 
loma.” Baker,  Wm.  H.:  Discussion  in  Case  44461, 
Case  Records  of  the  Massachusetts  General  Hos-  ' 
pital.  New  England  J.  Med.  259:978  (Nov.  13),  1958.  \ 


2.  “The  main  risk  for  the  doctor  who  is  called  in 
by  one  partner  of  an  ailing  marriage  is,  I suppose, 
that  he  will  get  himself  entangled  in  the  web  of 
feeling,  the  ‘magnetic  field,’  around  each  person, 
that  he  will  become  aroused  himself,  and  impelled 
(because  of  his  own  emotional  state)  to  take  sides. 
If  this  happens  without  insight,  his  position  is 
that  of  the  fly  in  the  folk-saying  ‘come  into  my 
parlour  . . .,’  the  spider  being  the  husband-wife 
unit.  Their  bond  to  each  other  (however  much 
they  may  fight)  is  always  stronger  than  their 
bond  to  him,  so  he  is  the  more  likely  to  be  pun- 
ished.” Ibid. 


3.  “It  is  one  of  the  saddest  aspects  of  the  medical 
curriculum  that  though  we  do  not  know  the  best 
way  to  encourage  you  to  learn,  we  do  seem  to 
know  something  of  how  to  kill  your  curiosity. 
The  eager  enthusiasm  of  the  first  two  years  gives 
place  to  the  hopeless  grind  of  the  third  year  and 
by  then  even  the  entry  to  the  wards  stimulates 
your  determination  more  than  your  curiosity.” 
Whitteridge,  David:  Learning  and  Relearning, 
Lancet  2:191  (Aug.  29),  1959. 


4.  “.  . . a present-day  version  of  what  Lord  Lister 
had  in  mind  when  he  said,  ‘If  you  are  not  willing 
to  learn  and  unlearn  all  your  life  through,  you 
should  give  up  medicine  and  take  up  a third-rate 
trade.’  Learning  is  difficult  enough,  unlearning 
and  relearning  is  not  only  difficult  but  is  opposed 
by  habit  and  false  pride.  It  is  nevertheless  the 


6.  “When  congenital  heart  disease  is  present  in 
more  than  one  member  of  a family,  as  it  is  in  5 
per  cent  of  all  cases,  the  anomaly  is  nearly  always 
the  same.”  Wood,  Paul;  McDonald,  Lawson;  and 
Emanuel,  Richard:  The  Clinical  Picture  Corre- 
lated with  Physiological  Observations  in  the  Di- 
agnosis of  Congenital  Heart  Disease,  in  Pediatric 
Clinics  of  North  America,  Edited  by  Alexander 

S.  Nadas,  Philadelphia,  W.  B.  Saunders  Co.,  Vol. 
15,  No.  4 (Nov.),  1958,  p.  981. 


i 


7.  “German  measles  during  the  first  three  months 
of  pregnancy  accounts  for  not  more  than  5 per  cent 
of  cases  of  congenital  heart  disease,  and  it  is  more 
likely  to  result  in  patent  ductus  arteriosus  than  < 
any  other  anomaly.”  Ibid. 


8.  “It  is  well  to  remember  that  although  there  are  : 
a large  number  of  congenital  anomalies,  there  are  • 
only  eight  common  types,  and  these  account  for  * 

no  less  than  90  per  cent  of  all  cases.”  Ibid.  < 

( 

9.  “Congenital  heart  block  is  complete  twice  as 
frequently  as  it  is  partial.  Physiologically  it  is 
usually  far  less  serious  than  acquired  heart  block 
because  the  inherent  rate  of  the  ventricular  pace- 
maker, which  is  nearly  always  situated  proximal 
to  the  bifurcation  of  the  bundle  of  His,  probably 
close  to  the  antrioventricular  node,  is  faster  than 
in  the  acquired  type,  averaging  48  beats  per  minute 
(range  36  to  80).  Again,  the  rate  is  rarely  fixed, 
but  increases  appreciably  on  effort.”  Ibid. 
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SterazoMin’ 

brand  of  prednisone-phenylbutazone 


The  combined  action  of 
phenylbutazone  and  pred- 
nisone in  Sterazolidin  results 
in  striking  therapeutic  benefit 
with  only  moderate  dosage 
of  both  active  agents. 

In  long-term  therapy  of  the 
major  forms  of  arthritis, 
control  is  generally  main- 
tained indefinitely  with  stable 
uniform  dosage  safely  below 
that  likely  to  produce 
significant  hypercortisonism. 

In  short-term  therapy  of  more 
acute  conditions  Sterazolidin 
provides  intensive  anti- 
inflammatory action  to  assure 
early  resolution  and  recovery. 

Sterazolidin®,  brand  of  prednisone- 
phenylbutazone;  Each  capsule 
contains  prednisone,  1.25  mg.; 
Butazolidin®  Cbrand  of  phenylbuta- 
zone), 50  mg.  ; dried  aluminum 
hydroxide  gel,  100  mg.  ; magnesium 
trisilicate,  1 50  mg. ; homatropine 
methylbromide,  1.25  rng.  Bottles 
of  100. 


Geigy,  Ardsley,  New  Ifork 
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Patent  #2748052 


for  medical  management  of  obesity 


The  different  amphetamine  combination  of  choice . . . 
even  in  many  cases  of  hyperthyroidism,  hypertension, 
coronary  artery  and  other  cardiovascular  diseases. 


OBETROL  incorporates  the  desired  action  of  amphetamines  with- 
out usual  drawbacks. 


OBETROL  Each  20  mg.  tablet  or  two  10  mg.  tablets  contain  safer, 
longer  acting  Methamphetamine  Saccharate  5 mg., 
with  Methamphetamine  Hydrochloride  5 mg.,  Ampheta- 
mine Sulfate  5 mg.,  Dextro  Amphetamine  Sulfate  5 mg. 

SUPPLIED:  in  10  mg.  and  20  mg.  tablets  in  bottles  of  100, 500,  and  1,000. 

Ref;  Plotz,  M.:  Modern  Management  of  Obesity,  J.A.M.A.  170:  1513-1515  (July  25)  1959. 

Available  on  prescription  at  all  leading  pharmacies. 

Write  today  for  clinical  samples.  Page  753  [PDR 
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Schaffer's 

Diseases  of  the  Newborn 


Here  is  richly  detailed  and  immediately  usable  help  on  the 
recognition  and  management  of  diseases,  disorders  and 
anomalies  of  the  newborn  child.  Dr.  Schaffer  pays  full  atten- 
tion to  hath  common  and  uncommon  diseases.  The  book’s  358 
vivid  illustrations  make  up  a virtual  atlas  of  neonatal 
pathology. 

The  physical  examination  which  should  be  performed  on  all 
newborn  children  is  described  in  meticulous  detail.  Special 
attention  is  given  to  signs  and  symptoms,  definite  or  question- 
able, which  may  indicate  the  presence  of  disease.  Common 
and  puzzling  signs  such  as  dyspnea,  cyanosis,  jaundice  and 
diarrhea  are  thoroughly  discussed  with  thoughtful  investiga- 
tion of  differentiating  features.  Case  histories  are  frequently 
cited. 


Moyer  & Fuchs — 
EDEMA: 


Sound  advice  is  given  on  etiology,  pathology,  clinical  course, 
diagnosis,  treatment  and  prognosis  of  such  disorders  as: 
atelectasis,  congenital  diaphragmatic  hernia,  aortic  stenosis, 
meconium  ileus,  omphalocele,  undescended  testicle,  acute 
pyelonephritis,  etc.  Inborn  errors  of  metabolism,  disorders 
of  the  blood,  the  eye,  the  skin,  and  the  endocrine  system  are 
all  well  covered. 

By  Alexander  J.  Schaffer,  M.D.,  Associate  Professor  of  Pediatrics, 
The  Johns  Hopkins  Medical  School  and  Pediatrician  to  The  Johns 
Hopkins  Hospital.  With  the  assistance  of  Milton  Markowitz,  M.D. 
About  1078  pages,  6V2"  x 10",  with  358  illustrations,  some  in  color. 
About  $20.00.  New— Ready  in  June! 


Mechanisms  & 
Management 


Here  is  an  up-to-the-minute  and  practical 
guide  to  what  you  can  and  should  do  for 
your  patients  with  edema.  It  presents  all 
the  useful  information  to  come  out  of 
the  Symposium  on  Salt  and  Water  Reten- 
tion held  at  Hahnemann  Medical  College 
this  past  December. 


Special  Reprint! — Garrison's 
History  of  Medicine 

You’ll  find  this  classic  work  an  intriguing  addition  to  your 
library.  A special  limited  edition  of  the  Fourth  Edition  (pub- 
lished in  1929)  has  just  come  off  press.  Although  the  book  has 
been  out  of  print  for  nearly  15  years,  copies  of  it  have  con- 
stantly been  sought  after.  The  Journal  of  the  American  Medi- 
cal Association  said  of  it:  “Compact  and  crowded  with  facts, 
but  pleasant  reading  throughout, 
clear  and  concise,  rich  in  happy 
‘ phrases,  apt  quotations,  with  occa- 

sional flashes  of  humor,  and  many 
historical  and  cultural  allusions.” 


By  the  late  Fielding  H.  Garrison,  M.D., 
formerly  Lieutenant-Colonel,  Medical 
Corps,  U.S.  Army,  Surgeon  General’s  Of- 
fice, Washington,  D.C.  996  pages,  6"  x 9", 
with  numerous  portraits,  many  rare. 
$13.50.  Reprint  of  Fourth  Edition! 


123  authorities  tell  you  what  they  have 
learned  about  the  mechanisms  and  man- 
agement of  edema.  Immediately  usable 
help  is  given  on  the  treatment  of  edema 
associated  with  such  problems  as:  hyper- 
tension, pregnancy  and  premenstrual 
tension,  renal  disorders,  liver  disease,  and 
congestive  heart  failure. 

Latest  advances  in  the  use  of  diuretics 
are  carefully  considered:  xanthine  diu- 
retics, mercurial  diuretics,  triazine  com- 
pounds, thiazide  derivatives,  antialdo- 
sterone agents  and  steroids,  etc. 


Edited  by  John  H.  Moyer,  M.D.,  Professor  and 
Chairman  of  the  Department  of  Medicine;  and 
Morton  Fuchs,  M.D.,  Assistant  Professor  of 
Medicine,  Hahnemann  Medical  College  and 
Hospital.  883  pages,  6', 2"  x 9^4",  with  286  illus- 
trations. About  $15.00.  New— Just  Ready ! 


W.  B.  SAUNDIRS  COMPANY,  West  Washington  Square,  Phila.  5 


SJG  6-60 


Please  send  me  the  following  books  and  charge  my  account: 


□ Moyer  and  Fuchs  — Edema About  $15.00 

□ Schaffer— Diseases  of  the  Newborn About  $20.00 

□ Garrison’s  History  of  Medicine $13.50 
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Maximal  Absorption 

Acid  stable,  highly  soluble 

Maximal  Blood  Levels 
Maximal  Flexibility 

May  be  administered  without  regard  to  meals. 
However,  highest  absorption  is  achieved 
when  taken  just  before  or  between  meals. 

Maximal  Oral  Indications 

Indicated  in  infections  caused  by 
streptococci, pneumococci,  susceptible 
staphylococci,  and  gonococci 

DOSAGE:  For  moderately  severe  conditions,  125  to  250 
mg.  three  times  daiiy.  For  more  severe  conditions,  500 
mg.  as  often  as  every  four  hours  around  the  clock. 

NOTE:  To  date,  MAXIPEN  has  not  shown  less  allergic 
reactions  than  older  oral  penicillins.  Usual  precautions 
regarding  penicillin  administration  should  be  observed. 

SUPPLIED:  MAXIPEN  TABLETS,  scored,  125  mg.  (200,000 
units),  bottles  of  36;  250  mg.  (400,000  units),  bottles  of 
24  and  100  tablets.  MAXIPEN  FOR  ORAL  SOLUTION;  re- 
constituted each  5 cc.  contains  125  mg.  (200,000  units), 
in  60  cc.  bottles. 


COMPARATIVE  ORAL  SERUM  LEVELS* 

Fasting  and  Non-Fasting  States  / 250  Mg.  Oos»  I 


*Based  on  3294  individual  serum  antibiotic  deter- 
minations. Complete  details  available  on  request 


MAXIPEN,  the  orally  maximal  penicillin, 
is  a triumph  of  man  over  molecule;  a 
product  of  Pfizer  Research 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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It’s  easy  to  “stick  to”  a diet  when  dishes 
in  it  look  as  good  as  this! 


The  secret  of  a successful 
“regularity”  diet  is  acceptance 


Bulky  foods — attractively  served 
— make  the  “regularity”  diet 
acceptable  to  patients.  Fruits 
are  high  in  cellulose  and  appetite 
appeal  served  chilled  in  a com- 
pote dish.  Boiled  vegetables 
look  inviting  garnished  with  dill, 
parsley  or  other  herbs.  Oranges, 
apples,  beets,  carrots  provide 
pectin  which  absorbs  more  fluid 
to  form  smooth  bulk. 


For  extra  appetite  appeal,  your 
patient  can  team  apples  with 
dates.  Raisins  or  bright  fresh 
cranberries  make  a tasty  surprise 
in  a rough  milled  oatmeal  muffin 
which,  with  other  whole  grains, 
offer  cellulose  plus  Vitamin  B 
Complex.  Remember,  plenty  of 
liquid  is  important  to  make  the 
cellulose  bulky— about  8 to  10 
glasses  every  day. 


United  States  Brewers  Foundation 

If  you’d  like  reprints  of  this  and  11  other  different  diet  menus  for  your  patients, 
write  United  States  Brewers  Foundation,  53B  Fifth  Avenue,  N.Y.  17,  N.Y. 


With  your  approval,  a 
glass  of  beer  can  add 
zest  to  a patient’s 
diet.  8 oz.  glass 
supplies  about  Jg  the 
min.  Niacin  requirement 
and  smaller  amounts  of 
other  B Complex 
Vitamins.  (Average  of 
American  Beers) 
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FORMULA:  Each  15  cc.  (tablespoon)  contains: 


Sulfaguanidine 2 Gm. 

Pectin  225  mg. 

Kaolin  3 Gm. 

Opium  tincture 0.08  cc. 


(equivalent  to  2 cc.  paregoric) 

DOSAGE:  Adults:  Initially  1 or  2 tablespoons  from 
four  to  six  times  daily,  or  1 or  2 tea- 
spoons after  each  loose  bowel  move- 
ment; reduce  dosage  as  diarrhea 
subsides. 

Children:  % teaspoon  (=2.5  cc.)  per 
15  lb.  of  body  weight  every  four  hours 
day  and  night  until  stools  are  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 

SUPPLIED:  Bottles  of  16  fi.  oz.  {raspberry  flavor,  pink  color) 

Exempt  Narcotic,  Available  on  Prescription  Only, 


TRADEMARK 


EFFECTIVE  ANTIDIARRHEAL 


/LABORATORIES  | 
New  York  18,  N.  Y. 
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to  relieve  itching,  burning  skin  lesions 

just  press  the  button  on  the  can 

METI’DERM  AEROSOL 

prednisolone  topical 

for  all  steroid-responsive  skin  lesions  • available  with  or  without  neomycin 


there’s 
a better 
move 


Lifts  depression. 


You  see  an  improvement  within  a few  days 

Thanks  to  your  prompt  treatment  and  the 
smooth  action  of  Deprol,  her  depression 
is  relieved  and  her  anxiety  and  tension 
calmed  — often  in  a few  days.  She  eats 
well,  sleeps  well  and  soon  returns  to  her 
normal  activities. 


as  it  calms  anxiety ! 


Smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety... 
rapidly  and  safely 


Balances  the  mood  — no  “seesaw” 
effect  of  amphetamine -barbiturates 
and  energizers.  While  amphetamines 
and  energizers  may  stimulate  the  patient 
—they  often  aggravate  anxiety  and 
tension. 

And  although  amphetamine-barbiturate 
combinations  may  counteract  excessive 
stimulation— often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects, 
Deprol’s  smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety— both  at  the 
same  time. 


Acts  swiftly  — the  patient  often  feels 
better,  sleeps  better,  within  a few 
days.  Unlike  the  delayed  action  of  most 
other  antidepressant  drugs,  which  may 
take  two  to  six  weeks  to  bring  results, 
Deprol  relieves  the  patient  quickly  — often 
within  a few  days.  Thus,  the  expense  to 
the  patient  of  long-term  drug  therapy  can 
be  avoided. 

Acts  safely  — no  danger  of  liver 
damage.  Deprol  does  not  produce  liver 
damage,  hypotension,  psychotic  reactions 
or  changes  in  sexual  function— frequently 
reported  with  other  antidepressant  drugs. 


Bibllogrraphy  (13  clinical  studies,  858  patients )t'l.  Alexander,  1.  (35  patients):  Chematherapy 
of  depression  — Use  of  meprabamate  combined  with  benactyzine  (2-diethylaminoethyl  benzilate)  hydrochlo- 
ride. J.A.M.A.  f66:1019,  March  1,  1958.  2.  Bateman,  J.  C.  and  Carlton,  H.  N.  (50  patients):  Meprobamate 
and  benactyzine  hydrochloride  (Deprol)  as  adjunctive  therapy  for  patients  with  advanced  cancer.  Antibiotic 
Med.  & Clin.  Therapy  6:648,  Nov.  1959.  3.  Beerman,  H.  M.  (44  patients):  The  treatment  of  depression  with 
meprobamate  and  benactyzine  hydrochloride.  Western  Med.  1:10,  March  1960.  4.  Bell,  J.  L.,  Tauber,  H., 
Santy,  A.  and  Pulito,  F.  (77  patients):  Treatment  of  depressive  states  in  office  practice.  Dis.  Nerv.  System 
20:263,  June  1959.  5.  Breitner,  C.  (31  patients):  On  mental  depressions.  Dis.  Nerv.  System  20:142,  (Section 
Two),  May  1959.  6.  Gordon,  P.  E.  (50  patients):  Deprol  in  the  treatment  of  depression.  Dis.  Nerv.  System 
21:215,  April  1960.  7.  Landman,  M.  E.  (50  patients):  Clinical  trial  of  a new  antidepressive  agent.  J.  M.  Soc. 
New  Jersey.  In  press,  1960.  8.  McClure,  C.  W.,  Papas,  P.  N.,  Speare,  G.  S.,  Palmer,  E.,  Slattery,  J.  J., 
Konefal,  S.  H.,  Henken,  B.  S.,  Wood,  C.  A.  and  Ceresio,  G.  B.  (128  patients);  Treatment  of  depression  - New 
technics  and  therapy.  Am.  Pract.  & Digest  Treat.  10:1525,  Sept.  1959.  9.  Pennington,  V.  M.  (135  patients): 
Meprobamate-benactyzine  (Deprol)  in  the  treatment  of  chronic  brain  syndrome,  schizophrenia  and  senility. 
J.  Am.  Geriatrics  Soc.  7:656,  Aug.  1959.  10.  Rickels,  K.  and  Ewing,  J.  H.  (35  patients):  Deprol  in  depressive 
conditions.  Dis.  Nerv.  System  20:364,  (Section  One),  Aug.  1959.  11.  Ruchwarger,  A.  (87  patients);  Use  of 
Deprol  (meprobamate  combined  with  benactyzine  hydrochloride)  in  the  office  treatment  of  depression. 
M.  Ann.  District  of  Columbia  28:438,  Aug.  1959.  12.  Settel,  E.  (52  patients):  Treatment  of  depression  in  the 
elderly  with  a meprobamate-benactyzine  hydrochloride  combination.  Antibiotic  Med.  & Clin.  Therapy  7:28, 
Jan.  1960.  13.  Splitter,  S.  R.  (84  patients):  Treatment  of  the  anxious  patient  in  general  practice.  J.  Clin.  & 
Exper.  Psychopath.  In  press,  April-June  1960. 


Deprol^' 


Dosage:  Usual  starting  dose  is  1 tablet  q.i.d.  When 
necessary,  this  dose  may  be  gradually  increased  up  to 
3 tablets  q.i.d. 

Composition:!  mg.  2-diethylaminoethyl  benzilate  hydro- 
chloride (benactyzine  HCl)  and  400  mg.  meprobamate. 
Supplied:  Bottles  of  50  light-pink,  scored  tablets.  Write 
for  literature  and  samples. 

#*  WALLACE  LABORATORIES /New  Brunswick,  N.  J. 
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1 2 

no  irritating  crystals  • uniform  concentration  in  each  drop 

STERILE  OPHTHALMIC  SOLUTION 

NEO-HVDEITRASOI 

PREDNISOLONE  21-PHOSPHATE-NEOMYCIN  SULfATI 


2.000  TIMES  MORE  SOLUBLE  THAN 

“The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  in  the  patient’s 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop.’’^ 


PREDNISOLONE  OR  HYDROCORTISONE 

1.  Lippmann,  0.:  Arch.  Ophth.  57:339,  March  1957. 

2.  Gordon,  D.M.:  Am.  J.  Ophth.  46:740,  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL®.  In  5 cc.  and  2.5  cc 
dropper  vials.  Also  available  as  0.25%  Ophthalmic 
Ointment  NEO-HYDELTRASOL  (with  neomycin  sulfate) 
and  0.25%  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  & Co.,  Inc. 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc..  Philadelphia  1,  Pa. 
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When 


A TRUE  "TRANQUiLAXANl " 

relaxes  skeletal  muscle  spas 


.?  4 5 


L. 


LOW 


anacciisioB 


BRAND  OF  CHLORMEZANONE 


relieves 
the  pain 
and  disability 
of 

musculoskeletal 

disorders 


hen  enthusiastic  gardening  — or  any 
a host  of  other  pleasant  summer  ac- 
uities — brings  on  low  back  pain  asso- 
ited  with  skeletal  muscle  spasm,  your 
itient  need  not  be  disabled  or  even  un- 
mfortable  for  any  length  of  time.  The 
asm  can  be  relaxed  with  Trancopal, 
id  relief  of  pain  and  disability  follows 
omptly.  The  patient  can  usually  con- 
lue  his  normal  activities  while  taking 
rancopal. 

chtman^’^  used  Trancopal  to  treat  pa- 
ents  with  low  back  pain,  stiff  neck, 
irsitis,  rheumatoid  arthritis,  osteo- 
’thritis,  trauma  and  postoperative 
uscle  spasm.  He  noted  that  Trancopal 
'ought  satisfactory  relief  to  817  of  879 
itients  (excellent  in  268,  good  in  448, 
lir  in  101) . “Chlormethazanone  [Tran- 
)pal]  not  only  relieved  painful  muscle 
)asm,  but  allowed  the  patients  to  re- 
ime  their  normal  activities  with  no  in- 
irference  in  performance  of  either 
lanual  or  intellectual  tasks.”^ 


ruenberg®  also  prescribed  Trancopal 
)r  70  patients  with  low  back  pain  and 
bserved  that  it  brought  marked  im- 
rovement  to  all  of  them.  “In  addition 
) relieving  spasm  and  pain,  with  subse- 
quent improvement  in  movement  and 
unction,  Trancopal  reduced  restless- 


ness and  irritability  in  a number  of  pa- 
tients.”® In  another  series  of  193  pa- 
tients Kearney^  obtained  relief  with 
Trancopal  in  181  patients  suffering 
from  low  back  pain  and  other  forms  of 
musculoskeletal  spasm. 

Trancopal  enables  the  anxious  patient 
to  work  or  play.  According  to  Gruen- 
berg,  “In  addition  to  relieving  muscle 
spasm  in  a variety  of  musculoskeletal 
and  neurologic  conditions,  Trancopal 
also  exerts  a marked  tranquilizing  ac- 
tion in  anxiety  and  tension  states.”® 
Lichtman^  found  that  his  patients  in 
anxiety  and  tension  states  “.  . . were  in 
many  instances  able  to  continue  their 
normal  activities  where  previously  they 
had  been  considerably  restricted  in  their 
activities.’”  “.  . . Trancopal  is  the  most 
effective  oral  skeletal  muscle  relaxant 
and  mild  tranquilizer  currently  avail- 
able.” (Kearney)^ 

Side  effects  are  rare  and  mild.  “Tran- 
copal is  exceptionally  safe  for  clinical 
use.”®  In  the  70  patients  with  low  back 
pain  treated  by  Gruenberg,®  the  only  side 
effect  noted  was  a mild  nausea  which  oc- 
curred in  2 patients.  In  Lichtman’s 
group,  “No  patient  discontinued  chlor- 
methazanone  [Trancopal]  because  of 
intolerance.’” 


potent  muscle  relaxant 
effective  tranquilizer 


• In  musculoskeletal  disorders,  effective  in  91  per  cent  of  patients.® 

• In  anxiety  and  tension  states,  effective  in  89  per  cent  of  patients.® 

• Low  incidence  of  side  effects  (2.3  per  cent  of  patients) . 

Blood  pressure,  pulse  rate,  respiration  and  digestive  processes 
are  unaffected  by  therapeutic  dosage.  It  does  not  affect  the 
hematopoietic  system  or  liver  and  kidney  function. 

• No  gastric  irritation.  Can  be  taken  before  meals. 

• No  clouding  of  consciousness,  no  euphoria  or  depression. 


Indications: 


TRANCOPAL  (BRAND  OF  CHLORMEZANONE)  AND  CAPLETS,  TRADEMARKS  REG.  U.S.PAT.  OFF.  PRINTED  IN  U.  S.  A. 

PROFESSIONAL  MODELS  USED  FOR  PHOTOGRAPHS.  COPYRIGHT,  1960,  WINTHROP  LABORATORIES  1474M 


Musculoskeletal  disorders 

Low  back  pain  (lumbago) 

Neck  pain  (torticollis) 

Bursitis 

Fibrositis 

Myositis 

Ankle  sprain,  tennis  elbow 
Osteoarthritis 
Rheumatoid  arthritis 
Disc  syndrome 
Postoperative  muscle  spasm 


How  Supplied:  Trancopal  Caplets® 

200  mg.  (green  colored,  scored),  bottles  of  100. 

' '-'j  100  mg.  (peach  colored,  scored),  bottles  of  100. 

Dosage:  Adults,  200  or  100  mg.  orally  three  or  four 
times  daily.  Relief  of  symptoms  occurs  in  from  fifteen  to 
thirty  minutes  and  lasts  from  four  to  six  hours. 

References:  1.  Lichtman,  A.  L. : Kentucky  Acad.  Gen.  Pract.  J. 
4:28,  Oct.,  1958  • 2.  Lichtman,  A.  L. : Scientific  Exhibit,  Internat. 
Coll.  Surgeons,  Jan.  4-7,  1959,  Miami  Beach,  Fla.  • 3.  Gruenberg,  F.: 
Current  Therap.  Res.  2:1,  Jan.,  1960  • 4,  Kearney,  R.  D.:  Current 
Therap.  Res.  2:127,  April,  1960  • 5.  Collective  Study, 

Department  of  Medical  Research,  Winthrop  Laboratories. 


Psychogenic  disorders 

Dysmenorrhea 
Premenstrual  tension 
Anxiety  and  tension  states 
Asthma 

Angina  pectoris 
Alcoholism 


LABORATORIES 

New  Yorkl8,N.Y. 


W uua  y . . • a growing  bibliography 
1 confirms  the  importance  in 

modern  medical  practice  of 


"In ..  .recent  years, ...  comprehensive  programs  of  wine  research  have 
been  instituted  in  many  university  laboratories  and  clinics — Among 
the  most  recent  findings  are  new  evidence  of  dry  wines’  value  in  the 
treatment  of  diabetes . . . ; the  detection  of  wine  components  which  act 


as  mild  cardiac  stimulants;  marked  effects  in  reducing  basic  emotional 
tension ...  in  protecting  against  the  shocks  of  sudden  stimuli  (both  of 
these  at  very  moderate  blood-alcohol  levels),  and  somewhat  startling 


values  in  treating  diseases  of  the  digestive  tract. 

"Especially  good  news  to  doctors  are  findings  that  certain  wines  are  the 
most  effective  natural  liquid  stimulants  of  appetite  for  their  convales- 
cent patients;  that  the  low  sodium  content  of  the  beverage  permits  its 


inclusion  in  the  unpleasant  low-salt  diets  of  patients  with  heart  trouble; 


and,  finally,  measured  proof  of  wine’s  value  in  promoting  euphoria.’’* 


Fora  scientific  discussion  of  the  modern  uses  for  wine  in  convalescence,  cardiology, 
urology,  geriatrics,  write  for  "Uses  of  Wine  in  Medical  Practice,”  Wine  Advisory  Board, 
717  Market  Street,  San  Francisco  3,  California. 


*Adams,  L.  D.:  The  Csmmonsense  Book  of  Wine,  New  York,  David  McKay  Company,  Inc.,  1958,  pp.  162-163. 
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whenever  digitalis 
is  indicated 


LANOXIN:  DIG 

formerly  known  as  Digoxin  ‘B.  W.  & Co.  ’® 


.te  drus 

n and  Levine,  3-  ^954,  p.  23,  P 

“le.  Brown  & Company- 

Boston,  biiiio'  


‘LANOXIN’  TABLETS  ‘LANOXIN’  INJECTION  ‘LANOXIN’  ELIXIR  PEDIATRIC 
0.25  mg.  scored  (white)^  0.5  mg,  in  2 cc.  (I.M.  or  I.V,)  0,05  mg,  in  1 CC. 

0.5  mg.  scored  ( green ) 


BURROUGHS  WELLCOME  & CO.  (U.S.AJ  INC.,  Tiickahoe,  N.Y. 
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NEW  AND  EXCLUSIVE 


FOR  SUSTAINED 
TRANQUILIZATION 


MltTOWN®  (meprobamate)  now  available 
in  400  mg.  continuous  release  capsules  as 

Meprospan-400 


• relieves  both  mental  and  muscular  tension 
without  causing  depression 

• does  not  impair  mental  efficiency,  motor 
control,  or  normal  behavior 

Usual  dosage:  One  capsule  at  breakfast, 

one  capsule  with  evening  meal 

Available:  Meprospan-400,  each  blue  capsule  contains 
400  mg.  Miltown  (meprobamate) 

Meprospan-200,  each  yellow  capsule  contains 
200  mg.  Miltown  (meprobamate) 

Both  potencies  in  bottles  of  30. 

lffil®WALLAGE  LABORATORIES,  Mew  Brunswick,  M.  J. 
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sulfa  therapy  suited 
to  young  tastes 
and 

tempers . . . 


Employs  the  acetyl  form  of  KYNEX  to  impart  high 
palatabihty  yet  retain  single-daily-dose  effectiveness  and 
rapid,  high  sustained  action  against  sulfa-susceptible  infec- 
tions. Dosage:  first  day,  1 tsp.  (250  mg)  for  each  20  lbs.; 
thereafter,  tsp.  daily  for  each  20  lbs.  For  80  lbs.,  use 
adult  dosage  of  4 tsp.  (1.0  Gm.)  initially;  and  2 tsp. 
(0.5  Gm.)  thereafter.  Taken  once  a day— preferably  after 
a meal.  Supplied:  Each  tsp.  (5  cc.)  contains  250  mg. 
sulfamethoxypyridazine  activity.  Bottles  of  4 and  16  fl.  oz. 


CHERRY  LIQUID  AND  1-DOSE-DAIL 


KYNEX 


Acetyl  Sulfamethoxypyridazine 

ACETYL  PEDIATRIC  SUSPENSIO 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  Yor 


THE  HOSPITAL  BENEFIT  ASSURANCE  PLAN 
GUARANTEED  RENEWABLE 
FOR  LIFE 


^ legal  « street  at  WIUETTA  PHOt 


home  OFFICE  FIRST 


June  ] » 


1960 


L3,  that  on  occasions. 

Some  doctors  ^ger^Iilowance  from  us  on  thei 

they  receive  a large  the 

c^nraical  fee  than  on  o 
;rceaure  was  pertor.eh. 

ocnlt  of  many  of  our 

■the  greater  henetit  Surgical  Wh" 

,,Ucyowners  «/^is  ,,,3  ^ 

""'^rrer  tie  Standard  Surgical 

-itron!  - p-r:iir;fn -Ts^^^ 

rtfi-r  day  fo^  doctoi 

surgical  continenent. 

non-surgloa 

coverage  up 

We  hope  you  will  Q 

Very  truly  yours. 


Duhe  P.  Gashins,  M.r, 
Medical  Director 


DRG'.th 


Offices  in : 

Suite  3,  1045  Aeoma  Street 
Denver,  Colorado 

422  Continental  Bank  Building 
Salt  Lake  City,  Utah 
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Recent  JAMA  editorial  statement  clarifies, 
the  current  controversy  about  dietary  fatsi 

Excerpted  from  the  March  12, 1960,  issue  of  The  Journal  of  The  American  Medical  Association: 


44It  is  accepted  generally  that  specific  altera- 
tion in  the  diet  will  lower  the  concentra- 
tion of  cholesterol  in  the  blood.  The  most 
effective  results  to  date  have  been  achieved 
by  increasing  consumption  of  polyunsatu- 
rated fatty  acids,  particularly  linoleic  acid. 
However,  indefinitive  and  conflicting  infor- 
mation has  left  much  to  the  imagination  of 
some  food  processors.  Some  of  the  largest 
vegetable  oil  processors  in  the  United  States 
have  implied  in  advertisements  that  the 
cholesterol  level  can  be  lowered  merely  by 
adding  polyunsaturated  fatty  acids  to  the 
diet.  This  selling  campaign  has  created  con- 
fusion among  lay  people,  making  it  increas- 
ingly important  that  the  physician  clarify 
for  his  patients  the  conditions  under  which 
changes  in  the  diet  will  be  effective. 


unsaturated  fatty  acid  content  of  their  prod- 
uct. This  number  is  not  a reliable  indicator 
of  therapeutic  value  because  it  measures 
monounsaturated  and  polyunsaturated  fatty- 
acid  content  at  the  same  time.  A mo^noun- 
saturated  acid,  like  oleic,  takes  up  two  iodine 
atoms  but  does  not  affect  the  cholesterol 
concentration  of  the  blood.  A polyunsatu- 
rated acid,  like  linoleic,  takes  up  four  iodine 
atoms.  In  a product  containing  large 
amounts  of  oleic  acid  and  small  amounts  of 
linoleic  acid,  the  iodine  number  is  nearly  the 
same  as  it  would  be  for  a product  contain- 
ing little  oleic  acid  and  a modest  amount  of 
linoleic  acid.  Cottonseed  oil  has  an  iodine 
number  of  110  and  corn  oil  a number  of 
127 ; yet  they  each  have  about  the  same 
amount  of  linoleic  acid. 


The  patient  should  understand  that  if  he 
increases  his  consumption  of  polyunsatu- 
rated fatty  acids  without  reducing  his  in- 
take of  other  fats,  little  is  gained  save  for 
additional  calories  which  could  lead  to  obe- 
sity. A particular  regimen  will  be  effective 
only  if  polyunsaturated  fatty  acids  are  re- 
sponsible for  an  appreciable  percentage  of 
the  total  fat  calories.  That  is,  they  must  re- 
place rather  than  supplement  some  of  the 
saturated  fats  and  oils  already  in  the  diet. 

Some  manufacturers  cite  the  “iodine 
number”  of  a fat  or  oil  as  evidence  of  the 


Low-fat  diets  will  not  reduce  the  concen- 
tration of  circulating  cholesterol  and 
lipoproteins  as  effectively  as  will  diets 
containing  an  adequate  percentage  of  poly- 
unsaturated fatty  acids.  Weight-reduction 
regimens  are  basically  low  in  fat,  and  if  a 
lowered  cholesterol  level  is  necessary,  plan- 
ning must  be  done  to  maintain  the  proper 
ratio  of  saturated  to  unsaturated  fats. 

Herbert  Pollack,  M.D. 

Associate  Professor  of  Clinical  Medicine 
Postgraduate  Medical  School 
New  York  University,  New  York 


Where  a vegetable  (salad)  oil  is  medically  recommended  for  a cholesterol  depressant  regi 


isson  is  unsurpassed  by  any  readily  available  b 


Lean  Beef  Tips  Veronique  an  example 

of  glorious  eating  from  Wesson 


N 


'S  IMPORTANT  CONSTITUENTS 


WESSO 


Wesson  is  100%  cottonseed  oil-winterized  and  of  selected  quality 


Linoteic  acid  glycerides  (poly-unsaturated)  50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Total  unsaturated  70-75% 

Palmitic,  stearic  and  myristic  glycerides  (saturated)  25-30% 

Phytosterol  (predominantly  beta  sitosterol)  0.3-0.5% 

Total  tocopherols  0.09-0.12% 

Never  hydrogenated— completely  salt  free 


Each  pint  of  Wesson  contains  437-524  Int.  Units  of  Vitamin  E 

FREE  Wesson  recipes,  available  in  quantity  for  your  patients, 
show  how  to  prepare  meats,  seafoods,  vegetables,  salads  and 
desserts  with  poly-unsaturated  vegetable  oil.  Request  quantity 
needed  from  The  Wesson  People,  Dept.  N,  210  Baronne  St., 
New  Orleans  12,  La. 


for  dryness  and  itching,  prickly  heat  and  rash 
intertrigo,  insect  bites,  other  summer  skin  discomforts 


SARDO  acts  promptly  to  help  restore  needed 
natural  oil  and  moisture'  to  dry,  itchy  skin,  by 
helping  to  re-establish  the  normal  lipid-aque- 
ous balance.  Thus  SARDO  eases  irritation, 
soothes,  softens,  brings  sustained  comfort. 

USED  IN  THE  BATH,  SARDO  releases  millions 
of  microfine  water-dispersible  globules*  to  pro- 
vide an  emollient  suspension  which  enhances 
your  other  therapy  ...  in  prickly  heat,  intertrigo. 


insect  bites,  skin  dryness  and  itch  of  atopic  der- 
matitis, eczematoid  dermatitis,  senile  pruritus, 
soap  dermatitis,  etc.' 


Patients  appreciate  pleasant,  convenient,  easy- 
to-use  SARDO.  Non-sensitizing.  Most  economical. 
Bottles  of  4,  8 and  16  oz. 


Write  for  and  literature  . 

Sardeau,  Inc. 


75  East  55th  Street 
New  York  22,  New  York 
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announcing  a major  event 
in  anticoagulant  therapy. . . 

Certified — before  introduction — by  5 years  of  clinical  experience 
and  published  reports  in  the  U.  S.A.,  Canada  and  Great  Britain. 


anisindione 


new  oral  prothrombin  depressant 

control  at  every  stage  of  anticoagulant  therapy  rapidity 
of  induction  and  recovery  time  predictability  of  initial 
and  maintenance  dosages  St3.blllty  of  therapeutic  prothrombin 
levels  during  maintenance  therapy  FCVCFSlblllty  of  anti- 
coagulant effect  with  vitamin  Ki  preparations . . . rapid  return  to 
therapeutic  levels  on  remedication 


Well  tolerated  and  relatively  nontoxic 
no  nausea  and  vomiting,  proteinuria, 
agranulocytosis  or  leukopenia  yet  observed 
— chroinaturia  infrequent  and  transient. 

Single  daily  dose  convenience 


Packaging— Mjradon  Tablets,  50  mg.,  bottle 
of  100. 


For  complete  information  on  indications, 
dosage,  precautions,  and  contraindications 


S-435 


. . . DARVO-TRAN"  relieves  pain  more  effeetively  than 

the  analgesic  components  alone 


Effective  analgesia  plus  safe  relief  of  mild  anxiety  helps  combat  the  pain- 
anxiety  spiral.  In  Darvo-Tran,  the  tranquihzing  properties  of  Ultran®  are 
added  to  the  estabhshed  analgesic  effects  of  Darvon®  and  the  anti-inflam- 
matory benefits  of  A.S.A.®.  Clinical  and  pharmacologic  studies  have  shown 
that  when  pain  is  accompanied  by  anxiety,  the  addition  of  Ultran  enhances 
and  prolongs  the  analgesic  effects  of  Darvon. 


Kach  Pulvule®  Darvo-Tran  provides: 


Darvon  ....  32  mg. — to  raise  pain  threshold 

A.S.A 325  mg. — to  reduce  inflammation 

Ultran 150  mg. — to  relieve  anxiety 


Usual  Dosage: 

1 or  2 Pulvules  three  or  four  times  daily. 


Darvo-Tran^"  (dextro  propoxyphene  and 
acetyisalicylic  acid  with  phenaglycodol, 
Lilly) 

Ultran®  (phenaglycodol,  Lilly) 

Darvon®  (dextro  propoxyphene  hydrochloride, 
Lilly) 

A.S.A.®  (acetyisalicylic  acid,  Lilly) 


ELI  Lilly  and  company  • Indianapolis  e,  Indiana,  u.  s.  a. 

020407 
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M EMBERS  OF  SEVERAL  MEDICAL  SOCIETIES 
have  recently  met  to  hear  about  the  White 
House  Conference  on  Aging  from  Mr.  Ed 
Niehouse,  a member  of  its  Advisory  Com- 
mittee. Normally,  Mr.  Niehouse  is  the 

Director  of  Em- 

rri  7\r  r?  1 ■ j ployee  Relations 

1 he  IS ew  t asnioned  K ^ 

for  the  Great 

Tranquilizer  Western  Sugar 

Company.  He  has 
no  axe  to  grind,  but  is  doing  a job  as  a good 
and  sincere  citizen  upon  a massive  nation- 
wide project  of  1,740  delegates  selected  by 
Governors  of  the  states.  There  are  20  topic 
areas  for  study,  each  concerned  with  pater- 
nalizing  the  elder  citizen,  of  which  15  million 
are  over  65.  Health  and  medical  care  com- 
prise only  one  of  the  topics. 

Dwight  D.  Eisenhower  in  1956  said,  “Our 
nation  must  learn  to  take  advantage  of  the 
full  potential  of  our  older  citizens — their 
skills,  their  wisdom,  and  their  experience. 
We  need  these  traits  fully  as  much  as  we 
need  the  energy  and  boldness  of  youth.” 
This  is,  of  course,  a splendorous  statement. 
But  we  must  not  kill  the  energy  and  bold- 
ness of  youth  by  taxing  the  fruits  of  its  labors 
until  individual  incentive  is  gone!  Our  nation 
has  a far  greater  stake  in  its  youths  than  in 
its  elders.  And  what  about  the  senior  citizens 
who  worked  hard  and  were  prudent  enough 
to  provide  for  their  own  health,  education, 
and  welfare  after  65?  Those  who  are,  or  will 
be,  in  this  group  haven’t  thus  far  been  grant- 
ed benefit  of  the  Keogh-Simpson  Bill  (H.R. 
10) , or  the  like,  which  would  allow  the  self- 
employed  to  invest  a tax-free  deduction  of 
annual  earnings  in  a restricted  retirement 
fund. 

The  picture  Mr.  Niehouse  painted  is  grim. 
He  stated  that  we  as  individuals  or  as  a group 
cannot  stem  the  tide  of  large  long  steps  to- 
ward the  welfare  state.  Our  voices  can,  how- 
ever, be  heard  and  they  might  inject  some 
realism  into  the  question  of  health  benefits 
to  the  aging.  Many  of  our  voices  have  been 
heard,  but  with  what  effect  we  do  not  know. 


Paternalistic  federal  legislation  seems  to  be 
going  through  in  spite  of  us  or  anyone  else, 
and  it  is  a multi-billion  dollar  business.  Since 
Mr.  Niehouse’s  talk,  it  is  heartening  at  least 
to  note  some  deductible  clauses  being  sug- 
gested by  Mr.  Eisenhower  among  modifica- 
tions of  the  original  Forand  Bill.  If  the  first 
expense  of  an  illness  comes  out  of  the  recipi- 
ent’s pocket,  it  will  deter  a substantial  per 
cent  of  the  nuisance  claims  of  thousands  by 
selfish  persons  who  are  determined  to  “get 
theirs”  regardless  of  anyone  else. 

If  our  country  is  to  be  run  by  the  so-called 
senior  citizens,  the  professional  veterans,  and 
the  current  type  of  labor  leader — and  we  are 
on  the  way  toward  a 40,  30,  or  20-cent  dollar — 
where  will  there  be  an  incentive  for  the 
“energy  and  boldness  of  youth”  to  produce? 
It  is  already  seriously  impaired.  In  our  pro- 
fession, the  12  to  15  per  cent  of  top  students 
who  used  to  enter  medicine  are  no  longer 
doing  so;  it  is  now  under  2 per  cent.  Who  can 
fail  to  understand  why?  And  with  40  per  cent 
of  our  people  riding  on  the  backs  of  the  other 
60  per  cent,  with  “get  something  for  nothing” 
becoming  a malignant  and  contagious  disease, 
where  do  we  go  from  here? 


Q 

kJENATOR  Estes  Kefauver  has  recently  been 
much  in  the  limelight  because  of  the  inquiry 
his  Senate  Antitrust  and  Monopoly  Subcom- 
mittee is  conducting  into  the  cost  of  drugs, 
especially  Miltown  and  Thorazine.  “How  can 
you  justify  that?”,  our 

What  Price  newspaper  quotes  him  as 

saying  to  the  president  of  a 
Drugs?  large  Philadelphia  drug 

manufacturer.  “Don’t  you 
think  you  ought  to  have  a little  compassion 
on  these  tranquilizer  users?” 

All  must  concur  in  the  view  that  anyone 
who  is  distraught  to  the  point  of  needing 
tranquilizers  is  deserving  of  any  break  that 
can  lessen  his  tensions,  financial  or  other- 
wise. Senator  Kefauver’s  investigation  could 
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be  beneficial  in  calling  attention  to  the  tend- 
ency of  entirely  new  (and  possibly  over- 
publicized and  over-rated)  drugs  to  be  priced 
high.  No  doubt  patent  restrictions  and  flam- 
boyant promotional  campaigns  contribute. 

In  fairness  to  the  American  economic  tra- 
dition, however,  it  should  be  pointed  out  that 
these  initial  exuberances  are  usually  soon 
followed  by  the  relentless  pressure  of  com- 
petitive forces  which  can  bring  astonishing 
values  to  the  consumer  of  pharmaceuticals. 
Aspirin  is  still  one  of  the  mainstays  of  thera- 
peutics, and  a current  ad  offers  a bottle  of 
250  tablets  for  39  cents.  We  seem  to  remember 
having  read  that  a standard  dose  of  that 
supreme  drug  miracle  of  our  age,  penicillin, 
now  costs  less  for  the  powder  than  for  the 
expense  of  delivering  it  in  an  ampule. 

We  would  be  remiss  to  leave  this  subject 
without  pointing  out  to  Senator  Kefauver 
that  he  personally,  as  a lawmaker,  may  well 
be  one  of  those  responsible  for  the  high  price 
of  tranquilizers.  In  spite  of  the  glamor  of  the 
newcomers,  it  is  an  incontestible  fact  that  the 
oldest  of  them  all — ethyl  alcohol — is  still  by 
all  odds  the  most  popular.  Like  the  new 
drugs,  it  has  deleterious  psychic  and  hepato- 
toxic  side-effects  that  must  be  taken  seriously 
into  account,  but  for  all  that  it  is  still  man- 
kind’s favorite  tranquilizer. 

The  price  of  alcohol  is  very  high,  mainly 
because  the  federal  government  taxes  dis- 
tilled spirits  at  $10.50  per  proof  gallon  (which 
is  a gallon  that  is  50  per  cent  alcohol) . This 
tax  rate  has  gone  up  450  per  cent  since  1939. 
It  is  now  so  high  that  the  drinkers  have 
silently  rebelled.  Estimates  have  it  that  25 
per  cent  of  all  liquor  consumed  in  the  United 
States  is  now  bootleg  brew,  on  which  no 
taxes  are  paid. 

Yes,  Senator  Kefauver,  many  things  are 
too  high  and  one  of  them  is  the  cost  of  govern- 
ment. Your  own  place  in  this  economic  pic- 
ture calls  to  mind  the  story  of  the  sophisti- 
cated New  Yorker  who  one  beautiful  spring 
day  sat  on  a bench  in  Central  Park  reminis- 
cing to  himself  about  his  long  sojourn  in 
the  big  city.  It  startled  him  when  the  thought 
occurred  that  he  was  exactly  the  kind  of  guy 
his  mother  warned  him  about  20  years  before, 
as  he  boarded  the  bus  to  leave  his  native 

village  in  Tennessee.  tv/t-jji  . 

R.  P.  Middleton 


T 

J.  HERE  S ONE  BORN  EVERY  MINUTE — which  will 

keep  the  world  supplied  with  fools  as  long 
as  men  and,  more  especially  for  this  com- 
munication, women  inhabit  the  earth.  And 
as  long  as  life  goes  on  the  fountain  of  youth 

will  be  sought. 

of  the  Skin  and  P^ennial  oppor- 

tunists  Will  claim 
Graying  of  the  Mind  they  have  found 

it,  and  credulous 

suckers  will  shovel  those  coffers  full. 

A regional  newspaper  sees  fit,  for  some 
inexplicable  reason,  to  make  front  page  news 
of  the  “Case  of  the  Vanishing  Wrinkles.”  No 
use  here  to  recount  any  of  the  tripe  about 
the  Miami  face  rejuvenator  who  says  she  in- 
herited a secret  formula  from  a now  deceased 
benefactor  to  Hollywood  stars.  The  only 
“secret”  is  as  old  as  civilization — confidence, 
determination,  anticipation — all  as  free  as  the 
air  we  breathe  but,  in  this  instance,  2,500 
dollars’  worth.  Who  wouldn’t  look  better  after 
reduced  diet,  laxative,  tranquilizer,  vitamin 
pills,  freshly  squeezed  o.j.,  rest,  mud  packs 
and  a couple  of  grand  worth  of  hope?  Granted 
they  look  better  when  they  leave  than  when 
they  arrived.  But  let’s  see  how  the  “new” 
face  looks  after  being  back  in  the  rut  for 
three  months;  it  won’t  take  Father  Time  three 
years  to  catch  up  and  replace  his  indelible 
and  irreversible  marks.  For  the  records,  how- 
ever, it  is  amazing  what  a smile  and  an  over- 
exposed photograph  will  do. 

No  face  peeling — an  old  beauty  parlor 
maneuver  which  has  lost  some  favor  because 
of  chemicals  in  the  slush  having  taken  off 
more  than  the  outer  layers  of  the  skin  in 
some  glaring  instances — will  have  much  stay- 
ing power  no  matter  how  glamorized,  expen- 
sive, and  publicized.  Imagine  the  woman  aged 
60,  who  returned  claiming  she  looked  40. 
And  to  prove  it  she  was  wearing  bobby  sox 
and  parked  her  jalopy  (or  was  it  a sports 
car?)  outside.  Two  more  treatments  and  she’ll 
be  back  in  diapers,  if  cerebral  sclerosis  doesn’t 
progress  the  rest  of  the  way  and  nail  her  first. 

There  is  no  way  to  reverse,  or  more  than 
slightly  retard,  the  ravages  of  time  upon  the 
human  body  or  any  part  of  it.  There  is  pro- 
gressive elastosis  of  the  skin  which  holds  the 
body  together,  and  sclerosis  of  the  arteries 
which  feed  it. 
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Hypnotherapy  in  advanced  cancer* 

Murray  M.  Friedman,  M.D.,  Santa  Fe,  N.  M. 


Hypnosis  is  now  in  the  spotlight, 
and  it  is  doing  amazing  things 
as  a medium  of  therapy. 

Realistic  reports  of  this  type 
are  dispelling  some  of  its  mysteries. 


Most  of  the  200,000  patients  destined  to  die 
of  cancer  in  the  next  year  will  suffer  pain. 
Frequently,  the  pain  is  intractable  and  ag- 
gravated by  the  emotional  problems  of  an 
individual  facing  a death  sentence.  Treatment 
of  the  cancer  itself  is  no  longer  a problem 
since  the  patient  is  dying.  Drugs  have  a 
limited  value.  In  effective  doses,  these  de- 
prive a patient  of  contact  with  his  family  and 
the  few  things  that  are  left  for  him  to  enjoy. 
The  most  effective  drugs  are  also  habit  form- 
ing and  the  agonies  of  drug  addiction  can 
overshadow  all  other  considerations.  Various 
palliative  surgical  procedures,  including 
nerve  block,  may  be  helpful,  but  they  require 
special  skills.  Further,  the  indications  for 
these  procedures  are  not  always  clearb  If 
the  tensions,  mental  anguish  and  increased 
susceptibility  to  pain  associated  with  cancer 
can  be  replaced  by  an  attitude  of  confidence 
and  courage,  death  can  be  met  serenely  and, 
in  the  interval  before  his  death,  the  patient 
continues  interest  in  his  affairs  and  friends. 
He  enjoys  his  food  and  his  attitude  is  hopeful. 
It  is  the  purpose  of  this  paper  to  show  how, 
under  favorable  conditions,  hypnosis  can  be 
used  to  maneuver  the  subconscious  mind  to 


‘Read  at  Regional  Meeting  of  The  American  College  of  Physi- 
cians, Santa  Fe,  New  Mexico,  October  11,  1959. 


help  the  cancer  patient  in  his  struggle  for 
survival. 

Each  patient  interprets  pain  in  his  own 
way.  One  of  two  patients  with  equal  involve- 
ment by  metastatic  carcinoma  will  suffer 
intense  pain  while  the  other  will  not.  There 
are  also  important  emotional  disturbances  in 
cancer  patients  which  will  vary  from  patient 
to  patient.  Where  guilt  feelings  are  present 
and  there  is  a need  for  punishment,  the  rou- 
tine administration  of  analgesics  and  surgical 
procedures  directed  towards  pain  relief  will 
be  ineffective.  Butler-  believes  that  there 
may  be  an  actual  cancer  personality.  He  can 
be  an  individual  who  fails  to  express  himself 
and  who  represses  hate,  anger,  dissatisfaction 
and  grudges;  or  a very  “good”  person  who  is 
consumed  with  self-pity  and  suffers  in  stoic 
silence.  Rosen®  suggests  that  the  relief  of 
pain  through  hypnotherapy  depends  almost 
entirely  on  the  emotional  components  pro- 
ducing the  symptoms.  If  these  emotional  ten- 
sions, exaggerated  fears  and  self-pity  can  be 
channelled  away,  there  will  be  more  energy 
available  to  support  the  patient  during  ther- 
apy and,  when  it  is  finished,  giving  him  a 
more  serene  and  confident  attitude  to  the 
end.  With  such  an  approach,  there  will  be 
less  pain,  less  disturbance  of  bodily  functions 
and  a reduction  in  the  degree  of  dread  that 
surrounds  the  subject  of  cancer. 

Theories  of  hypnosis 

There  is  no  completely  acceptable  expla- 
nation or  definition  of  the  trance  state  or 
hypnosis.  There  is,  likewise,  no  accurate  way 
to  measure  a trance  or  to  ascertain  when  it 
begins  or  describe  it  in  scientific  terms.  For 
practical  purposes,  there  are  three  trance 
stages  in  hypnosis — light,  medium,  and  deep. 
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In  the  light  trance,  the  subject  is  only  slightly 
affected  and  he  can  awaken  voluntarily.  He 
will  frequently  express  doubts  that  he  has 
been  hypnotized  at  all.  In  this  state,  there  is 
a catalepsy  of  eyes  and  inhibition  of  small 
muscle  groups.  There  is  a feeling  of  heaviness 
throughout  the  body  and  a partial  feeling  of 
detachment.  Simple  posthypnotic  suggestions 
are  heeded. 

In  the  medium  trance,  the  subject  knows 
that  he  is  in  a trance,  but  finds  it  difficult 
to  describe.  In  this  state,  a partial  amnesia 
may  be  achieved,  there  is  glove  anesthesia, 
tactile,  gustatory  and  olfactory  illusions. 

In  the  deep  or  somnabulistic  trance,  the 
subject  can  open  his  eyes  without  affecting 
the  trance.  This  stage  also  shows  complete 
amnesia,  complete  anesthesia,  stimulation  of 
dreams,  control  of  body  functions,  such  as 
blood  pressure,  pulse  rate,  etc. 

The  characteristics  of  the  various  stages 
are  general  and  the  individual  may  show 
marked  variations.  Some  subjects  show  phe- 
nomena in  the  light  or  medium  trance  that 
are  usually  found  in  the  deep  stage  and  con- 
versely, sometimes  the  phenomena  attributed 
to  the  deep  trance  are  not  manifested  at  all. 
Numerous  theories  have  been  offered  for 
hypnosis*.  Most  writers  concur  that  the  mech- 
anism through  which  hypnotic  phenomena 
are  brought  about  is  through  the  ability  to 
reach  the  subconscious  in  the  hypnotic  state. 
Bernheim  has  described  hypnotism  as  sug- 
gestion. If  this  is  accepted,  there  are  many 
examples  in  everyday  life  that  can  be  used 
as  illustrations.  Faith  healing,  the  soap-box 
orator  who  turns  a crowd  into  an  angry  mob, 
the  physician  who  assures  his  patient  that  a 
breadpill  will  give  him  relief,  and  radio 
propaganda  are  a few.  Early  writers— Bern- 
heim, Liebault,  Forel  and  others — considered 
hypnosis  a form  of  sleep,  probably  because 
it  resembled  a sleeping  person,  but  there  is 
evidence  that  hypnosis  is  not  sleep®’®. 

The  mechanism  of  pain  control  in  hyp- 
nosis is  essentially  a redirection  of  a patient’s 
attentiveness  and  response  in  an  altered 
fashion  so  that  he  benefits  through  a new 
learned  responsiveness  to  selected  stimuli\ 
CASE  HISTORIES 

Case  1 : D.  W.,  aged  38,  housewife  and  dance 
instructor,  noticed  a mass  in  the  right  breast  in 
September,  1957.  On  November  7,  1957,  a biopsy 


and  a radical  mastectomy  were  done.  The  mass 
was  stony  hard,  measuring  35  x 30  mm.  in  di- 
ameter. Axillary  lymph  nodes  and  substernal  nodes 
showed  evidence  of  metastasis. 

A course  of  external  radiotherapy  was  com- 
pleted January,  1958.  In  February,  she  began  to 
complain  of  pain  in  the  thorax  because  of  metas- 
tases.  The  patient  became  depressed  as  the  disease 
steadily  progressed.  She  lost  her  appetite  and  nc 
longer  wanted  to  see  her  friends  or  children.  She 
disliked  narcotics  because  of  their  side  reactions. 

Hypnotherapy  was  begun.  A medium  trance 
was  induced  in  the  first  session  by  an  arm  levita- 
tion technic.  The  patient  readily  developed  a glove 
anesthesia  for  one  hand  and  she  was  taught  to 
transfer  this  anesthesia  to  any  painful  part  of  her 
body.  She  was  also  taught  to  induce  the  trance 
state  in  herself. 

Posthypnotic  suggestions  were  made  that  she 
would  be  cheerful,  optimistic  and  enjoy  a good 
appetite.  At  no  time  was  a suggestion  made  that 
hope  had  been  abandoned.  The  change  in  this 
patient’s  attitude  towards  her  disease  was  striking, 
particularly  as  she  learned  how  to  control  her 
attacks  of  pain. 

The  physical  condition  of  the  patient  deteri- 
orated as  metastases  appeared  in  the  lungs,  medi- 
astinum, and  liver.  For  about  three  weeks  prior 
to  her  death,  hypnotherapy  had  to  be  supple- 
mented at  first  with  occasional  doses  of  demerol 
and  finally  with  demerol  at  regular  intervals. 
During  this  time,  hypnotherapy  was  continued 
and  the  patient  maintained  a courageous  and 
optimistic  attitude  until  the  day  of  her  death. 

As  the  disease  approached  its  terminal  phases, 
narcotics  were  used  to  supplement  hypnotherapy, 
but  there  was  an  interval  of  approximately  three 
months  before  death  where  the  patient  main- 
tained a cheerful,  interested  and  optimistic  atti- 
tude. 

Case  2;V.  G.,  aged  52,  white  female.  Present 
illness  started  in  July,  1957,  when  she  noticed 
pain  in  her  right  forearm  which  radiated  from  the 
lower  cervical  and  upper  thoracic  spine.  She 
thought  she  had  writer’s  cramp,  but  rest  did  not 
improve  the  condition.  By  the  end  of  July,  she 
had  pain  in  the  right  pelvic  area  which  radiated 
to  the  anterior  aspect  of  the  leg.  Osteolytic  me- 
tastases were  found  in  the  cervical  spine,  pelvis 
and  upper  extremity  of  the  right  femur. 

On  July  9,  1958,  the  patient  was  begun  on  a 
course  of  x-ray  therapy  to  the  cervical  region  and 
to  the  region  of  the  right  hip.  A bone  biopsy  was 
obtained  from  the  iliac  crest.  This  was  found  to  be 
a metastatic  carcinoma,  presumably  from  a glandu- 
lar organ.  Subsequently,  a slight  deformity  in  the 
right  breast  increased  in  size  and  definite  indura- 
tion could  be  felt  in  this  region. 

The  patient  has  a lifelong  aversion  to  drugs. 
Most  analgesics  caused  nausea  and  vomiting.  In 
addition  to  her  intolerance  to  drugs,  the  patient 
had  other  personal  problems.  She  resented  the 
fact  that  she  had  to  waste  time  in  the  hospital. 
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She  also  disclosed  an  antipathy  to  the  whole  medi- 
cal profession.  Most  of  this  could  be  attributed  to 
an  incident  in  her  childhood,  when  her  father 
died.  She  felt  that  his  death  was  premature  be- 
cause of  inept  medical  management. 

Because  of  the  difficulty  in  controlling  pain 
with  drugs,  hypnotherapy  was  suggested.  The 
patient  had  read  about  hypnosis  and  felt  it  might 
be  worth  trying.  Her  only  objection  was  that  she 
was  unwilling  that  anyone  should  dominate  her 
mind  or  have  control  of  her  thoughts  and  acts. 
She  was  reassured  on  this  point  and  was  asked 
whether  she  would  be  willing  to  submit  to  an 
experiment  to  demonstrate  that  there  is  no  loss 
of  consciousness  and  further  that  she  would  know 
at  all  times  what  was  happening  and  that  she 
would  not  do  or  say  anything  contrary  to  her 
wishes.  The  patient  was  readily  placed  in  a deep 
trance.  Suggestions  were  then  made  that  she 
would  have  an  amnesia  for  the  name  of  her  hus- 
band and  also  for  the  name  of  her  attending 
physician.  On  awakening,  the  patient  was  asked 
to  give  the  name  of  the  orthopedic  surgeon  who 
had  seen  her  and  whose  name  had  not  been  men- 
tioned during  this  discussion.  She  gave  his  name 
promptly.  She  was  then  asked  the  name  of  her 
husband.  In  spite  of  the  fact  that  amnesia  for  this 
name  had  been  suggested,  she  also  gave  his  name 
without  hesitation.  She  was,  however,  unable  to 
recall  the  name  of  her  physician  at  her  bedside. 
It  was  pointed  out  to  her  that  the  suggestion  that 
she  should  have  an  amnesia  for  the  name  of  her 
husband,  with  whom  she  had  lived  for  30  years, 
appeared  ridiculous  to  her  and  this  suggestion  she 
promptly  rejected.  However,  she  had  no  objection 
to  the  amnesia  for  the  name  of  her  physician. 
After  this  demonstration,  there  was  no  further 
resistance  and  the  patient  submitted  readily  to 
hypnotherapy.  In  the  trance  state,  suggestions  were 
made  that  she  would  have  a feeling  of  well  being, 
that  her  appetite  would  improve  and  in  general 
she  would  feel  relaxed  and  at  peace  with  the 
world.  A glove  anesthesia  was  induced  in  the  left 
hand  and  the  patient  was  taught  to  transfer  this 
anesthesia  to  any  part  of  the  body  that  was  painful 
by  massaging  the  painful  area  gently.  Shortly 
thereafter,  the  patient  was  taught  autohypnosis. 
She  was  then  able  to  induce  the  glove  anesthesia 
in  her  left  hand  at  will  and  control  any  pain  for 
periods  varying  from  one  to  several  hours.  During 
trance  inductions,  this  patient  experienced  a sensa- 
tion of  floating  and  she  soon  found  that  she  could 
float  out  of  her  bed.  This  form  of  disassociation 
was  encouraged.  It  appeared  quite  logical  to  the 
patient  that  while  floating  around  the  room  she 
could  turn  around  and  see  herself  lying  in  bed. 
Further,  it  seemed  reasonable  that  she  could  not 
experience  any  pain  that  the  patient  in  bed  was 
having.  She  required  no  analgesics. 

On  July  31,  1958,  the  patient  was  discharged 
from  the  hospital  with  a neck  brace.  She  was  seen 
about  once  a week  and  trances  induced.  The  same 
plan  of  disassociation  and  of  direct  suggestion  for 


a feeling  of  general  well  being  and  absence  of 
pain  with  improved  appetite  were  given.  For  about 
six  weeks  following  discharge,  the  patient  was 
able  to  be  up  and  about  with  a neck  brace.  Pro- 
gressive weakness  finally  confined  her  to  bed.  A 
hard  nodular  mass  was  found  in  her  epigastrium 
and  numerous  metastatic  nodules  appeared  in  the 
scalp.  On  December  15,  the  patient  suddenly  be- 
came anesthetic  in  the  lower  half  of  her  body 
below  the  level  of  the  costal  margins  and  was 
unable  to  void.  Roentgenograms  showed  extensive 
osteolytic  metastases  to  the  entire  spine  and  a com- 
pression fracture  of  the  body  of  T-7.  The  innomi- 
nate bones,  hip  joints  and  shoulder  girdles  in- 
cluded in  this  examination  also  showed  extensive 
involvement  by  metastases. 

Daily  trance  inductions  were  resumed.  Deep 
trance  stages  were  achieved  and  were  maintained 
for  several  hours  at  a time.  Posthypnotic  sugges- 
tions were  given  repeatedly  as  to  her  feeling  of 
well  being,  relief  of  pain  and  cheerful  attitude. 
On  questioning,  the  patient  states  that  she  has 
intermittent  pain  which  is  sometimes  “excruciat- 
ing,” but  her  expression  is  calm  and  relaxed.  She 
has  not  required  any  analgesics. 

Case  5;  J.  L.,  aged  62,  had  a right  mastectomy 
in  1946.  Following  her  operation,  she  received  a 
course  of  postoperative  x-ray.  In  May,  1952,  a pain- 
less lump  was  found  in  the  left  breast  and  a second 
mastectomy  was  done.  This  was  also  found  to  be 
a carcinoma.  A course  of  radiotherapy  was  given. 

The  subsequent  course  of  this  patient  was  com- 
plicated by  hypertensive  heart  disease  and  attacks 
of  cardiac  decompensation.  Her  left  arm  developed 
a lymphedema  which  caused  considerable  pain. 
In  1956,  the  patient  developed  pulmonary  metas- 
tases. On  August  10,  1958,  the  patient  developed 
a severe  pain  in  the  middle  of  her  back  caused  by 
metastasis.  Hypnotherapy  was  begun.  In  this  case, 
hypnosis  was  not  discussed  with  the  patient  prior 
to  induction  of  the  trance.  She  was  told  that  she 
was  being  instructed  in  relaxation  technics  for  the 
relief  of  muscle  spasm.  The  patient  achieved  a 
medium  trance  in  a few  minutes.  Pain  relief  was 
quickly  obtained  by  suggesting  relaxation  and 
sleep.  She  found  that  she  was  sleeping  long  hours 
with  minimal  amount  of  sedation. 

Case  4:  S.  A.,  aged  44,  was  admitted  May  31, 
1958,  because  of  vaginal  bleeding  which  began  in 
October,  1957.  It  had  been  intermittent  and  some- 
times profuse,  but  a physician  was  not  consulted 
until  1958.  Examination  disclosed  an  adenocarci- 
noma occupying  all  of  the  cervix  and  extending 
into  the  vaginal  wall  anteriorly  and  to  the  left. 

On  June  12,  1958,  she  was  given  a course  of 
radiotherapy  to  the  cervix  and  fundus.  She  was 
then  begun  on  a course  of  external  deep  therapy. 
On  August  10,  1958,  the  patient  was  admitted  to 
the  hospital  with  diarrhea,  nausea,  vomiting,  and 
rectal  bleeding.  A barium  enema  examination 
showed  some  spasm  in  the  region  of  the  rectum, 
but  there  was  no  e^ddence  of  metastasis  or  other 
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abnormality.  A diagnosis  of  radiation  proctitis  was 
made. 

The  patient  responded  slowly  to  conservative 
treatment.  She  did  not  tolerate  drugs  very  well. 
Almost  any  kind  of  medication  given  for  relief  of 
pain  caused  nausea  and  some  vomiting.  The  pa- 
tient also  had  periods  when  she  was  depressed 
and  discouraged.  She  felt  tired  all  the  time  and 
had  no  energy.  Bowel  movement  caused  severe 
spasm  and  her  stools  contained  gross  blood. 

This  patient  was  started  on  hypnotherapy.  She 
was  able  to  achieve  only  a light  to  medium  trance. 
Nevertheless,  posthypnotic  suggestions  were  given 
for  relief  of  pain,  general  feeling  of  well  being 
and  improved  appetite.  The  patient  improved  con- 
siderably, but  relief  from  pain  was  not  complete. 
There  was  a significant  improvement  in  her  mental 
attitude  towards  her  disease  and  she  began  to  feel 
that  she  would  recover.  She  was  seen  twice  weekly 
until  she  moved  to  another  town. 

Case  5:  Q.  A.,  male,  white,  aged  62,  had  a 
poorly  differentiated  carcinoma  arising  in  the 
rectal  ampulla  found  after  the  patient  had  begun 
to  have  painful  bowel  movements  and  passed 
occasional  small  amounts  of  blood.  A large  nodular 
liver  was  found  on  physical  examination.  After 
the  diagnosis  was  established,  the  patient’s  rectal 
pain  grew  out  of  proportion  to  the  change  in  the 
character  of  the  lesion.  He  became  morbid  and 
depressed,  refused  to  see  visitors  except  his  family, 
lost  his  appetite,  and  complained  that  even  water 
did  not  taste  right. 

A light  medium  trance  was  induced  in  the  first 
session.  Posthypnotic  suggestions  were  made  re- 
garding relief  of  rectal  discomfort  and  suggestions 
were  made  that  his  attitude  towards  his  disease 
would  become  more  optimistic  and  that  he  would 
be  relaxed  and  cheerful.  The  effects  of  hypno- 
therapy were  immediately  evident.  The  patient’s 
depression  was  greatly  relieved  and  his  appetite 
improved.  In  subsequent  sessions,  the  depth  of  the 
trance  was  increased,  but  he  has  never  achieved 
a deep  or  somnabulistic  state.  Pain  relieving  drugs 
are  not  being  withheld  and  the  patient  receives 
an  occasionaly  hypodermic  of  demerol. 

This  patient  obtained  significant  relief  from 
tenesmus  and  rectal  pain.  The  apprehensions  as- 
sociated with  bowel  movements  were  greatly 
reduced.  He  was  hypnotized  daily  and  he  has 
manifested  a growing  dependency  on  his  physician. 
Inasmuch  as  the  patient  has  a life  expectancy  that 
can  be  measured  in  weeks,  this  was  not  considered 
objectionable. 

Methods  and  procedures 

The  cases  for  this  study  were  referrals  by 
various  physicians  for  radiotherapy.  In  all 
of  these  patients,  there  was  widespread  can- 
cer with  pain  as  a prominent  symptom.  In 
all  of  them,  pain-killing  drugs  have  been  ad- 
ministered with  limited  effect.  All  of  them 


were  disturbed  emotionally  by  their  illness. 

The  subject  of  hypnosis  was  discussed 
with  all  except  one.  When  a medium  or  deep 
trance  was  obtained,  immediate  posthypnotic 
suggestions  were  given  and  included  sugges- 
tions to  the  effect  that  when  the  patient  ; 
awoke,  he  would  be  in  a relaxed  state  of 
mind,  his  fears  and  apprehensions  regarding 
his  illness  would  fade  rapidly,  his  appetite 
would  improve  and,  above  all,  that  he  would 
find  a gradual  diminution  of  pain.  These 
patients  were  all  taught  autohypnosis  as  a 
posthypnotic  suggestion.  In  this  state,  a glove 
anesthesia  would  appear.  The  patient  would 
then  transfer  this  glove  anesthesia  to  any 
part  of  the  body.  The  periods  for  which  relief 
was  obtained  varied  from  one  to  several  i 
hours.  Patients  in  the  hospital,  who  were 
receiving  daily  x-ray  treatments,  were  in- 
duced in  the  x-ray  department  prior  to  treat-  i 
ment  and  they  remained  in  a trance  state  I 
throughout  the  treatment  until  they  returned  | 
to  their  beds. 

Patients  in  all  stages  of  trances  were 
helped,  but  the  real  benefit  was  obtained  by 
those  who  were  able  to  reach  a deep  or  som- 
nambulistic trance.  These  amount  to  about 
25  per  cent  of  the  population.  Those  who  can 
achieve  a medium  trance  number  about  35 
per  cent.  About  5 per  cent  of  the  patients  are 
not  influenced.  A long  standing  pattern  of 
severe  pain,  emotional  disturbance,  fear  of 
death,  may  make  trance  induction  difficult 
if  not  impossible.  For  this  reason,  if  pain  or 
other  difficulties  can  be  anticipated,  it  is  well 
to  start  training  the  patient  relatively  early 
in  the  disease.  The  tendency  would  be  for 
trance  states  to  be  developed  more  rapidly 
and  achieve  a greater  depth  with  practice. 

It  should  be  pointed  out  that  hypnosis  is 
not  a panacea  in  the  management  of  ad- 
vanced cancer.  The  number  of  patients  who 
are  able  to  achieve  a depth  of  trance  suffi- 
cient to  remove  symptoms  is  limited.  The 
time  required  is  considerable.  As  much  as 
three  one-hour  sessions  may  be  necessary  be- 
fore a satisfactory  trance  can  be  induced.  If 
a patient  cannot  be  hypnotized  after  this 
time,  the  method  should  be  abandoned.  On 
the  other  hand,  the  advantages  are  consider- 
able. The  drug  requirements  are  reduced  or 
eliminated  entirely.  The  depressions,  anxi- 
eties and  fears  which  harass  the  patient  in 
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advanced  cancer  can  be  largely  alleviated. 
Symptom  removal  in  a severe  psychoneu- 
rotic, who  is  using  his  symptoms  as  a com- 
pensating mechanism,  might  conceivably  pre- 
cipitate a frank  psychosis.  Where  the  pain 
has  no  great  emotional  protective  value,  di- 
rect symptom  removal  is  quite  safe. 

Summary 

The  anxieties  and  intractable  pain  fre- 
quently associated  with  cancer  in  its  terminal 
stages  can  be  alleviated  by  hypnotherapy. 
The  results  are  roughly  proportional  to  the 
depth  of  trance.  The  method  is  time  consum- 
ing and  not  all  patients  can  be  deeply  hypno- 


In defense  of  a much  maligned  procedure, 
there  are  many  excellent  reasons 
for  performing  hysterectomies. 

Mortality  is  low.  Careful  evaluation 
is  always  needed  and  a 
thorough  explanation  of  the  procedure 
to  the  patient  is  a must 
if  psychotic  and  neurotic  reactions 
are  to  be  avoided. 


Hysterectomy  may  seem  to  be  a somewhat 
old  and  hackneyed  subject.  Indeed  one  might 
wonder  what  there  is  to  be  said  about  it  that 
hasn’t  already  been  said.  To  some  extent  this 
is  true,  yet  there  are  controversial  aspects 
even  at  this  present  time  which  make  the 
subject  a matter  of  interest  to  us  all.  Every 
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tized.  On  the  other  hand,  drug  requirements 
are  reduced,  pain  is  relieved  and  the  serious 
emotional  problems  associated  with  the  dis- 
ease minimized.  Life  is  prolonged  and  death 
is  approached  tranquilly  and  without  fear.  • 
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Hysterectomy* 

Daniel  G.  Morton,  M.D.,  Los  Angeles,  California 


one  of  us  is  familiar  with  the  diatribes  which 
have  been  written  concerning  “unnecessary” 
hysterectomies  and  “commercial”  hysterec- 
tomies. The  uterus  has  been  protected  in  a 
manner  unparalleled  for  any  other  organ. 
The  removed  uterus  has  been  discussed  by 
tissue  committees  in  extenso,  unless  obvious 
pathology  has  been  present.  The  right  to  per- 
form a hysterectomy  has  beer  limited  to  cer- 
tain qualified  individuals,  and  in  addition 
consultations  regarding  the  advisability  of 
the  operation  have  been  demanded  in  most 
hospitals  regardless  of  qualifications.  It  has 
almost  seemed  as  if  the  uterus  were  a sacred 
organ.  There  has  been  overprotection,  I be- 
lieve, because  in  the  vast  majority  of  in- 
stances the  hysterectomies  have  been  pro- 
posed for  very  reasonable  indications  and 
performed  in  an  adequately  skillful  manner. 
It  has  been  decidedly  exceptional  when  a 
hysterectomy  has  been  patently  unnecessary 
or  solely  commercial. 

At  this  time  I propose  to  share  with  you 
my  own  distillate  of  beliefs  regarding  this 
subject.  I would  expect  that  most  of  us  would 
list  much  the  same  indications  and  subscribe 


37 


to  the  same  principles  of  management,  though 
of  course  we  cannot  all  look  at  any  given 
problem  in  exactly  the  same  manner.  With 
a common  background  of  knowledge,  we 
should  be  able  to  come  to  roughly  the  same 
conclusions,  nevertheless. 

Objectives 

One  must  keep  clearly  in  mind  the  ob- 
jectives of  a hysterectomy.  The  principal 
objective  is  to  relieve  a condition  which  can- 
not be  treated  as  satisfactorily  in  any  other 
way.  In  order  to  make  the  decision  that 
hysterectomy  is  indicated,  one  needs  only  to 
be  conscientious.  It  is  essential  that  thorough 
and  careful  consideration  be  given  to  the 
patient  from  the  point  of  view  of  the  pre- 
senting pelvic  condition  and  from  the  point 
of  view  of  the  general  condition  in  order  to 
avoid  undue  hazard.  We  need  only  to  ask 
ourselves  the  question:  Under  the  circum- 
stances, would  we  want  to  have  the  operation 
performed  upon  our  wives  or  our  daughters? 
When  that  question  can  be  answered  in  the 
affirmative,  no  one  can  ask  for  more. 

Advantages 

In  order  to  crystallize  our  thoughts  re- 
garding hysterectomy,  I should  like  first  to 
list  the  advantages  of  hysterectomy: 

1.  It  removes  an  organ  containing  a tumor 
such  as  a myoma  or  a cancer. 

2.  It  removes  the  source  of  excessive 
bleeding,  due  either  to  a tumor  or  to  a func- 
tional disturbance. 

3.  It  prevents  further  menstruation  (un- 
der some  circumstances  this  is  an  advantage) . 

4.  It  prevents  further  pregnancies  (ad- 
vantageous in  some  circumstances  and  the 
exact  opposite  in  others) . 

5.  It  is  prophylactic  against  cancer  of  the 
uterus.  In  my  opinion,  the  prophylactic  value 
of  hysterectomy  has  been  neglected  in  the 
past.  In  practice  we  have  spoken  of  it  retro- 
spectively, comforting  ourselves  with  the 
knowledge  that  it  is  at  least  prophylactic 
when  we  have  removed  a uterus  and  failed 
to  find  the  expected  pathology;  prophylaxis 
has  rarely  been  considered  an  indicating 
factor. 

6.  It  produces  a sense  of  relief  at  the 
abolition  of  the  necessity  for  contraception. 


Disadvantages 

The  advantages  are  not  applicable  to  all 
cases;  we  must  also  look  at  the  other  side  of 
the  picture  and  consider  what  are  the  dis- 
advantages of  hysterectomy  as  follows: 

1.  It  prevents  further  childbearing,  a 
distinct  disadvantage  under  many  circum- 
stances. 

2.  It  may  have  an  adverse  effect  upon 
ovarian  function.  Most  studies  have  shown 
that  there  is  some  adverse  effect  upon  ova- 
rian function  though  this  is  not  an  invariable 
fact.  Whether  impairment  of  blood  supply 
or  some  unknown  mechanism  is  responsible 
is  not  known.  Follow-up  studies  have  shown 
somewhat  premature  termination  of  ovarian 
function,  as  judged  by  the  appearance  of 
menopausal  symptoms,  following  hysterec- 
tomy performed  upon  women  in  their  twen- 
ties or  early  thirties. 

3.  It  may  produce  an  unfavorable  psycho- 
logic reaction.  This  occasional  development 
is  extremely  important  and  is  often  due  to 
our  failure  to  communicate  properly  with 
the  patient  ahead  of  time.  We  have  not  pre- 
pared the  patient  with  information  regarding 
the  consequences  of  a hysterectomy,  both  of  a 
positive  nature  and  a negative  nature. 

4.  There  is  a hazard  in  an  operation  like 
hysterectomy,  though  it  is  true  that  the  mor- 
tality today  is  low. 

Other  considerations 

The  advantages  and  disadvantages  which 
have  been  listed  must  be  balanced  one  against 
the  other  in  the  light  of  the  following  con- 
siderations: 

1.  The  urgency  of  the  symptoms.  Some- 
times the  operation  can  be  postponed  because 
of  the  mild  character  of  the  symptoms  and 
sometimes  it  is  unwise  to  postpone  it  because 
of  the  severity  and  urgency  of  the  symptoms. 

2.  The  age  of  the  patient  must  obviously 
be  considered  since  it  is  much  more  important 
to  preserve  the  uterus  in  a young  woman 
than  it  is  in  those  who  are  nearing  the  meno- 
pause. 

3.  The  marital  status  and  parity  of  the 
patient  must  both  be  considered. 

4.  The  general  condition  of  the  patient 
must  of  course  play  an  important  role. 

5.  The  patient’s  emotional  balance.  I am 
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certain  that  women  who  are  inclined  to  be 
easily  upset  emotionally  are  very  much  more 
likely  to  be  upset  by  hysterectomy  than  those 
who  are  more  phlegmatic. 

Indications 

The  most  generally  acceptable  indications 
are  listed  in  Table  1.  Each  will  be  discussed 
briefly. 


TABLE  1 

Indications  for  hysterectomy 

Myoma 

Sarcoma 

Adenomyosis 

Menorrhagia 

Carcinoma  of  Cervix 

Carcinoma  of  Endometrium 

Chorionepithelioma,  Chorioadenoma  destruens 

To  effect  sterilization 

Incidental  to  operative  removal  of  tubes  and 
ovaries  for  diseases  of  these  structures 
(e.g.,  P.I.D.,  ovarian  carcinoma,  etc.) 


Myomas  of  the  uterus  constitute  an  indi- 
cation for  hysterectomy  when  they  cause 
excessive  and/or  prolonged  bleeding.  This 
occurs  in  not  over  one-third  of  the  patients 
who  have  myomas.  Myomas  may  demand 
hysterectomy  because  of  increasing  size. 
When  the  uterus  has  become  enlarged  to  a 
size  in  excess  of  a three  and  one-half  months’ 
pregnancy,  hysterectomy  is  generally  advis- 
able, though  sometimes  in  young  women 
myomectomy  is  preferable.  Rapid  growth  of 
myomas  indicates  hysterectomy  for  fear  of 
sarcomatous  degeneration.  Small  asympto- 
matic myomas  in  women  nearing  50  years  of 
age  usually  demand  observation  only.  The 
incidence  of  malignant  degeneration  is  low 
indeed,  probably  not  over  one-half  of  one  per 
cent. 

Sarcoma  of  the  uterus  is  a rare  tumor  and 
is  usually  not  diagnosed  until  the  uterus  has 
already  been  removed  for  a supposed  myoma 
or  a bleeding  polyp.  Whenever  the  diagnosis 
is  made  preoperatively  on  the  basis  of  rapid 
growth  or  of  a bleeding  polypoid  mass  pro- 
truding from  the  cervix,  hysterectomy  is  in- 
dicated. Because  these  tumors  frequently 
spread  by  the  blood  stream,  there  is  no  point 
in  carrying  out  a locally  radical  operation 


like  the  Wertheim  operation.  Either  the 
simple  removal  of  the  entire  uterus  (plus 
tubes  and  ovaries)  cures  the  patient  or,  be- 
cause of  blood  stream  metastases,  it  does  not. 
The  prognosis  is  poor. 

Adenomyosis  of  the  uterus  is  often  asso- 
ciated with  menorrhagia  and  a clinically 
symmetrically  enlarged,  thick-walled  uterus. 
Only  occasionally  is  dysmenorrhea  a symp- 
tom. As  with  sarcoma,  adenomyosis  is  often 
diagnosed  only  upon  examination  of  the  spec- 
imen in  the  pathology  laboratory.  Hyster- 
ectomy is  often  demanded  because  of  the 
severe  degree  of  menorrhagia,  however. 

Menorrhagia.  This  indication  is  one  of  the 
most  controversial  of  all,  since  it  is  difficult 
to  fix  a point  beyond  which  more  conserva- 
tive measures  become  no  longer  useful.  It  is 
controversial  also  because  it  often  occurs  in 
young  women  in  whom  removal  of  the  uterus 
would  be  most  undesirable  because  it  is  often 
associated  with  no  demonstrable  pathologic 
change  and  because  in  many  instances  menor- 
rhagia can  be  controlled  by  a well  conceived 
regimen  of  hormone  therapy  or  by  endo- 
metrial curettage.  Nevertheless,  there  are 
patients,  more  particularly  in  the  premeno- 
pausal and  menopausal  groups,  in  whom 
other  methods  have  failed,  for  whom  hyster- 
ectomy is  the  best  solution  regardless  of  the 
lack  of  pathologic  findings.  Patients  with 
menorrhagia  for  whom  hysterectomy  is  the 
best  treatment  probably  constitute  not  more 
than  5 to  10  per  cent  of  all  patients  with  this 
complaint. 

Carcinoma  of  the  cervix  is  most  widely 
treated  by  means  of  radiation.  Certain  gyne- 
cologists and  surgeons  are  currently  electing 
to  treat  Stage  1 cervical  cancer  by  means  of 
radical  hysterectomy.  In  expert  hands  the 
results  approach  but  do  not  exceed  those  of 
radiation.  However,  for  Stage  0 cervical  can- 
cer, also  spoken  of  as  carcinoma-in-situ,  or- 
dinary total  hysterectomy  with  a one-inch 
vaginal  cuff  is  considered  sufficient  and  is 
the  most  widely  approved  method  of  treating 
this  condition  at  this  time. 

Carcinoma  of  the  endometrium  requires 
total  hysterectomy  and  bilateral  salpingo- 
oophorectomy  as  the  treatment  of  choice. 
The  majority  of  authorities  favor  preopera- 
tive radium  therapy  six  weeks  before  opera- 
tion, but  the  superiority  of  the  latter  over 
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hysterectomy  alone  has  not  been  clearly 
established.  It  appears  that  preoperative  radi- 
ation might  be  an  advantage  when  the  growth 
is  bulky  and/or  poorly  differentiated.  When 
the  uterus  is  only  slightly  enlarged  or  normal 
in  size,  and  especially  when  the  growth  is 
superficial  in  the  uterine  cavity  and  well 
differentiated  histologically,  the  value  of  pre- 
operative radiation  is  doubtful. 

Whenever  the  diagnosis  of  chorionepithe- 
lioma  of  the  uterus  has  been  made,  hyster- 
ectomy is  indicated  even  though  distant 
metastases  have  already  occurred  because  of 
the  strange  manner  in  which  the  latter  some- 
times disappear  when  the  parent  tumor  has 
been  removed.  Hysterectomy  is  also  indicated 
for  chorioadenoma  destruens  and  indeed  in 
some  cases  of  ordinary  hydatid  mole  when 
the  condition  represents  a second  occurrence 
and  also  when  the  patient  has  already  “had 
her  family”  or  is  just  plain  old  for  child- 
bearing. 

Hysterectomy  is  employed  by  some  to  ef- 
fect sterilization  at  the  time  of  a third,  fourth 
or  fifth  Cesarean  section.  While  I do  not 
personally  believe  that  it  should  be  so  used 
routinely,  I do  believe  that  it  is  the  superior 
method  of  sterilization  wherever  the  uterus 
is  abnormal  or  the  patient  is  more  than  35 
years  of  age.  The  reasons  for  this  belief  are 
(1)  the  certainty  of  the  sterilization  and  (2) 
the  prophylaxis  provided  against  functional 
menorrhagia  and  uterine  cancer  especially. 
I do  not  like  it  for  the  younger  women  be- 
cause it  stops  menstruation  and  may  affect 
the  ovaries  adversely. 

Hysterectomy  is  generally  performed  in- 
cidentally at  the  time  of  removal  of  the 
tubes  and  ovaries  for  diseases  of  these  struc- 
tures, such  as  pelvic  inflammatory  disease, 
endometriosis,  and  cancer,  and  this  is  a prac- 
tice which  I deem  to  be  advisable.  In  the  case 
of  cancer,  the  uterus  could  be  a repository 
for  metastases  or  direct  spread  from  tubes 
or  ovaries,  while  in  the  case  of  inflammatory 
disease  or  endometriosis  the  presence  of  the 
uterus  postoperatively  might  preclude  the 
possibility  of  adequate  indicated  estrogen 
therapy.  Even  in  the  case  of  uterine  prolapse 
the  removal  of  the  uterus  is  usually  merely 
to  get  it  out  of  the  way,  allowing  for  a proper 
repair  of  the  vaginal  walls  and  the  pelvic 
floor. 


TABLE  2 

Comparison  of  indications 

Toronto 

Private 

General 

Toronto 

Ochsner 

Hospital 

Hospital 

Clinic^ 

UCLA 

Percentage 

of  Total 

Myoma  

....35 

23 

43 

23.5 

Endometrial 

Ca  

....12.5 

8 

11 

Cervical  Ca.. 

....  4.5 

0.5 

10.5 

21 

Stage  0 

7.5 

13.4 

Stage  1 

3.3 

2.3 

Recurrent 

5.7 

Sarcoma  

1.2 

Chorio- 

carcinoma 

0.6 

Incidental  .... 

...40 

43.8 

40.7 

Prolapse  .. 

....11 

27 

19.8 

P.I.D 

....10 

3 

6.2 

4 

Endo- 

metriosis 

..  2.5 

5 

12.4 

1.7 

Ovarian 

tumor  .... 

....  7.5 

4.25 

14.5 

In  Table  2 I have  attempted  a comparison 
of  indications  as  reported  in  contemporary 
series  of  cases,  though  the  differences  in  the 
methods  of  classifying  indications  makes  it 
impossible  to  compare  exactly.  Nevertheless, 
I think  it  is  apparent  that  practices  in  widely 
different  areas  of  the  country  are  similar, 
though  there  are  some  outstanding  differ- 
ences in  material  related  to  the  economic 
status  of  the  patients  dealt  with  and  the 
geographical  areas  represented. 

Type  of  operation 

So  much  for  the  indications  for  hyster- 
ectomy. I should  now  like  to  turn  our  atten- 
tion to  several  other  considerations  relating 
to  hysterectomy.  The  first  of  these  is  the 
type  of  operation.  Vaginal  hysterectomy  has 
increased  greatly  in  popularity  in  the  last 
10-15  years.  The  frequency  of  its  use  varies 
considerably  in  different  areas  and  with  the 
training  of  the  individual  doctors.  Many 
uteri  are  removed  vaginally  today  which 
would  have  been  removed  abdominally  in 
the  recent  past.  The  original  popularity  of 
vaginal  hysterectomy  was  based  upon  fewer 
complications  and  a lower  mortality  than  for 
abdominal  hysterectomy.  While  these  differ- 
ences used  to  exist,  I doubt  if  they  do  today 
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for  cases  of  similar  type.  Any  over-all  com- 
parison will  always  be  in  favor  of  vaginal 
hysterectomy  because  in  the  tough  cases  this 
operation  is  not  attempted;  the  uterus  is  re- 
moved abdominally.  Vaginal  hysterectomy 
is  particularly  applicable  to  those  cases  in 
which  there  is  uterine  prolapse  or  in  which 
simple  vaginal  repair  is  indicated  also. 

The  recent  report^  from  the  Ochsner  Clinic 
in  New  Orleans  gives  what  I believe  to  be  a 
good  representative  idea  of  the  relative  use 
of  the  various  types  of  hysterectomy  today. 
There  were  2,284  consecutive  hysterectomies 
in  this  series,  of  which  74  per  cent  were  total 
abdominal  operations,  25.4  per  cent  were  vag- 
inal hysterectomies  and  approximately  0.5 
per  cent  were  subtotal  hysterectomies.  Watts 
and  Kimbrough®,  in  an  analysis  of  1,000  hys- 
terectomies at  the  Pennsylvania  Hospital,  re- 
ported total  abdominal  hysterectomies  in 
69.2  per  cent,  vaginal  hysterectomies  in  25 
per  cent  and  subtotal  operations  in  5.8  per 
cent.  The  figures  from  these  divergent  sources 
are  similar  and  seem  to  me  to  be  about  what 
they  should  be.  We  should  not  lose  track  of 
the  fact  that  subtotal  hysterectomy  is  indi- 
cated on  occasion  when  it  is  unwise  to  pro- 
ceed with  a total  hysterectomy. 

Mortality 

Another  consideration  of  interest  is  the 
mortality  of  hysterectomy  which  has  come 
down  to  a very  low  figure  indeed.  This  is 
not  to  say  that  we  should  regard  the  risk  of 
hysterectomy  as  insignificant  because  the 
figure  is  low.  Indeed  there  does  remain  a 
hazard  of  operation  which  must  never  be 
taken  lightly.  The  mortalities  for  both  ab- 
dominal and  vaginal  approaches  are  low, 
only  two  deaths  in  the  Ochsner  series  of 
2,284  cases,  1.2  per  cent  in  the  series  from  the 
public  hospital  in  Toronto  and  0.6  per  cent 
from  the  private  hospital  in  that  city  (re- 
ferred to  in  Table  2) . Watts  and  Kimbrough 
had  one  death  in  their  1,000  cases  or  0.1  per 
cent.  In  1,000  vaginal  hysterectomies  at  Ox- 
ford, England,  Hawksworth  and  Roux*  re- 
ported one  death  and  of  1,000  cases  of  vaginal 
hysterectomies  reported  by  Benson®  of  Port- 
land, Oregon,  there  were  no  deaths. 

The  principal  complications  are  hemor- 
rhage, infection  and  injury  to  the  bladder,  all 
of  which  occur  in  a small  proportion  of  the 


cases,  whatever  the  type  of  operation.  Ure- 
teral injuries  are  being  reported  with  far  less 
frequency  in  recent  years.  Acute  hemorrhage 
at  the  time  of  operation  is  encountered  occa- 
sionally when  dealing  with  large  or  oddly 
placed  tumors  and  because  of  injury  to  the 
pelvic  veins  in  radical  cancer  operations. 
However,  because  of  appropriate  preopera- 
tive preparations,  this  type  of  hemorrhage 
is  almost  never  fatal.  More  common  is  de- 
layed hemorrhage  from  the  vaginal  cuff  or 
the  immediately  surrounding  paracolpium 
usually  associated  with  infection.  Meticulous 
control  of  bleeding  points  in  the  cuff  and  its 
investment  at  operation  and  prompt  attention 
to  signs  of  infection  are  good  prophylactic 
measures. 

Injury  to  the  bladder  must  ever  be  kept 
in  mind  and  special  efforts  made  to  avoid 
hidden  injuries.  Actually  it  is  better  to  open 
the  bladder  deliberately  than  to  injure  it 
unknowingly  and  therefore  fail  to  repair  it 
properly. 

Subtotal  hysterectomy 

The  subtotal  operation  has  gone  out  of 
style  because  of  the  incidence  of  cancer  oc- 
curring in  the  leftover  stump.  The  only  ex- 
ceptions are  cases  in  which  the  total  opera- 
tion would  be  technically  unwise.  This  seems 
sound  and  is  widely  practiced.  To  support 
the  validity  of  this  viewpoint  the  report  of 
Cariker  and  Dokerty®  in  1957  is  of  interest. 
They  reported  334  cases  in  which  a cervical 
stump  gave  rise  to  a complication,  as  follows: 

1.  Subsequent  vaginal  bleeding,  mostly 
cyclic — 71. 

2.  Prolapse — 100. 

3.  Pelvic  mass — 46. 

4.  Inflammation — 26. 

5.  Cancer — 78  (in  28  it  proved  fatal) . 

So-called  intrafascial  hysterectomy  is  fa- 
vored by  most  for  the  ordinary  abdominal 
hysterectomy  and  no  doubt  it  does  add  to  the 
safety  of  the  operation  as  far  as  bladder  and 
ureteral  injury  are  concerned. 

Explain  everything 

Of  great  importance  is  the  advisability  of 
discussing  the  implications  of  hysterectomy 
with  the  patient  before  operation.  Many  pa- 
tients have  misapprehensions  which  lead  to 
difficulties  later  on.  Often  women  associate 
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hysterectomy  with  deprivation  of  their  fem- 
ininity or  they  feel  guilty  and  unhappy  over 
not  being  able  to  have  children.  Or,  they  are 
convinced  that  they  will  be  deprived  of 
sexual  responsiveness,  etc.  These  attitudes 
should  be  corrected  before  operation.  Kroeger 
makes  the  interesting  observation  that  pelvic 
surgery  produces  more  psychotic  reactions 
than  any  other  type  of  surgery.  It  is  my 
contention  that  it  need  not  do  so  if  the  sig- 
nificance of  hysterectomy  is  thoroughly  dis- 
cussed with  the  patient  before  operation. 

Summary 

In  summary,  we  would  like  to  turn  again 
to  the  advantages  of  hysterectomy  and  em- 
phasize that  the  operation  is  curative  in  a 
great  many  conditions  and  has  an  excellent 


prophylactic  value.  It  should  not  be  done 
lightly  but,  if  there  is  indication,  the  uterus 
is  not  sacred  and  we  should  not  hesitate. 
Careful  evaluation  and  preparation  are  all 
important.  Our  conscientious  attention  to 
these  matters  should  result  in  a sound,  sensi- 
ble and  quite  defensible  attitude  toward  this 
operation.  • 
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Exophthalmos  associated  with 
malignant  lymphoma* 

James  N.  Greear.  Jr.,  M.D.,  and  Charles  D.  Canning,  M.D.,  Reno,  Nevada 


In  this  case  of  malignant  lymphoma, 
neither  leukyocytosis,  anemia, 
adenopathy  or  splenomegaly 
were  present. 


Many  cases  of  malignant  lymphoma  in  the 
eye  and  its  adnexa  have  been  reported,  and 
the  following  one  is  added  because  the 
lymphoma  differs  from  the  usual  in  the  fol- 
lowing respects:  (1)  The  original  and  most 
spectacular  symptoms  and  signs  throughout 
the  course  affected  the  eye  and  followed 
trauma.  (2)  It  was  undiagnosed  until  nec- 
ropsy. (3)  The  underlying  disease  was  com- 
pletely masked  by  the  signs  and  symptoms 
of  a severe,  debilitating  general  disease  and 


*Read  before  the  95th  meeting  of  the  American  Ophthalmo- 
logical  Society,  May,  1959. 


orbital  cellulitis.  (4)  Repeated  biopsy  in  the 
retrobulbar  area  failed  to  reveal  the  malig- 
nant lymphoma. 

T erminology 

The  subject  of  tumors  of  lymphoid  tissue 
has  been  thoroughly  confused  by  the  use  of 
a large  variety  of  terms  by  different  writers. 
This  confusion  has  resulted  largely  from  fail- 
ure to  recognize  or  agree  that  the  components 
of  lymphoid  tissue,  mainly  the  lymphocytes 
and  the  reticulo-endothelial  framework  cells, 
are  derived  by  divergent  differentiation  from 
a common  primitive  mesenchymal  stem  cell. 
For  our  purposes  in  discussing  this  field  so 
wrought  with  confusion  to  general  patholo- 
gists, it  will  be  simpler  to  follow  the  concept 
of  those  who  regard  all  lymphoid  neoplasms 
as  malignant  mesenchymal  tumors  that  vary 
only  in  degree  and  in  type  of  differentiation. 
In  the  absence  of  a completely  satisfactory 
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name  for  the  group  as  a whole,  they  will  be 
referred  to  as  malignant  lymphomas.  Boyd^® 
has  aptly  grouped  writers  who  deal  with  this 
classification  into  two  great  groups:  the 
“lumpers”  and  the  “splitters.”  Lumping  is  a 
decided  advantage  to  the  clinician,  and  a 
simple  classification  convenient  to  use  in  con- 
sidering primary  tumors  of  the  lymph  nodes 
follows: 

Classfication  of  lymphomas 

A.  Tumors  composed  of  lymphocytes  or 
lymphoblasts 

1.  Lymphosarcoma.  With  diffuse  prolifer- 
ation of  lymphoid  cells.  Further  divided  ac- 
cording to  maturity  of  cells. 

2.  Giant  follicular  lymphoblastoma.  A 
more  slowly  progressing  highly  differentiated 
lymphosarcoma.  With  an  increase  in  size  and 
number  of  secondary  nodules. 

3.  Lymphatic  leukemia.  (There  may  be 
tumor  cells  in  the  circulation  in  any  lym- 
phoma.) 

B.  Tumors  composed  of  reticulum  cells 

1.  Reticulum  cell  sarcoma.  Uniform  cells 
differentiated  along  the  reticular  line. 

2.  Hodgkin’s  sarcoma.  The  full  pluripo- 
tentiality  of  reticular  stem  cells  and  addi- 
tional reactive  inflammatory  cells^'^. 

Clinically  it  is  often  impossible  to  distin- 
guish between  these  disorders,  and  one  must 
make  a lymph  node  biopsy.  Different  sec- 
tions of  the  same  gland  or  sections  of  differ- 
ent glands  may  show,  in  a given  case,  histo- 
logic patterns  ranging  from  any  one  of  these 
conditions  to  another. 

Diagnosis  of  lymphoma 

The  clinical  features  of  malignant  lym- 
phomas are  similar  enough  that  for  our  pur- 
poses they  do  not  require  separate  descrip- 
tion. They  are  also  similar  in  many  respects 
to  the  symtoms  of  leukemia.  The  lymph  node 
involvement  is  the  most  common  sign,  and 
it  is  usually  this  that  brings  the  patient  to 
consult  a physician.  In  60  to  100  per  cent  of 
the  cases  this  is  involvement  of  superficial 
nodes.  But  adenopathy  may  be  completely 
absent.  The  nodes  involved  may  be  retroperi- 
toneal or  mediastinal,  and  the  symptoms  may 
be  due  solely  to  the  effects  of  pressure.  Extra- 
nodular  primary  sites  are  observed  in  some 
cases,  particularly  in  reticulum  cell  sarcoma. 


Splenomegaly  is  not  a prominent  symptom  in 
malignant  lymphoma,  as  it  is  in  leukemia, 
and  it  is  found  primarily  only  in  cases  of 
follicular  lymphoma  and  in  Hodgkin’s  dis- 
ease-. 

Anemia  is  often  conspicuously  absent  in 
the  sarcoma  group  of  lymphomas,  and  exam- 
ination of  the  blood  usually  shows  nothing 
diagnostic-'”.  It  may  be  changed  considerably 
in  Hodgkin’s  disease,  in  which  it  is  possible 
to  find  anemia  and  every  conceivable  type 
of  change  in  the  leukocyte  count.  The  leuko- 
cyte count  in  the  sarcoma  group  of  lympho- 
mas may  be  normal  or  there  may  be  leuko- 
penia. The  differential  leukocyte  count  may 
be  normal,  or  there  may  be  relative  or  even 
absolute  lymphocytosis.  The  leukocytes  may 
not  be  remarkable,  but  unusual  forms  of  tu- 
mor cells  may  be  found.  The  platelet  count 
may  be  increased  in  Hodgkin’s  disease;  in  the 
other  lymphomas  the  platelet  count  is  usually 
normal  or  reduced. 

The  usual  bone  marrow  aspiration  in  Hodg- 
kin’s disease  and  in  the  other  lymphomas 
reveals  no  characteristic  changes.  The  chief 
value  of  bone  marrow  study  in  these  condi- 
tions is  to  rule  out  aleukemic  leukemia. 
Symptoms  related  to  the  other  organ  systems 
vary  considerably  and  arise  from  pressure 
from  nodes  or  masses  or  from  infiltration 
into  an  organ. 

Systemic  manifestations  such  as  chills, 
fever,  lassitude,  increased  perspiration  and 
loss  of  weight  are  conspicuously  absent  until 
a late  stage  of  lymphosarcoma.  Fever  is  suf- 
ficiently common  in  the  more  advanced 
stages  that  lymphoma  should  be  considered 
in  the  differential  diagnosis  of  pyrexia  of 
unknown  origin.  In  Hodgkin’s  disease  the 
constitutional  symptoms  appear  considerably 
earlier  than  in  the  other  lymphomas^  - 

From  what  has  been  said  it  is  apparent 
that  the  courses  of  these  diseases  vary,  and 
the  clinical  types  are  numerous.  In  general 
there  is  a period  when  the  initial  lesion  is 
localized  and  a later  period  when  the  condi- 
tion becomes  generalized.  The  first  phase, 
especially  in  the  sarcoma  type,  is  often  symp- 
tomless, except  for  the  glandular  enlarge- 
ment, and  if  the  primary  site  is  other  than 
superficial  nodes,  symptoms  are  more  likely 
to  develop.  Once  it  has  broken  away  from 
the  primary  site  and  becomes  generalized  the 
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course  of  all  of  these  diseases  is  usually  rapid. 
The  terminal  phase  finds  the  patient  in  a 
pitiful  state,  often  with  swelling  in  the  neck, 
face  and  arms  and  in  danger  of  imminent 
asphyxia  from  involvement  of  the  medias- 
tinal lymph  nodes.  There  is  abdominal  dis- 
tention or  ascites  or  edema  in  the  extremities 
from  pressure  by  retroperitoneal  glands  or 
pain  from  pressure  on  the  nerves  or  bone 
involvement-. 

Differential  diagnosis  of  the  lymphomas 
from  other  generalized  disease  may  be  quite 
difficult,  sometimes  impossible  in  the  absence 
of  lymphadenopathy  or  abnormal  findings  in 
the  blood  or  bone  marrow.  Differentiation  of 
the  various  lymphomas  is  also  difficult, 
sometimes  impossible.  Certain  features  sug- 
gest one  more  than  the  others;  Great  enlarge- 
ment of  the  spleen  favors  leukemia,  Hodgkin’s 
disease  of  follicular  lymphoma.  The  appear- 
ance of  fever  or  anemia  early  in  the  illness 
favors  Hodgkin’s  disease  or  leukemia.  In 
Hodgkin’s  disease  neutrophilia,  leukocyto- 
penia,  monocytosis  and  eosinophilia  may  be 
found,  whereas  the  blood  is  not  likely  to  be 
altered  in  the  other  lymphomas.  This  uni- 
form general  glandular  enlargement  suggest- 
ing leukemia  may  also  be  found  in  lympho- 
cytic and  lymphoblastic  lymphomas.  Follicu- 
lar lymphoma  tends  to  attack  older  patients; 
constitutional  manifestations  and  visceral  in- 
volvement are  infrequent,  and  abnormalities 
of  the  blood  are  unusual-.  Leukemia  or  a 
leukemic  blood  picture  may  be  present  all 
through  the  course  of  the  disease,  may  appear 
only  late,  may  never  appear®’®-®-^^’^^. 

Diagnosis  of  the  lymphomas  can  be  based 
only  on  excision  biopsy,  preferably  of  more 
than  one  node  and  study  of  the  gland  by  a 
skilled  pathologist^-®.  Bone  marrow  examina- 
tion and  painstaking  blood  study  will  usually 
reveal  only  the  leukemic  nature  of  the  dis- 
order, if  it  is  aleukemic  leukemia,  and,  as 
stated  previously,  in  the  bone  marrow  aspira- 
tion there  are  no  characteristic  changes  in 
many  cases®'®. 

Relationships  of  malignant  lymphomas 
to  the  eye 

Orbital  lymphomas  may  occur  in  patients 
of  any  age  and  in  either  sex®.  Such  lesions 
may  develop  in  the  course  of  previously  rec- 
ognized generalized  lymphomas,  but  more 


often  the  lymphoid  tumor  of  the  orbit  is  not 
accompanied  by  any  clinical  or  hematologic 
evidence  of  systemic  disease.  They  may  be 
unilateral  or  bilateral.  The  growth  may  be 
slow  or  rapid,  associated  with  edema,  limita- 
tion of  movement  and  a palpable  mass  in  the 
orbit.  Extreme  protrusion,  from  10  to  30  mm., 
has  occurred.  Intra-ocular  involvement  may 
occur,  either  indirectly  through  the  papille- 
dema and  mechanical  damage  to  the  optic 
nerve,  or  directly  by  infiltration  of  the  retina 
or  the  uvea®. 

In  the  reported  cases  of  lymphoma  involv- 
ing the  orbit,  the  diagnosis  was  made  and 
proved  by  biopsy  of  the  affected  ocular  tis- 
sues®’®’“'^^’'h  Lymphoid  tissue  around  the  eye 
is  most  commonly  encountered  subconjunc- 
tivally  and  in  the  lacrimal  gland;  therefore 
in  these  places  the  lymphomatous  diseases 
are  most  likely  to  appear.  However,  they  may 
appear  any  place  in  the  eye  or  in  the  adnexa, 
including  the  uveal  tract  and  the  deep  orbital 
structures®.  A diffuse  deep  lymphomatous  in- 
filtration may  extend  backward  from  a simi- 
lar infiltration  of  the  lymphoid  tissue  in  the 
anterior  structures®.  In  the  subconjunctival 
tissues  or  in  the  orbit,  lymphomas  are  often 
circumscribed  masses  or  surround  the  entire 
posterior  portion  of  the  globe,  making  com- 
plete excision  without  exenteration  impos- 
sibleh 

The  sites  of  the  tumors  in  the  reported 
cases  have  included  the  subconjunctiva,  the 
lacrimal  gland,  the  orbit  excluding  the  lac- 
rimal gland,  the  lids,  the  brows,  the  choroid, 
the  ciliary  body  and  the  iris®-®.  Lymphomas 
are  intra-ocular  in  very  few  cases^®.  Primary 
tumors  at  sites  where  there  is  normally  no 
lymphoid  tissue  usually  are  reticulum  cell 
lymphosarcomas  arising  from  the  reticulo- 
endothelial system.  Metastatic  lesions  may 
appear  at  any  site®. 

In  the  usual  reported  case  the  course  is 
not  fulminating  or  rapidly  progressive,  al- 
though it  is  more  likely  to  be  so  in  young 
patients  than  in  older  ones.  The  eye  lesions 
in  most  cases  begin  insidiously,  and  the  pa- 
tients present  themselves  because  of  exoph- 
thalmos or  an  unexplained  mass  either  under 
the  skin  or  in  the  orbit.  Early  loss  of  vision 
is  not  usuaPh  A few  lymphosarcomas  are 
encapsulated  and  progress  slowly,  but  more 
often  the  course  is  rapid,  terminating  fatally 
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in  a short  time,  and  the  clinical  picture  may 
be  one  of  acute  inflammation.  In  Reese’s  case 
of  this  type**  an  abscess  was  suspected,  and 
an  incision  was  made,  but  pus  was  not  ob- 
tained. The  leukocyte  count,  however,  was 
15,450,  with  78  per  cent  polymorphonuclear 
leukocytes,  and  later  in  the  disease  biopsy 
again  finally  provided  the  diagnosis  of  re- 
ticulum cell  lymphosarcoma.  Certain  diag- 
nosis can  be  made  only  on  the  basis  of  biopsy, 
but  malignancy  may  be  suspected  because 
of  the  clinical  behavior  of  the  neoplasm.  The 
usual  development  is  rapid  and  uncontrolled 
infiltration  of  all  surrounding  tissue.  Death 
results  from  general  dissemination,  with 
cachexia  and  exhaustion". 

CASE  REPORT 

This  is  the  case  of  a 26-year-old  Indian  who 
developed  malignant  bilateral  exophthalmos  of 
cause  undetermined  until  postmortem. 

The  patient  was  injured  on  June  7,  1957,  when 
a piece  of  ore  fell  from  a truck  and  struck  him 
above  the  left  brow.  At  the  time  there  was  no 
noticeable  damage  except  a little  bruising  of  the 
skin  in  the  aera,  but  in  the  days  that  followed  he 
noticed  that  his  eye  became  inflamed.  On  June  25 
he  sought  the  aid  of  a physician  when  the  redness 
in  the  conjunctiva  failed  to  clear.  At  that  time  he 
felt  that  his  vision  was  not  diminished,  and  he  was 
without  pain  or  other  symptoms. 

When  the  patient  was  examined  on  the  25th 
of  June  he  had  a hemorrhagic  indurated  area  sub- 
conjunctivally  over  the  entire  upper  half  of  his 
left  eye,  extending  almost  to  the  limbus.  The 
extra-ocular  movements  were  normal.  There  were 
no  signs  of  conjunctival  infection.  The  lids  were 
not  involved  in  any  way.  The  anterior  chamber 
was  clear;  the  fundus  was  normal,  and  the  intra- 
ocular pressure  was  21/7.5  (Schiotz).  Pupillary 
reactions  were  normal.  The  patient  appeared  to 
have  an  organized  subconjunctival  hemorrhage. 
Clinically  it  seemed  that  there  was  also  a possibil- 
ity of  tenonitis.  Accordingly  the  patient  was  treat- 
ed with  antibiotics  and  warm  compresses  and  was 
told  to  return  in  a week.  The  vision  in  the  right 
eye  was  20/20  and  in  the  left  eye,  20/100,  un- 
corrected. 

The  patient  returned  one  week  later,  and  there 
was  no  particular  change  in  the  physical  findings, 
and  the  vision  remained  as  before.  Because  of  the 
history  of  injury,  a roentgenogram  of  the  skull 
was  made  to  learn  whether  there  was  a fracture 
or  foreign  body,  but  the  findings  were  reported 
to  be  negative. 

Two  days  later,  on  July  5,  when  the  patient 
returned  to  the  office,  his  left  eye  had  changed. 
The  induration  and  the  injection  had  worsened, 
and  there  was  a conspicuous  proptosis,  to  such  an 
extent  that  the  eye  had  become  almost  fixed  and 


Fig.  1.  Lateral  view  showing  exophthalmos. 


immobile.  The  patient  was  now  complaining  for 
the  first  time  of  double  vision  and  of  aching  pain 
behind  his  eye.  There  was  considerable  local  heat 
in  the  area,  and  the  clinical  impression  was  orbital 
cellulitis.  He  was  also  complaining  of  some  mild 
tenderness  over  the  area  of  the  left  kidney;  he 
related  this  to  standing  and  the  change  in  position 
of  his  trunk.  He  denied  any  other  genitourinary 
symptoms. 

The  patient’s  past  history  and  his  family  his- 
tory were  negative;  he  described  no  other  symp- 
toms referable  to  other  systems  in  his  body. 
Physical  examination  at  the  time  of  his  admission 
to  the  hospital  was  negative,  except  a temperature 
of  100  degrees,  tenderness  over  the  left  costoverte- 
bral angle  and  the  eye  findings  mentioned.  Results 
of  routine  laboratory  examinations  were  normal; 
the  concentration  of  hemoglobin  was  14.2  gm. 
per  milliliter  (98  per  cent).  The  leukocyte  count 
was  8,850,  with  75  per  cent  segmented  polymorpho- 
nuclear leukocytes  and  21  per  cent  lymphocytes. 
The  hematocrit  was  43  volumes  per  cent,  and  it 
was  stated  in  the  report  that  the  erythrocytes 
looked  normal. 

At  this  time  the  orbital  cellulitis  seemed  to 
be  secondary  to  an  ethmoiditis,  so  decompression 
and  radical  ethmoidectomy  on  the  left  side  were 
carried  out  because  of  the  urgent  necessity  to 
relieve  the  orbital  cellulitis.  The  lids  of  the  left 
eye  were  sutured  temporarily  in  order  to  prevent 
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Fig.  2.  Front  view  showing  exophthalmos. 


exposure  keratitis.  The  pathologist’s  report  on  the 
biopsy  was  that  the  stroma  was  altered  by  a 
hemorrhagic  inflammatory  change  and  moderate 
fibroblastic  proliferation,  but  that  malignant 
change  was  not  seen. 

The  patient  was  treated  expectantly  with  mas- 
sive doses  of  antibiotics  for  the  next  two  weeks. 
Then  the  exophthalmos  in  the  left  eye  had  pro- 
gressed to  the  extent  that  it  was  deemed  essential 
to  further  decompress  the  orbit  and  to  make 
permanent  adhesions  between  the  lid  margins  in 
order  to  adequately  protect  the  cornea.  Lateral 
decompression  was  carried  out  through  a modi- 
fied Kronlein  incision,  and  biopsy  of  the  orbit 
tissue  and  conjunctiva  was  done.  The  report  from 
the  pathologist  at  that  time  was  marked  inflam- 
matory alteration  of  the  conjunctival  tissue  with 
focal  venous  thrombosis  and  an  increase  in  fibrous 
connective  tissue  in  the  orbit,  again  with  no  ma- 
lignant alteration.  A specimen  of  right  nasal  mu- 
cosa was  reported  to  have  had  only  an  inflam- 
matory exudate. 

The  patient  underwent  a third  surgical  pro- 
cedure because  of  a necrotizing,  purulent  process 
involving  both  upper  and  lower  jaws.  The  teeth 
were  removed  entirely  and  specimens  of  the  ul- 
cerated gingival  areas  together  with  bone  frag- 
ments of  both  jaws  were  sent  to  the  pathologist. 
There  was  no  evidence  of  malignancy,  and  the 
pathologist’s  diagnosis  was  osteomyelitis  and  acute 
and  chronic  inflammation  of  the  gingiva. 

The  course  in  the  right  eye  was  identical  to 
that  in  the  left.  By  August  12  the  exophthalmos 
in  the  right  eye  had  reached  the  point  where  it 
was  considered  dangerous  to  leave  the  lids  un- 
sutured. A complete  tarsorrhaphy  was  done  on 
the  right  eye  in  order  to  prevent  exposure  kera- 
titis. 

During  the  patient’s  entire  stay  in  the  hospital 
he  was  given  massive  antibiotic  therapy,  and 
extensive  laboratory  studies  were  made  repeatedly. 
He  had  received  large  doses  of  penicillin,  strepto- 
mycin, sulfonamides,  Chloromycetin  and  achromy- 
cin. Finally  on  August  16  he  was  given  cortisone 
empirically,  and  after  that  he  seemed  to  rally  to 
some  extent.  For  the  first  time  the  examination 


of  the  eyes  suggested  some  improvement.  But 
this  was  a very  temporary  response,  and  the  pa- 
tient became  rapidly  moribund  and  died  on  Au- 
gust 30. 

The  results  of  blood  studies,  while  they  showed 
a moderate  anemia,  presented  nothing  diagnostic 
at  any  time  and  were  not  considered  at  all  unusual 
for  what  appeared  to  be  a fulminating  infection. 
They  at  no  time  suggested  the  presence  of  a malig- 
nant lymphoma  and  did  not  even  suggest  the 
necessity  of  making  a bone  marrow  study.  Other 
laboratory  work  was  quite  extensive  and  again 
was  of  no  diagnostic  value. 

At  autopsy  a large  retroperitoneal  tumor  mass 
was  found,  measuring  approximately  10  x 10  x 10 
cm.,  lying  in  the  area  of  the  left  costo-vertebral 
angle.  There  were  small  tumor  masses  also  in 
the  myocardium,  in  the  right  adrenal  and  in  both 
testes.  The  spleen  and  liver  were  of  normal  size. 
Microscopic  findings  were  interstitial  infiltration 
of  tumor  cells  with  focal  tumor  infiltrates  in  the 
heart,  lungs,  testes,  liver,  kidneys,  adrenals,  spleen 
and  bronchial  lymph  nodes.  The  cellular  detail 
of  the  bone  marrow  was  indistinct;  increased  cel- 
lularity  was  the  only  finding  reported  from  bone 
marrow  study,  and  no  malignant  change  was 
found.  The  diagnosis  by  the  general  pathologist 
was  undifferentiated  reticulum  cell  lymphosar- 
coma. 

The  left  eye  had  a large,  dense  firm  mass  in 
the  posterior  temporal  aspect  of  the  globe,  measur- 
ing approximately  20  x 4 x 8 mm.,  adhering  closely 
to  the  sclera.  The  mass  continued  around  nasally 
and  extended  somewhat  beyond  the  equator  on 
the  nasal  side.  The  superior  rectus  muscle  in  both 
eyes  was  involved  considerably  more  than  any  of 
the  other  orbital  structures.  This  muscle  showed 
the  same  type  of  infiltration  by  tumor  cells  as 
other  tissues  removed  in  general  autopsy.  These 
were  rather  large  cells  with  swollen  nuclei  and 
abundant  pale-staining  cytoplasm.  They  contained 
definite  nucleoli,  and  there  was  some  clumping 
of  the  nuclear  chromatin.  The  muscle  bundles 
were  replaced  in  many  areas  by  the  infiltration 
of  these  cells,  and  there  seemed  to  be  considerable 
secondary  degeneration.  The  same  cells  also  in- 
filtrated around  the  vessels  lying  within  the  muscle 
sheath.  A number  of  nerves  and  other  vessels  were 
seen  in  cross  section  throughout  the  orbital  fat, 
and  they  showed  a similar  perivascular  and  peri- 
neural infiltration.  The  lower  orbital  fat  showed 
several  nodular  accumulations  of  the  same  cellular 
exudate,  and  the  periosteum  of  the  lower  nasal 
portion  showed  a rather  heavy  solid  infiltration. 
The  most  interesting  tissues  were  those  surround- 
ing the  eyeball.  The  eyeball  was  enclosed  in  an 
enormously  thickened  infiltrated  tissue  derived  in 
part  from  orbital  fat  and  Tenon’s  capsule  and  from 
the  remaining  part  of  the  swollen  sclera.  There 
was  almost  solid  infiltration  of  tumor  cells  in  the 
orbital  fat.  Tenon’s  capsule  and  the  outer  sclera 
with  secondary  degeneration  and  necrosis.  The 
vessels  showed  advanced  necrosis,  probably  be- 
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cause  of  the  intense  pressure  to  which  they  had 
been  subjected  during  the  disease.  Anteriorly  the 
vessels  showed  solid  masses  of  tumor  cells.  The 
cornea  and  the  iris  and  the  remainder  of  the  uveal 
tract  appeared  to  be  remarkably  free  of  infiltra- 
tion by  tumor  tissue. 

The  retina  lay  in  the  center  of  the  eye  in  a 
somewhat  folded  and  distorted  fashion,  but  was 
not  infiltrated  by  tumor  cells.  It  is  remarkable 
that  such  a severe  disease  should  exist  in  the 
adjacent  tissues,  but  none  should  appear  within 
the  eye  itself.  In  the  right  eye,  too,  the  superior 
rectus  was  the  most  involved  of  the  extra-ocular 
muscles.  A brownish  gray  yellow  mass  extended 
toward  the  globe  from  the  superior  rectus  muscle 
and  along  the  temporal  aspect  of  the  globe.  This 
extended  forward  to  the  limbal  region  and  looked 
like  material  found  in  the  left  eye,  although  not 
as  extensive.  The  findings  in  the  right  eye  were 
similar  to  those  in  the  left,  and  again  the  infiltra- 
tion and  secondary  necrosis  in  the  superior  rectus 
muscle  were  more  marked  than  elsewhere.  There 
was  advanced  involvement  of  the  perivascular 
areas  of  the  medium  sized  vessels.  The  medial 
rectus  in  this  eye  was  infiltrated  by  tumor  cells. 
The  diagnosis,  made  on  the  basis  of  the  changes 
in  the  two  eyes,  was  clasmatocytic  reticulum 
lymphosarcoma. 

Summary  and  conclusion 

A case  of  atypical  malignant  lymphoma 
involving  the  orbital  structures  of  both  eyes 
is  described.  The  underlying  disease  was 
masked  by  the  clinical  course,  and  the  in- 
volvement of  the  retrobulbar  tissues  was  in- 
filtration of  the  extra-ocular  muscles  with  no 
tumor  formation.  Examination  of  the  blood 
did  not  suggest  hematopoietic  disease,  and 
peripheral  lymphadenopathy  was  entirely  ab- 
sent. 

Malignant  lymphomas  may  present  pri- 
marily as  an  orbital  disease  and  later  sys- 
temic developments  may  mask  the  true  na- 


ture of  the  disease.  Classification  of  the 
lymphomas  is  confusing  and  is  not  neces- 
sarily pertinent  in  the  diagnosis  of  the  dis- 
ease itself.  In  the  final  analysis,  diagnosis 
rests  on  observation  of  the  tumor  at  biopsy 
and  even  this  failed  in  the  case  reported; 
tumor  cells  were  not  found  even  though 
retrobulbar  involvement  of  extra-ocular  mus- 
cles was  present.  In  any  case  of  undiagnosed 
exophthalmos  or  any  atypical  orbital  cellu- 
litis, biopsy  and  bone  marrow  study  should 
be  carried  out  repeatedly  in  the  effort  to 
learn  the  cause  of  the  exophthalmos.  • 
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The  Scientific  Exhibit,  A.M.A.  Clinical  Meeting, 
Washington,  D.  C.,  November  28-December  1,  1960 


Application  forms  for  space  in  the  Scientific 
Exhibit  at  the  Washington,  D.  C.,  Clinical  Meeting 
of  the  American  Medical  Association,  November 
28  to  December  1,  are  now  available.  They  may  be 
procured  by  writing  directly  to  Charles  H.  Bram- 
litt,  M.D.,  Director,  .Department  of  Scientific  As- 
sembly, American  Medical  Association,  535  N. 
Dearborn  St.,  Chicago  10,  Illinois.  Applications 
close  on  August  1. 

The  “Hull”  award  will  be  presented  for  the 


first  time  at  this  meeting  to  the  best  exhibit  on  a 
scientific  subject  which  has  not  been  previously 
shown  at  a medical  meeting.  The  award  will  con- 
sist of  a gold  medal  and  an  honorarium  of  $250. 
The  winning  exhibit  will  be  approved  for  showing 
in  the  Scientific  Exhibit  at  the  1961  Annual  Meet- 
ing of  the  A.M.A.  which  will  be  held  in  New 
York  City. 

Dr.  Thomas  G.  Hull  will  personally  present  the 
award  to  the  recipient. 


for  Ju.NE,  1960 
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Deafness  caused  by  ototoxic  drugs* 


H.  I.  Laff,  M.D.,  Denver 


Ototoxic  potentialities  of  some  antibiotic 
drugs  have  been  amply  proved  but 
too  often  ignored.  The  tragedy  of 
deafness  should  never  be  taken  lightly. 


Among  the  depressing  experiences  in  an 
otologist’s  practice  is  to  be  confronted  with 
an  adult  who  has  suddenly  become  severely 
deafened  or  to  witness  the  utter  frustration 
of  parents  who  must  be  told  that  their  young 
child  has  congenital  deafness.  In  both  cases 
the  perceptive  hearing  losses,  which  these 
usually  have,  as  a rule  cannot  be  improved 
by  present-day  medical  or  surgical  means. 
The  parents  must  also  be  told  that  their  deaf 
child’s  speech  and  communication  ability  are 
at  stake,  for  which  special  schooling  and 
training  immediately  will  be  necessary.  Un- 
fortunately, the  future  in  store  for  them  and 
their  child  will  teach  them  over  the  years 
the  tremendous  impact  of  severe  deafness 
psychologically,  socially,  and  economically. 

After  the  enthusiasm  and  research  en- 
gendered by  the  successful  surgical  treat- 
ment of  clinical  otosclerosis  during  the  past 
two  decades,  much  has  been  added  to  our 
knowledge  of  other  hearing  problems.  Thus, 
deafness  in  the  infant  caused  by  the  negative 
Rh  factor,  rubella  and  other  virus  infections 
in  the  pregnant  mother  are  now  well  known. 
Anoxia  from  analgesic  and  anesthetic  drugs 
administered  during  labor  is  another  accepted 
cause  of  congenital  deafness.  One  can  theorize 
that  the  hyperoxia  imposed  on  prematures  in 
incubators  may  damage  the  organ  of  Corti 
as  it  does  the  eye  in  retrolental  fibroplasia. 

’Presented  at  St.  Joseph’s  Hospital  Sixth  Annual  Clinics,  July 
30,  1959. 


Severe  hearing  losses  in  infancy  and  adults 
following  viral  infections,  exanthems,  mumps, 
meningitis,  polio,  middle  ear  and  mastoid 
infections,  acoustic  trauma,  labyrinthine  hy- 
drops, etc.,  must  also  be  reckoned  with. 

Another  cause  of  deafness,  in  my  opinion 
previously  not  sufficiently  recognized,  is  the 
ototoxicity  of  certain  drugs.  We  have  long 
known  that  quinine  and  salicylates  can  pro- 
duce deafness  and  ringing  of  the  ears  in 
many  people.  Fortunately,  today  the  use  of 
quinine  is  not  so  commonh  Only  a few  months 
ago,  however,  a mother  and  her  three  small 
children  were  examined,  each  of  whom 
showed  neurosensory  hearing  losses  which 
could  be  attributed  to  the  use  of  quinine  for 
its  oxytocic  effect  during  each  of  the  labors. 
Quinidine,  a derivative  of  quinine,  may  also 
damage  hearing.  A proved  case  of  severe  per- 
ceptive hearing  damage  dating  back  to  use  of 
sodium  salicylate  20  years  ago  for  rheumatic 
fever  has  also  recently  been  seen.  This  pa- 
tient wears  a hearing  aid. 

Several  questions  arise.  If  salicylates,  in- 
cluding aspirin,  can  damage  the  adult  ear, 
what  of  their  effects  on  the  developing  ear 
of  the  fetus?  If  the  virus  of  German  measles 
can  damage  the  inner  ear  of  the  embryo  and 
spare  that  of  the  mother,  might  not  drugs 
taken  by  the  mother  have  a similar  effect? 
It  would  seem  that  the  fetus,  whose  blood 
receives  the  same  concentration  of  the  drug 
as  does  the  mother,  could  be  subjected  to  a 
much  greater  pharmacologic  effect,  especially 
in  the  early  months  of  pregnancy.  Nor  can 
the  effects  of  alcohol  and  tobacco  on  the  fetus 
— both  nerve  poisons — be  ignored. 

Frankly,  such  misgivings  as  herein  raised 
have  not  been  stressed  in  recent  available 
literature.  That  the  vast  majority  of  new- 
borns come  into  the  world  with  normal  hear- 
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ing  is  a tribute  to  nature’s  great  reserve 
powers. 

The  immediate  postnatal  period  is  also  a 
precarious  one  for  the  newborn  in  relation 
to  drug  metabolism  because  it  has  recently 
been  reported  that  their  enzyme  systems  may 
take  as  long  as  eight  weeks  before  fully  effec- 
tive metabolism  of  drugs  such  as  amino- 
pyrine,  phenacetin  and  hexobarbital  can  take 
placed  The  undeveloped  central  nervous  sys- 
tem of  newborn  animals  is  said  to  be  ex- 
tremely sensitive  to  the  barbiturates,  which 
fact  further  points  to  the  obvious  risk  of 
these  drugs  and  other  depressant  agents  in 
childbirth  and  for  newborn  infants.  It  is  not 
surprising  that  the  hearing  mechanism  should 
stand  among  the  first  of  the  special  senses  to 
suffer  damage^,  since  it  is  probably  the  most 
highly  organized  of  the  group. 

Let  us  now  explore  the  ototoxic  effects 
of  some  of  the  antibiotic  drugs  which  are  the 
more  immediate  incentive  for  this  discussion. 
When  streptomycin  was  introduced  in  1944 
as  a cure  for  tuberculosis  it  was  soon  dis- 
covered that  prolonged  usage  produced  ves- 
tibular damage  and  loss  of  equilibrium  of  a 
particularly  disturbing  and  sometimes  chron- 
ically disabling  type,  although  the  hearing 
remained  relatively  unaffected.  When  the 
dihydro-form  came  into  use,  it  showed  a se- 
lective effect  against  hearing.  Some  believed 
that  the  administration  of  equal  parts  of  both 
drugs  would  minimize  both  types  of  inner 
ear  disturbances.  This  has  not  been  borne 
out*.  As  a rule  dihydrostreptomycin  can  be 
used  for  several  weeks  or  months  before 
hearing  is  seriously  disturbed.  However,  there 
have  been  numerous  reports  indicating  that 
irreversible  hearing  losses  have  resulted  fol- 
lowing only  a few  days’  administration  of 
the  drug^ 

Many  combinations  of  penicillin  with 
streptomycin  or  dihydrostreptomycin,  or 
both,  have  been  used  by  physicians  as  anti- 
biotics of  choice.  It  would  seem  that  we  have 
not  been  sufficiently  alerted  to  their  ototoxic 
potentialities,  even  if  used  only  for  short 
periods.  The  physician  who  prescribes  them 
may  never  become  aware  of  the  hearing 
losses  they  have  produced,  as  these  patients 
ordinarily  will  consult  an  otologist  who  dis- 
covers the  causal  relationship  only  after  care- 
ful study  and  investigation.  In  one  case,  the 

for  June,  1960 


patient  had  received  the  drug  for  only  a few 
days  in  another  city.  In  another  instance,  a 
middle-aged  male  patient  without  previous 
ear  trouble  dated  his  hearing  loss  after  ab- 
dominal surgery.  The  postoperative  course 
was  stormy,  requiring  prolonged  administra- 
tion of  antibiotic  drugs.  Investigation  dis- 
closed that  a dihydrostreptomycin  combina- 
tion with  penicillin  had  been  used.  The  sur- 
geon, I might  interject,  was  not  impressed 
by  my  conclusions.  We  must  remember  that 
the  effects  of  dihydrostreptomycin  are  in- 
sidious since  the  hearing  loss  may  develop 
without  warning  even  after  treatment  has 
been  stopped  for  days  or  even  weeks. 

Otologists  of  mature  experience  have  re- 
ported similar  case  histories  and  their  valid- 
ity cannot  be  ignored®.  Since  penicillin-strep- 
tomycin combinations  are  not  irreplaceable, 
their  use  should  be  limited  for  exceptional 
needs.  There  is  general  agreement  that  once 
hearing  has  been  damaged  by  dihydrostrepto- 
mysin  there  is  little  chance  that  it  will  be 
regained,  even  after  the  drug  has  been 
promptly  eliminated.  It  goes  without  saying 
that  streptomycin  in  any  form  should  cer- 
tainly be  avoided  during  pregnancy,  especial- 
ly during  the  first  trimester  when  the  end 
organ  is  developing. 

Neomycin  is  another  ototoxic  drug.  For- 
tunately, it  is  only  occasionally  used  paren- 
terally  for  its  systemic  effect.  When  given  by 
mouth  or  applied  topically,  which  constitute 
its  main  usage,  absorption  is  practically  nil. 

A relatively  new  drug,  kanamycin,  has 
been  found  useful  in  treating  resistant  strains 
of  tubercle  bacilli  and  staphylococci.  It  is 
effective  only  when  administered  parenteral- 
ly.  During  the  past  month,  two  tuberculous 
patients  having  advanced  nerve  deafness  con- 
sulted me  following  its  intensive  use  for  the 
purpose  of  ridding  them  of  the  resistant 
strains  of  tubercle  bacilli  each  of  them  har- 
bored. 

It  is  comforting  to  know  that  thus  far  only 
those  “mycin”  drugs  which  must  be  injected 
for  proper  effect  have  been  noted  to  have 
ototoxic  potentialities.  The  tetracyclines, 
erythromycins,  etc.,  which  can  be  adminis- 
tered orally  are  probably  not  ototoxic.  Peni- 
cillin by  injection  has  by  a few  been  sus- 
pected but  never  proved  as  dangerous  to 
auditory  integrity. 
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Conclusions 

Some  of  the  misgivings  herein  expressed 
obviously  cannot  always  be  substantiated. 
The  ototoxic  effects  of  some  of  the  antibiotic 
agents,  however,  have  been  proved  experi- 
mentally and  clinically.  Fortunately,  only  a 
minority  suffer  inner  ear  damage  from  their 
use.  This  fact,  plus  low-dosage  susceptibility 
in  some  and  tendency  for  delayed  response 
in  others,  is  apt  to  arouse  skepticism  in 
regard  to  their  ototoxic  potentialities. 

Drug  ototoxicity  in  the  developing  fetus 
can  only  be  etiologically  suspected  two  or 
three  years  later  in  an  infant  being  examined 
for  congenital  deafness  of  unknown  origin. 
In  such  a case,  the  cause  and  effect  relation- 
ship can  seldom  be  definitely  proved.  How- 


This common  and  serious  childhood 
problem  often  yields  to  this  simple, 
thoughtful  and  psychologically 
sound  technic. 


Records  from  25  years  of  general  practice 
and  six  years  with  Child  Health  Conferences 
of  a public  health  department  have  given  the 
author  a definite  approach  to  the  care  of 
enuresis.  All  information  on  enuresis  that  is 
at  all  helpful  should  be  made  available  to 
physicians  and  patients,  since  15  to  20  per 
cent  of  children  over  the  age  of  three  years 
are  afflicted  with  habitual  bed-wetting.  It  is 
more  prevalent  in  the  medically  indigent 
group  who  are  not  always  seen  by  the  physi- 
cian but  may  be  reached  by  the  public  health 

‘Assistant  Health  Officer,  Multnomah  County. 


ever,  warnings  against  the  indiscriminate  use 
of  known  ototoxic  drugs  during  pregnancy 
seem  warranted. 

The  possible  effects  of  anoxia  and  anoxia- 
producing  analgesic  and  anesthetic  agents  on 
the  newborn’s  auditory  apparatus  before  and 
during  labor  seem  more  plausible.  Practi- 
tioners should  not  shrug  them  off  too 
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Therapy  in  enuresis 

With  emphasis  on  improving  muscle  tone 

Regner  W.  Kullberg,  M.D.,*  Portland,  Oregon 


nurse  and  then  referred  for  medical  advice 
and  treatment.  It  is  well  known  how  bed- 
wetting interferes  with  a child’s  normal  ac- 
tivities. He  feels  he  cannot  go  camping  or 
visiting  with  friends  or  take  any  prolonged 
trip  without  inconveniencing  other  people. 
Many  mothers  get  tired  of  cleaning  and  dry- 
ing the  bedding  of  her  bed-wetting  child. 

Many  suggestions  have  been  offered  to 
control  bed-wetting.  Since  little  has  ever 
been  written  on  muscle  control  in  enuresis, 
this  paper  wishes  to  emphasize  the  impor- 
tance and  value  of  improving  the  muscle  tone 
of  the  whole  body.  My  accumulated  records 
show  that  at  least  60  per  cent  of  those  who 
have  utilized  the  “exercise  method”  have  ob- 
tained relief.  The  writer  feels  this  informa- 
tion is  a must  and  if  faithfully  tried  will 
really  work. 

The  child  who  wets  the  bed  should  be 
given  a good  physical  examination  by  the 
family  physician.  The  correction  of  certain 
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physical  defects  may  correct  the  enuresis. 
Every  doctor  who  sees  children  knows  that 
removing  septic  tonsils  often  stops  bed-wet- 
ting. Any  toxic  condition  tends  to  weaken 
muscle  tone.  Where  there  is  a chronic  adeni- 
tis resulting  from  frequent  throat  infections, 
there  is  usually  a lack  of  appetite  and  slow- 
ness in  muscle  development,  with  enuresis  a 
common  sequela.  Anemias  lessen  muscle  tone 
and  must  be  corrected  before  success  can  be 
expected.  Poor  nutrition  and  vitamin  defi- 
ciencies also  cause  poor  muscle  tone.  An  oc- 
casional child  may  have  trouble  with  enuresis 
due  to  pin  worms.  Bed-wetting  is  a symptom 
indicating  that  the  child  has  a problem  which 
may  be  emotional,  physical,  or  a combination 
of  disturbances.  This  article  deals  with  cor- 
recting what  might  have  gone  wrong  with 
muscle  tone.  If  improving  muscle  tone  cor- 
rects the  enuresis,  an  original  underlying 
physical  or  emotional  cause  may  still  be  pres- 
ent and  must  not  be  forgotten.  That  is  the 
reason  the  whole  individual  needs  to  be  con- 
sidered in  bed-wetting. 

Sometimes  a well  child  who  had  no  bed- 
wetting problem  suddenly  becomes  afflicted 
with  this  problem.  Such  a child  is  probably 
one  who  has  sought  refuge  in  the  security 
of  infancy.  This  often  occurs  when  the  child 
is  emotionally  upset  by  changes  in  the  family 
such  as  the  arrival  of  a sibling.  The  emotional 
stress  would  have  to  find  relief  in  the  parent’s 
common-sense  dealing  with  the  situation. 
One  good  means  is  to  take  an  interest  in  the 
child’s  play  and  exercise  and  having  the  child 
share  in  the  care  of  the  new  baby.  The  re- 
sultant feeling  of  greater  strength  and  greater 
responsibility  goes  a long  way  to  eliminate 
the  emotional  factor  in  enuresis. 

As  soon  as  possible  after  the  correction  of 
any  pathology  or  emotional  disturbances,  a 
real  effort  should  be  made  to  increase  the 
general  muscle  tone  of  the  entire  body,  not 
just  of  the  urinary  bladder.  However,  the 
stop  and  start  practice  has  plenty  of  merit 
by  improving  the  muscle  tone  of  the  bladder 
and  urethra.  The  stop-and-start  exercise  de- 
mands mental  attention  to  the  process  of 
urination.  It  puts  mental  interference  to  just 
letting  go  on  the  part  of  the  bladder  to  the 
slightest  urge.  To  put  mental  attention  to 
work  on  the  problem  also  goes  a long  way 
to  helping  the  sphincter  muscles  to  get 


stronger  and  under  better  control.  It  is  also 
well  known  that  you  cannot  exercise  one 
muscle  without  benefiting  other  muscles; 
consequently,  it  does  not  matter  how  you 
start  the  muscle  training.  The  training  must 
be  adjusted  to  the  condition  of  the  child’s 
health  as  well  as  the  age  of  the  child.  To  con- 
sult the  family  physician  about  any  limita- 
tions is  important. 

Conversation  affects  attitudes 

There  is  something  very  tragic  in  seeing 
an  older  child  sitting  silent  and  shameful, 
listening  to  his  mother  telling  the  doctor 
about  his  bed-wetting.  When  the  doctor  shifts 
the  conversation  to  the  exercises  that  he  has 
found  effective,  it  is  pleasant  to  often  see  a 
change  of  attitude.  When  told  that,  by  be- 
coming expert  in  the  use  of  the  rings  and  bar 
he  is  going  to  improve  his  condition,  there  is 
usually  a show  of  cooperation  and  willingness 
to  do  this,  rather  than  to  have  to  take  medi- 
cine and  go  thirsty  to  bed.  As  he  finds  that 
other  benefits  soon  follow  the  advice  he  has 
been  given,  he  becomes  more  and  more  hope- 
ful of  checking  his  enuresis.  Complete  relief 
of  bed-v/etting  was  obtained  by  three  chil- 
dren in  one  family  who  were  afflicted  with 
extremely  bad  posture,  abdominal  ptosis,  flat 
feet,  strabismus,  and  even  ptosis  of  the  eye- 
lids. After  referrals  for  correction  of  eye  con- 
ditions, and  some  orthopedic  assistance,  the 
rings  and  the  bar  were  used  most  faithfully 
with  complete  correction  of  defects,  including 
the  enuresis.  These  children  are  now  excel- 
lent students  and  the  school  is  proud  of  their 
acrobatic  abilities.  The  use  of  the  rings  or  the 
bar  expands  the  chest  and  pulls  up  on  the 
abdominal  viscera,  removing  some  of  the 
pressure  on  the  urinary  bladder,  which  is 
pronounced  in  abdominal  ptosis.  Abdominal 
breathing  is  a good  exercise,  but  encouraging 
the  chest  breathing  habit  improves  posture 
and  makes  for  less  pressure  on  the  bladder 
when  asleep  at  night,  possibly  allowing  for 
greater  volume  of  urine.  A warm  relaxing 
bath  at  bed-time  will  enhance  the  value  of 
the  exercises  and  reduce  any  tension  present. 

Exercises  can  help 

To  those  who  are  not  able  to  use  the  rings 
and  bar  or  would  prefer  an  easier  exercise, 

I suggest  what  I have  called  the  “resting 
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exercise.”  This  exercise  accomplishes  essen- 
tially the  same  as  the  rings  or  bar,  correcting 
abdominal  ptosis  and  thus  reducing  pressure 
on  the  urinary  bladder.  The  exercise  consists 
of  lying  on  the  back  of  any  hard  surface.  This, 
alone,  tends  to  stretch  the  body  and  encour- 
age a better  air  intake.  The  individual  is  then 
encouraged  to  lift  weights;  light  weights  are 
used  at  first.  These  may  be  one  pound  cans 
of  fruit  or  vegetables.  Lying  on  the  hard  sur- 
face, with  arms  outstretched  back  of  the  head, 
the  individual  raises  the  weights  to  a vertical 
position,  lowers  them  back  to  the  original 
position,  repeats  this  until  only  moderately 
fatigued.  This  should  be  done  in  conjunction 
with  deep  breathing;  both  inhaling  and  ex- 
haling may  be  done  at  each  movement.  This 
exercise  is,  of  course,  beneficial  to  anyone 
who  needs  to  improve  air  intake,  posture  and 
general  muscle  tone. 

Swimming  or  merely  doing  the  “Indian 
Dance”  in  a warm  pool  has  helped  several 
of  the  children  to  prevent  or  control  enuresis. 
The  “Indian  Dance”  consists  chiefly  of  bounc- 
ing up  and  down  in  water  deep  enough  to 
create  a pull  on  the  chest.  Two  sisters,  7 and 
8 years  of  age,  were  quite  different  in  their 
habits.  One  enjoyed  the  pool  and  other  play 
exercises,  while  her  sister  liked  books  and 
drawing.  The  former  was  never  a bed-wetter, 
but  her  sister  always  had  difficulty  with  enu- 
resis. This  child’s  excuse  was  that  she  didn’t 
want  to  be  a tomboy  like  her  sister.  Explain- 
ing that  the  exercises  would  help  her  condi- 
tion, she  changed  her  attitude  and  cooperated 
with  the  result  that  her  enuresis  was  cleared 
up. 

In  the  younger  group,  3 to  4 years  of  age, 
where  bed-wetting  may  be  just  a transient 
thing,  the  parent  may  massage  the  child’s 
feet.  This  will  improve  muscle  tone  of  the 
feet  and  give  the  child  a general  feeling  of 
well  being  and  secondarily  benefit  the  blad- 
der. There  is  a lot  of  fatigue  and  irritation 
that  comes  from  even  minor  difficulties  with 
feet.  To  massage  the  feet  as  if  they  were 
hands  usually  gives  excellent  results  without 
doing  any  harm.  In  older  children,  gripping 
exercises,  toeing  in  and  walking  on  the  outer 
edge  of  the  foot  should  be  encouraged.  Mas- 
saging the  feet  with  these  points  in  mind  will 
counteract  any  tendency  to  flat  feet.  The 


improved  muscle  tone  will  make  stronger 
feet  that  v/ill  help  to  prevent  falls  and  aid  a 
child  to  get  out  of  the  way  of  danger  more 
quickly.  Children  usually  like  to  have  parents 
massage  their  feet.  It  gives  them  a feeling  of 
security,  helps  to  quiet  fears  and  other  emo- 
tional disturbances  which,  as  already  men- 
tioned, are  often  factors  in  the  cause  of  enu- 
resis. No  matter  what  happens,  even  though 
a sibling  may  have  arrived,  it  tells  the  child 
that  mother  and  father  haven’t  forgotten  him. 
One  mother  reported  that  her  3-year-old  boy 
had  no  more  temper  tantrums  since  she  had 
given  just  a few  minutes  a day  to  massaging 
the  child’s  feet.  It  gives  the  parent  a wonder- 
ful chance  to  teach  a child  how  to  say  things 
calmly,  how  to  breathe  deeply  and  especially 
how  to  avoid  mouth  breathing,  making  a 
game  out  of  nasal  breathing.  Mouth  breath- 
ing is  often  the  cause  of  upper  respiratory 
infections  which  sometimes  precede  enuresis. 
Mouth  breathing  is  also  one  of  the  causes  of 
dental  caries,  which  may  affect  the  general 
health  and  consequently  lessen  the  general 
muscular  tone. 

Many  children  under  no  direction  for  their 
enuresis  stop  bed-wetting  temporarily  in  the 
summer  time  when  they  are  out  of  doors  and 
more  active  physically,  indicating  that  exer- 
cises other  than  those  mentioned  are  also 
helpful.  Exercises  are  also  more  effective  if 
done  in  the  out  of  doors. 

Since  enuresis  is  a serious  matter  to  both 
child  and  mother,  it  is  gratifying  to  get  re- 
sults such  as  these.  After  a week  of  exercises 
on  the  rings  and  bar,  one  little  boy  who  had 
always  been  a bed-wetter  was  thrilled  to  tell 
his  mother  that  he  did  not  need  his  rubber 
sheet  any  longer.  One  mother  whose  5-year- 
old  child  had  difficulties  with  enuresis  was 
given  the  privilege  of  reading  a preliminary 
draft  of  this  article.  Following  its  advice,  she 
reported  that  she  got  prompt  results.  Another 
mother  reported  that  her  increased  laundry 
work  due  to  bed-wetting  of  two  of  her  chil- 
dren promptly  decreased  after  making  the 
recommended  exercises  a part  of  the  family 
routine. 

To  see  children  happier,  straighter,  better 
nourished  and  more  courageous  as  a result  of 
the  exercise  method,  makes  its  trial  for  enu- 
resis control  worthwhile.  • 
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NEW  FROM 


INSTANT  MIX  METAMUCIi: 


Psyllium  hydrophilic  mucilloid  with  citric  acid  and  sodium  bicarbonate 


just  pour  powder 

from 

one  packet 


add  cool  water 
slowly ... 

ifs  instantly  mixed 


and  it’s 

EfFeR'/bclU[! 


• 

each  packet  is  equivalent  to 
one  rounded  teaspoonful  of 
Metamucil  powder 


all  the  advantages, of 
smoothage  therapy  in 
the  relief  and  correction 
of  constipation 


stimulates  normal  peristalsis 
induces  natural  elimination 

promotes  regularity 

• 

keeps  stools  soft  and 
‘ easy  to  pass 

• 

avoids  harsh  laxatives  or 
purgatives 


convenient,  premeasured- 
dose  packets 

delightful  mild  lemon  flavor 

INSTANT  MIX  METAMUCIL 
16  Packets 


G.  D.  SEARLE  & ,CO.  ♦ Chicago  80,  Illinois 
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control  the  tension— treat  the  trauma 


. . Pathibamate  z 

meprobamate  with  PATHILON®  tridihexethyl  chloride  Lederle 


greater  flexibility  in  the  control  of  tension,  hypermotiiity 
and  excessive  secretion  in  gastrointestinal  dysfunctions 


PATHIBAMATE  combines  two  highly  effective  and  well-toler- 
ated therapeutic  agents: 

meprobamate  (400  mg.  or  200  mg.)  widely  accepted  tranquilizer  and... 
PATHILON  (25  mg.)— antichoiinergic  noted  for  its  peripheral,  atropine-iike 
action,  with  few  side  effects. 


The  clinical  advantages  of  PATHIBAMATE  have  been  confirmed  by  nearly 
two  years’  experience  in  the  treatment  of  duodenal  ulcer;  gastric  ulcer; 
intestinal  colic;  spastic  and  irritable  colon;  ileitis;  esophageai  spasm; 
anxiety  neurosis  with  gastrointestinal  symptoms  and  gastric  hypermotiiity. 


Two  dosage  strengths  - PATH  I BAMATE- 400  and  PATH  I BAMATE- 200 
facilitate  individuaiization  of  treatment  in  respect  to  both  the  degree  of 
tension  and  associated  G.  I.  sequelae,  as  well  as  the  response  of  different 
patients  to  the  component  drugs. 


Suppii6d:  PATHI  BAM  ATE-400  — Each  tablet  (yellow,  Va-scored)  contains 
meprobamate,  400  mg.;  PATH  I LON  tridihexethyl  chloride,  25  mg. 
PATHI  BAM  ATE-200  — Each  tablet  (yellow,  coated)  contains  mep- 
robamate, 200  mg.;  PATHILON  tridihexethyl  chloride,  25  mg. 
Administration  and  Dosage:  PATH  I BAM  ATE-40  0 — 1 tablet  three  times  a day  at  mealtime  and 

2 tablets  at  bedtime. 

PATHIBAMATE-200  — 1 or  2 tablets  three  times  a day  at  mealtime 
and  2 tablets  at  bedtime. 

Adjust  to  patient  response. 

Contraindications:  glaucoma;  pyloric  obstruction,  and  obstruction  of  the  urinary  bladder 
neck. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Proven 

in  over  five  years  of  elinieal  use  and 
more  than  750  published  elinieal  studies 

Effective 

for  relief  of  anxiety  and  tension 

Outstandingly  Safe 

• simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 

9 no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

• does  not  produce  ataxia,  change  in  appetite  or  libido 

• does  not  produce  depression,  Parkinson-like  symptoms, 
jaundice  or  agranulocytosis 

0 does  not  impair  mental  efficiency  or  normal  behavior 
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for 

the 

tense 

and 

nervous 

patient 


Despite  the  introduction  in  recent  years  of  “new  and  dif- 
ferent” tranquilizers,  Miltown  continues,  quietly  and. 
steadfastly,  to  gain  in  acceptance.  Generically  and  under 
the  various  brand  names  by  which  it  is  distributed, 
meprobamate  (Miltown)  is  prescribed  by  the  medical 
profession  more  than  any  other  tranquilizer  in  the  world. 

The  reasons  are  not  hard  to  find.  Miltown  is  a knoivn  drug, 
evaluated  in  more  than  750  published  clinical  reports.  Its 
few  side  effects  have  been  fully  reported;  there  are  no 
surprises  in  store  for  either  the  patient  or  the  physician. 
It  can  be  relied  upon  to  calm  anxiety  and  tension  quickly 
and  predictably. 


Usual  dosage : One  or  two 
400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets, 
200  mg.  sugar-coated  tablets; 
or  as  MEPROTABS*— 400  mg. 
unmarked,  coated  tablets. 


Miltown 

meprobamate  (Wallace) 

WALLACE  laboratories  / New  Brunswick,  N.  J. 


CM-2053 


when  that  early  Monday  morning  telephone 
call  is  from  a weekend  do-it-yourselfer 

. . and  this  morning,  Doctor,  my  back 
is  so  stiff  and  sore  I can  hardly  move.” 

now. . . there  is  a way  to  prompt,  dependable 
relief  of  back  distress 

the  pain  goes  while  the  muscle  relaxes 

POTENT  --  rapid  relief  in  acute  conditions 

SAFE  — for  prolonged  use  in  chronic  conditions 

notable  safety — extremely  low  toxicity;  no  known 
contraindications;  side  effects  are  rare; 
drowsiness  may  occur,  usually  at  higher  dosages 

rapid  action,  sustained  effect —starts  to  act 
quickly,  relief  lasts  up  to  6 hours 

easy  to  use— usual  adult  dosage  is  one  350  mg. 
tablet  3 times  daily  and  at  bedtime 

supplied  — as  350  mg.,  white,  coated  tablets, 
bottles  of  50;  also  available  for  pediatric  use: 

250  mg.,  orange  capsules,  bottles  of  50 

WALLACE  LABORATORIES,  New  Brunswick,  New  Jersey 


(CARISOPROOOL  WALLACE) 
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Protection  against  loss  of  income  from 
accident  and  sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request 


anorectic-ataractic  ® 


meprobamats  400  mg.,  with  d-amphetamine  sulfate  5 mg.,  Tablets 


FOR  THERAPY 
OF  OVERWEIGHT  PATIENTS 

■ d-amphetamine  depresses  appetite  and 
elevates  mood 

■ meprobamate  eases  tensions  of  dieting 
(yet  without  overstimulation,  insomnia  or 
barbiturate  hangover). 

Dosage;  One  tablet  one-half  to  one  hour  before  each  meal. 


A LOGICAL  COMBINATION 
IN 

APPETITE  CONTROL 


A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 

Politics  now  overshadows  all  other  factors  in 
the  issue  of  health  care  for  the  aged. 

It  appears  certain  to  be  a major  issue  in  this 
year’s  campaigning  for  the  White  House  and  Con- 
gress, regardless  of  what  Congress  does  in  the 
field  before  adjourning  this  summer. 

Both  the  Democrats  and  the  Republicans  are 
supporting  costly,  sweeping  plans  which  differ  on 
the  basic  approach.  The  major  Democratic  plans 
call  for  use  of  the  Social  Security  system.  The 
Republican  proposals  would  have  the  federal  gov- 
ernment and  the  states  put  up  hundreds  of  millions 
of  dollars  to  help  the  aged  buy  health  insurance 
on  a voluntary  basis. 

The  medical  profession  and  allied  groups  op- 
pose these  political  solutions  because,  among  many 
other  important  reasons,  they  actually  would  not 
meet  the  problems  of  many  aged  who  need  help 
in  financing  the  cost  of  illness. 

Meanwhile,  a key  Democrat — Rep.  Burr  Harri- 
son of  Virginia — warned  Congress  against  acting 
on  such  legislation  in  this  year  of  a national 
election.  He  predicted  that  if  any  such  legislation 
should  be  approved  this  year,  it  “would  be  certain 
to  be  a monstrosity.” 

Noting  that  various  solutions  had  been  pro- 
posed, Harrison  said:  “The  only  features  which 
these  proposals  have  in  common  are  that  they 
are  all  tremendously  expensive;  they  all  propose 
revolutionary  change,  and  they  are  all  compli- 
cated, uncertainly-based  and  little-understood  by 
the  prospective  beneficiaries.” 

Harrison,  who  is  a member  of  the  House  Ways 
and  Means  Committee  which  handles  such  legis- 
lation, urged  that  Congress  defer  action  until  next 
year.  He  recommended  that,  in  the  meantime,  the 
Ways  and  Means  Committee  “conduct  an  exhaus- 
tive study  of  the  various  proposals.” 

In  early  May,  the  Eisenhower  Administration 
unveiled  a federal-state,  $1.2  billion-a-year  plan 
to  help  the  aged  with  limited  incomes  buy  broad 
medical  and  hospital  insurance  coverage.  Under 
the  plan,  an  aged  person — if  able  financially — 
would  bear  part  of  the  cost  of  both  the  insurance 
and  of  the  medical  care  and  hospitalization. 

Arthur  S.  Flemming,  Secretary  of  Health,  Edu- 
cation and  Welfare,  and  Vice  President  Richard 
M.  Nixon  stressed  that  participation  by  the  aged 
in  the  Administration  program  would  be  on  a 
voluntary  basis. 

The  Administration’s  plan  immediately  ran  into 
widespread  opposition.  Dr.  Louis  M.  Orr,  Orlando, 
Fla.,  President  of  the  American  Medical  Associa- 
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tion,  said  it  was  based  “on  the  false  premise  that 
almost  all  persons  over  65  need  health  care  and 
cannot  afford  it.” 

“This  is  not  a fact,”  Dr.  Orr  said.  “The  truth 
is  that  a majority  of  our  older  people  are  capable 
of  continuing  a happy,  healthy,  and,  in  many  cases, 
productive  life.  Of  the  more  than  15  million  per- 
sons in  the  nation  over  65  years  of  age,  only  15 
per  cent  are  on  old-age  assistance.” 

Dr.  Orr  said  neither  the  Administration’s  pro- 
posal nor  the  Forand-type  Social  Security  ap- 
proach is  tailored  to  meet  the  problems  of  the 
undetermined  number  of  older  persons  who,  “al- 
though able  to  finance  other  costs,  find  it  difficult 
to  withstand  the  additional  burden  of  the  cost  of 
illness.” 

Dr.  Orr  advocated  the  A.M.A.’s  positive  eight- 
point  program  for  the  health  care  of  the  aged  as 
a “sensible,  economical”  plan  that  would  preserve 
freedom  as  well  as  promote  security.  If  both  these 
objectives  are  to  be  realized.  Dr.  Orr  said,  health 
care  programs  for  the  aged  “must  necessarily  be 
limited  to  support  for  the  needy  aged  and  leave  to 
voluntary,  competitive,  private  enterprise,  those 
activities  needed  to  improve  the  health  care  of  the 
rest.” 

In  brief,  the  A.M.A.  program  comprises:  (1) 
improved  preventive  medical  care  for  the  aged; 
(2)  a state-administered  program  of  federal  grants- 
in-aid  to  states  for  liberalization  of  existing  old- 
age  assistance  programs  so  that  the  near-needy 
could  be  given  health  care  without  having  to  meet 
the  present  rigid  requirements  for  indigency;  (3) 
better  nursing  home  facilities  for  the  long-term 
care  of  aged  persons,  especially  those  over  age  75; 
(4)  rapid  development  of  health  insurance  and 
prepayment  policies  to  provide  long-term  nursing 
home  care;  (5)  expansion  of  home  nursing  care 
services;  (6)  elimination  of  compulsory  retirement 
and  a basic  change  in  the  attitude  that  a person 
who  reaches  65  has  suddenly  become  nonproduc- 
tive and  senescent;  (7)  health  education  to  instill 
a “will  to  live”  in  older  persons  and  to  make  them 
aware  of  the  need  for  continuing  healthful  nutri- 
tion; and  (8)  anti-inflationary  curbs  to  maintain 
the  purchasing  power  of  fixed  pension  and  annuity 
benefits. 

A Republican  lawmaker,  Sen.  Barry  Goldwater 
of  Arizona,  denounced  the  Administration’s  plan 
as  “socialized  medicine”  and  a “dime  store  new 
deal.”  The  outspoken  conservative  predicted  its 
ultimate  cost  would  be  “staggering.”  He  said  the 
Administration  could  have  done  better  by  pro- 
posing “full  deductions  for  taxes  for  any  amount 
spent  for  medical  care  of  anyone”  and  for  full 
costs  of  health  plans  by  either  an  individual  or 
corporation. 

In  endorsing  the  Administration’s  plan,  Vice 
President  Nixon  charged  the  Forand-type  pro- 
posals backed  widely  by  Democrats  would  “open 
the  door  for  socialized  medicine.”  He  said:  “Such  a 
program  would  threaten  the  high  standards  of 
American  medicine.” 


mothers-to-be 

Ulvical®  (Ulmer)  assures  these  modern 
ladies-in-waiting  of  a generous  amount  of 
iron  and  calcium  plus  the  recognized  prenatal 
vitamins  ...  in  a small  tablet  . . . especially 
designed  for  rapid  assimilation  and  easy  tol- 
eration. 

For  maximal  utilization  . . . timed  release 
of  these  essentials  is  accomplished  by  special 
coatings  controlled  to  dissolve  at  the  pH  of 
the  stomach,  duodenum  and  jejunum. 

Important,  too,  calcium  pyrophosphate 
contains  larger  amounts  of  elementary  cal- 
cium which  is  quickly  metabolized  to  increase 
plasma  blood  levels.  Leg  cramps  are  quickly 
relieved;  small  daily  doses  sustain  this  relief. 


Each  tablet  contains; 

Calcium  Pyrophosphate 

(Ca  1 50  mg.,  P 1 20  mg.),  7V2  gr. 
Ferrous  Sulfate  USP  (Fe  38  mg.) 

3 gr.  3.8  M.D.R. 

Vitamin  A (Ester) 

1500  USP  Units  3/8  M.D.R. 
Vitamin  D (Irradiated  Ergosterol) 

200  USP  Units  Vl  M.D.R. 
Thiamine  Mononitrate  (Bi) 

1 mg.  1 M.D.R. 


Riboflavin  ( 82) ....  2 mg.  2 M.D.R. 

Ascorbic  Acid  (C) 

16.66  mg.  »/2  M.D.R. 

Vitamin  E 2.2  I.U.* 

(from  d alpha  tocopheryl 
acetate  N.F.) 

M.  D.  R.  — Minimum  Daily  Require- 
ment. *M.D.R.  not  established. 

Dose:  One  or  two  tablets  three 
times  a day. 
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ORGAN  I Z ATI  O N 


Minutes  of  the  House  of  Delegates 
Utah  State  Medical  Association 

Third  Interim  Meeting 
Salt  Lake  City 
March  16,  1960 

FIRST  SESSION 
March  16,  1960,  9:00  a.m. 

The  House  of  Delegates  of  the  Utah  State 
Medical  Association  convened  in  Interim  Session 
March  16,  1960,  at  9:00  a.m.,  in  the  Little  Theater, 
Union  Building,  University  of  Utah,  Salt  Lake 
City,  Utah. 

Speaker  Child  called  the  meeting  to  order  and 
asked  the  Credentials  Committee  Chairman,  Dr. 
Daughters,  for  a quorum  report. 

Dr.  Daughters  reported  that  50  of  the  98  dele- 
gates signed  in,  constituting  a quorum. 

Speaker  Child  called  for  the  minutes  of  the 
previous  Annual  Session  of  the  House  of  Delegates 
which  had  been  printed  in  the  Rocky  Mountain 
Medical  Journal.  A motion  approving  the  minutes 
was  carried  unanimously.  Dr.  Child  then  called 
upon  the  President,  Dr.  I.  Bruce  McQuarrie. 

Report  of  the  President 

President  McQuarrie:  “My  report  is  in  the 
Handbook  and,  of  course,  it  is  necessarily  brief. 
The  Utah  State  Medical  Association  works  very 
much  like  the  American  Medical  Association,  just 
duplicating  their  activities  on  the  state  level,  and, 
since  being  in  this  position,  or  at  least  being  on  the 
Council,  I have  found  that,  although  it  may  appear 
cumbersome  to  many  of  you,  it  is  practically  the 
only  democratic  way  that  we  can  handle  our  or- 
ganization. We  have  many  committees  and  the 
Council,  but  the  only  body  that  can  actually  act 
in  a capacity  to  run  the  Utah  State  Medical  Asso- 
ciation is  the  House  of  Delegates.  This  is  an  ‘In- 
terim Session,’  not  the  Main  Session  of  the  House 
of  Delegates,  and  this  is  the  only  place  that  rules, 
regulations  or  changes  of  policies  can  be  made. 

“We  haven’t  had  too  many  severe  problems. 
We  have  had  two  or  three  rather  nasty  problems 
and  some  of  them  have  not  been  solved  and  maybe 
can’t  be  solved  very  well.  In  fact,  I am  getting 
more  of  the  opinion  that  many  problems  are  un- 


solvable.  This  is  a discouraging  attitude  but  it 
seems  that  we  must  gradually  evolve  in  a better 
way.  I think  in  the  next  six  months  things  won’t 
be  so  easy  because  our  problems  are  becoming 
multiplied  and  our  interests  are  widespread  and 
go  into  community  affairs,  national  affairs  and 
political  affairs.  Politicians,  labor  unions,  big  com- 
panies, big  insurance  companies  are  very  much 
interested  in  us  and  we  must  become  interested 
in  them. 

“I  hope  we  will  have  your  cooperation.  I ap- 
preciate the  cooperation  of  the  members  of  the 
Council  and  the  help  they  have  given  me.  I think 
the  committees  have  done  very  good  work  and 
some  of  them  have  made  outstanding  accomplish- 
ments.” 

Speaker  Child:  “The  next  order  of  business 
will  be  the  report  of  the  Secretary,  Dr.  J.  Poulson 
Hunter,  who  is  also  Chairman  of  the  Scientific 
Program  Committee.” 

Dr.  Hunter:  “The  specialty  group  dinner  meet- 
ings in  the  past  years  have  been  very  popular  and 
well  attended  in  most  instances.  However,  this 
year  our  President  has  moved  the  President’s  Ban- 
quet to  the  Thursday  night  of  our  meeting  and 
this  is  the  night  that  we  previously  held  the 
specialty  group  dinner  meetings.  Blue  Shield  is 
scheduled  to  have  its  annual  stockholders  dinner 
meeting  on  the  Wednesday  night  of  our  meetings 
and  this  leaves  only  Friday  night,  which  is  the 
conclusion  of  the  meeting.  Your  committee  is  still 
considering  the  possibilities  of  what  to  do  with 
the  specialty  group  dinner  meetings.  Letters  are 
now  in  the  mail  polling  each  specialty  group  as 
to  what  is  the  best  way  of  handling  this.  We  have 
already  been  approached  by  the  Pathologists  Asso- 
ciation desiring  to  use  one  of  our  speakers  for  a 
luncheon  meeting  and  perhaps  one,  two  or  three 
of  the  luncheon  days  could  be  used  in  this 
manner.” 

Dr.  Dalrymple,  Treasurer,  had  no  official  re- 
port at  this  time. 

Dr.  Castleton,  Delegate  to  the  A.M.A.,  stated 
his  report  was  printed  and  he  had  nothing  to  add 
to  it. 

Dr.  Drew  M.  Petersen,  Alternate  Delegate  to 
the  A.M.A.,  also  had  nothing  to  add  to  the  printed 
report. 

The  next  order  of  business  was  the  report  of 
the  Executive  Secretary,  Mr.  Harold  Bowman.  His 
written  report  was  on  page  9 of  the  Handbook. 

Mr.  Bowman:  “Since  my  report  was  written, 
there  has  been  an  agreement  reached  with  the 
Industrial  Commission  and  your  new  Industrial 
Commission  fee  schedule  will  be  in  your  hands 
very  shortly.  It  was  held  up  due  to  some  dis- 
crepancies and  mistakes  which  the  Commission 
has  agreed  to  correct,  and  Otto  Wiesley  advises 
that  there  will  be  reprints  of  certain  pages  that 
will  be  ready  within  a few  days.” 

Speaker  Child  introduced  Mrs.  James  Webster, 
President  of  the  Auxiliary  to  the  State  Medical 
Association. 
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Mrs.  Webster:  “Mr.  President,  Mr.  Speaker  and 
members  of  the  Utah  State  Medical  Association. 
This  will  be  my  final  report  to  you  as  my  term 
expires  with  the  May  House  of  Delegates  and  there 
has  been  a question  in  my  mind  just  how  many 
of  you  know  what  the  Medical  Auxiliary  is  truly 
about.”  (Mrs.  Webster  then  reviewed  the  activities 
of  the  Auxiliary  for  the  year.) 

Speaker  Child:  “At  this  time  I would  like  to 
ask  our  President,  Dr.  McQuarrie,  to  read  the 
report  of  the  Necrology  Committee.” 

President  McQuarrie:  “Letters  of  sympathy 
and  condolence  have  been  sent  to  the  families  of 
each  of  the  following  members  of  the  Utah  State 
Medical  Association  who  passed  away  during  the 
year:  Drs.  William  Bowker  Preston,  E.  Clark 
Mclntire,  John  M.  Coletti.  Each  member  of  the 
Association  joins  this  committee  in  their  deep 
feeling  of  sympathy  to  the  respective  families  of 
these  doctors.”  (The  House  of  Delegates  stood  as 
a body  in  silence.) 

Medical  School  report 

Speaker  Child  then  asked  Dr.  Price  to  report 
on  his  meeting  the  previous  evening  as  Chairman 
of  the  Joint  Board  between  the  Medical  Associa- 
tion and  the  College  of  Medicine. 

Dr.  Price:  “Unfortunately,  my  absence  from  the  country 
prevented  my  having  a written  report  in  the  printed  program. 
Dr.  Child  asked  me  to  include  a brief  statement  in  regard  to 
the  Medical  Center.  Perhaps  I might  start  with  that. 

“The  campaign  for  the  Medical  Center  has  gone  forward 
on  the  whole  quite  encouragingly.  The  outstanding  aspect  of 
it,  of  course,  is  the  tremendous  and  unprecedented  success  of 
the  medical  phase.  We  have  many  people  to  thank  for  this 
but  perhaps  Dr.  Castleton  is  the  one  responsible  more  than 
any  other.  The  professional  team,  the  organization  that  has 
helped  in  this  campaign,  tell  me  that  in  their  160  odd  cam- 
paigns across  the  country,  many  of  them  for  medical  schools 
and  hospitals,  that  this  is  by  far  the  most  unanimous  and 
most  generous  support  on  the  part  of  physicians,  students, 
or  alumni,  of  any  campaign  that  they  have  had  anything  to 
do  with. 

“Indeed  it  is  a more  impressive  figure  than  that  because 
in  addition  to  the  160-odd  campaigns  that  they  have  managed, 
they  also  participated  in  more  than  500  additional  ones  and 
this  observation  still  holds  true. 

More  funds  needed 

“There  is  still  some  money  to  be  raised.  The  United  States 
Steel  contribution  of  a quarter  of  a million  dollars,  which 
has  been  more  or  less  promised,  has  been  held  up  by  the 
steel  strike  as  might  be  understood.  There  are  some  large 
contributions  from  other  corporations  that  are  waiting  to  be 
cleared  away.  It  is  hoped  that  during  the  next  three  or  four 
months  this  campaign  will  be  completed  so  that  it  will  be 
all  finished  off  by  summer  and  not  be  dragged  on  into-  late 
summer  and  next  fall.  This  will  come  if  the  goal  is  met  to 
around  four  million  dollars.  We  also  have  a contribution  from 
the  State  Legislature,  from  the  Federal  Government,  and  it 
looks  now  as  though  the  total  amount  will  be  reached.  How- 
ever, some  additional  funds  will  be  needed  for  equipment 
since  what  we  have  been  talking  about  is  largely  for  con- 
struction purposes  and  here  we  are  looking  to  further  com- 
bined efforts  on  the  part  of  the  Federal  Government,  which 
has  already  given  us  some,  for  gifts  for  research,  equipment 
and  so  on,  and  perhaps  some  additional  funds  from  the  state. 

“A  problem  has  arisen  in  this  regard,  however,  which  I 
am  sure  you  will  understand.  That  is,  according  to  state  regu- 
lations and  legislation,  contracts  cannot  be  let  for  construction 
until  the  money  is  either  in  hand  or  is  officially  available. 
Much  of  the  money,  particularly  that  from  this  campaign,  is 
in  the  form  of  pledges  which  extend  for  a period  of  three 
or  four  or  five  years,  so  arrangements  will  have  to  be  made 
through  the  Legislature  for  borrowing  money  or  something 
else  in  order  to  meet  this  particular  problem.  This  is  not 
anticipated  as  a particularly  difficult  or  insurmountable  prob- 
lem but  it  does  set  a time  because  it  means  that  we  probably 
will  not  be  able  to  let  contracts  for  the  building,  the  main 


portion  of  the  building,  until  the  Legislature  meets  next 
January  and  February. 

Plans  and  equipment 

“This  brings  me  to  a problem  of  plans  for  the  building. 
In  a very  complex  structure  like  this  the  plans  have  to  be 
made  from  various  standpoints.  First  there  is  the  staff  plan- 
ning, the  needs  of  the  people  who  will  work  there.  We  who 
do  that  are  not  architects  or  engineers.  All  we  know  is  what 
we  need  and  will  have  to  live  with  and  work  with,  so  this 
has  to  be  done  in  coordination  with  the  architects  and  with 
our  consultants.  This  has  now  reached  the  stage  where  we 
can  turn  over  everything  pretty  much  to  the  architects  and 
the  architects  are  now  working  on  blueprints.  This  is  going 
to  be  a very  complex  structure  that  has  required  a tremendous 
amount  of  effort  in  order  to  get  work  out,  joint  uses  of 
space,  economics  of  all  sorts,  and  to  make  the  building  as 
economical  as  it  is  possible  without  sacrificing  efficient  func- 
tion. 

“The  matter  of  choosing  equipment  is  very  complex.  There 
are  literally  tens  of  thousands  of  items,  each  of  which  has 
to  be  worked  out  with  specifications,  catalogue  numbers  and 
so  on  before  they  can  be  put  out  for  bids.  The  result  of  all 
this,  together  with  the  functional  planning  that  has  to  be 
done,  has  put  us  also  on  a schedule.  We  are  hoping  that  the 
contracts  for  the  building  can  be  let  about  a year  from  now 
so  the  building  can  actually  be  started,  and  can  be  completed 
in  the  summer  of  1962,  to  admit  the  classes  that  start  in 
September  of  1962  in  the  new  Medical  Center. 

“I  am  certainly  happy  of  this  opportunity  to  extend  thanks 
to  all  of  the  physicians  of  Utah  and  to  our  alumni  and  others 
who  have  helped  so  generously  in  this  whole  business.  I am 
not  sure,  though,  that  it  is  proper  for  me  to  thank  you.  It  is 
your  project  as  much  as  it  is  ours,  and  all  I can  say  is  that 
we  are  very  grateful  for  everything  that  has  been  done. 

“This  brings  me  to  the  meeting  held  last  night  of  the 
Joint  Committee  between  the  State  Medical  Association  and 
the  University  College  of  Medicine.  This  group  meets  at  least 
twice  a year.  The  meeting  last  night  was  devoted  pretty  much 
to  a new  development  which  has  taken  place,  our  new  post- 
graduate division  activity.  The  chairman  or  director  of  that 
activity.  Dr.  Hillman  Castle,  was  there  and  spoke  about  it. 

Educational  television 

“The  newest  feature  of  this  is  the  use  of  the  educational 
television  station  on  the  University  campus.  This,  to  me,  is  a 
very  exciting  development.  We  are  still  having  refresher 
courses  where  some  physicians  come  and  spend  one  or  two 
or  three  days  trying  to  get  caught  up  on  the  newest  things 
in  medicine.  We  also  have  some  rural  seminars  where  teams 
go  and  make  themselves  available  to  county  society  meetings, 
but  these,  on  the  whole,  are  limited  groups.  There  is  no  such 
limit  to  the  educational  TV  channel  and,  as  you  know,  once 
a week  now,  on  Tuesday  evenings  at  10:00  p.m.,  there  is 
what  amounts  to  a continual  refresher  course.  All  you,  or 
any  physician  in  the  state,  has  to  do  is  to  go  into  your  living 
room  and  turn  on  your  TV  set.  For  half  an  hour  or  more  you 
can  get  some  new  developments  on  an  announced  subject. 

“There  has  been  some  study  of  the  audience  that  this 
is  reaching.  Our  present  information  indicates  that  some- 
where between  15  and  20  per  cent  of  the  maximum  possible 
audience  is  listening  in,  not  counting  some  late  people  who 
are  also  Interested  and  are  listening  in.  This  is  an  open 
circuit  TV  program.  This  means  that  somewhere  in  the 
neighborhood  of  1,000  physicians  within  reach  of  the  TV 
broadcasting  station,  200-odd  medical  students,  and  quite  a 
large  number  of  interns  and  residents  can  hear  these  pro- 
grams, and  of  that  number  each  week,  something  like  300 
are  listening — more  than  300.  We  hope  that  this  number  will 
gradually  increase  as  the  program  sells  itself  to  the  group. 
It  is  interesting  that  Utah  is  pioneering  this.  We  know  of 
no  other  medical  school  in  the  United  States  using  this 
method  so  far,  although  many  are  interested  in  it  and  are 
trying  to  find  out  from  us  what  we  are  doing  and  how  this 
is  succeeding.  Indeed,  some  of  this  material  is  now  being 
put  on  video  tape  and  kinescope  recordings  and  is  being 
sent  to  other  medical  centers  for  their  possible  use. 

“I  would  like  to  ask  for  the  continued  support  of  this 
House  of  Delegates  for  our  total  program.  I am  more  than 
delighted  at  the  disappearance  of  many  of  the  points  of  dis- 
cussion and  conflict  that  have  characterized  some  of  our 
previous  years  and  previous  meetings.  I really  think  we  are 
getting  to  a cooperative  program  and  I hope  that  this  will 
continue  to  be  increasingly  true  in  the  years  to  come.” 

Speaker  Child  thanked  Dr.  Price  and  called  on 
Dr.  John  Z.  Brown,  Jr.,  Chairman  of  the  Com- 
mittee of  the  Medical  Advisory  Board  to  the  Utah 
State  Department  of  Public  Welfare. 
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Dr.  Brown:  “We  have  found  three  or  four  things  that  have 
disturbed  the  working  of  the  Department  with  our  own 
people.  One,  the  50  per  cent  fee  schedule  which  was  adopted 
by  your  House  of  Delegates  in  a meeting  in  S'  otember,  1956. 

“A  second  disturbing  feature  is  the  fact  that  in  some  areas, 
apparently,  there  has  been  some  conflict  in  the  administration 
of  the  program  based  upon  a feeling  by  our  profession  that 
administrative  personnel  have  been  made  a medical  authority. 
We  don’t  challenge  that.  Undoubtedly  some  of  it  stems  from 
the  fact  that  in  any  program  where  there  are  limited  funds, 
there  have  to  be  certain  limitations  and  those  limitations  have 
been  pretty  well  handled  through  a requirement  of  prior 
authorization.  We  have  this  sort  of  thing:  ‘Well,  how  can 
that  So-and-So  over  in  the  Department  of  Welfare  indicate 
which  patient  should  get  an  x-ray  and  which  shouldn’t?’ 

“Another  disturbing  thing  has  been  that  many  of  the 
doctors  in  our  state  have  refused  to  accept  the  fees  for  their 
services  which  are  supposed  to  be  disbursed  to  them  upon 
receipt  of  voucher.  In  some  instances  they  have  received  the 
funds  but  they  have  turned  them  over  for  some  other  use, 
v,rhich  I believe  has  happened  in  Weber  County.  In  other 
areas  they  simply  refuse  to  accept  the  checks  and  so  the 
checks  stay  in  the  General  Fund.  There  is  a law  that  that 
money  cannot  be  retrieved  after  a six-month  period.  That 
isn’t  the  way  the  act  was  Intended,  that  doctors  should 
continue  to  take  care  of  these  people  for  nothing.  Congress 
intended  that  money  earned  through  services  is  to  be  ac- 
cepted. 

“As  a result  of  several  meetings,  we  have  finally  achieved 
wonderful  rapport  between  the  Utah  State  Medical  Associa- 
tion office  and  the  Department  of  Public  Welfare.  The  Chair- 
man and  one  of  the  three  commissioners  of  the  State  Depart- 
ment of  Public  Welfare,  Mr.  Clyde  Edmonds,  gave  us  a very 
friendly  welcome  to  sit  down  with  his  people  and  thrash  this 
thing  out  from  all  possible  angles  and  try  to  work  out  some- 
thing where  the  profession  and  his  department  could  get 
along.  So  we  have  gone  to  work  with  Mr.  Kerr,  who  heads 
the  Department  of  Public  Assistance.  As  a result,  these  things 
have  been  agreed  to:  Number  one,  we  can  replace  this  50 
per  cent  fee  schedule  by  establishing  some  other  method  of 
payment  for  handling  the  funds.  Of  course,  this  is  a third 
party  contract.  It  is  like  an  Insurance  company,  in  a sense. 
There  is  so  much  money  appropriated.  It  is  limited  and  how 
will  it  be  disbursed  to  the  doctors  for  their  services?  This  is 
something  we  have  to  work  out.  A good  way  to  give  up  our 
freedom  is  to  present,  as  we  have  done,  a 50  per  cent  fee 
schedule  and  let  ‘George,’  meaning  the  Department  of  Public 
Welfare,  do  all  the  work.  If  you  want  y'*ur  freedom  back,  if 
you  want  to  avoid  a dictated  fee  schedule  or  a reduced  fee 
schedule,  the  only  way  it  can  be  solved  is  for  us  at  both 
county  and  state  level  to  roll  up  our  sleeves  and  go  to  work 
and  help  the  Department  of  Public  Welfare  figure  out  a 
method  of  paying  for  these  services.  But,  gentlemen,  we  are 
going  to  stand  or  fall  on  how  well  we  can  work  it  out.  We 
have  the  permission  to  do  it.  As  a matter  of  fact,  they  wel- 
come it.  Mr.  Kerr  says,  ‘We  are  delighted  that  you  want  to 
change  it.’  Let’s  see  what  we  can  do  to  work  the  thing  out 
together.  So,  we  have  a lot  of  work  to  do.  But  if  we  adopt 
a plan  based  upon  your  acceptance  in  the  end,  then  it  will 
depend  entirely  on  every  individual  involved  to  be  willing  to 
burn  a little  midnight  oil,  to  roll  up  his  sleeves  and  spend  a 
few  hours  each  month  in  trying  to  decide  how  this  money 
should  be  spent.  Maybe  it  will  work  into  an  insurance  pro- 
gram with  our  own  insurance  carrier  at  Blue  Shield.” 

Speaker  Child  thanked  Dr.  Brown,  and,  there 
being  no  further  business  at  the  time,  declared  the 
House  in  recess  until  2:00  o’clock.  (Meeting  re- 
cessed at  10:45  a.m.) 


RECESSED  MEETING 
March  16,  1960,  2:00  p.m. 

Speaker  Child:  “Before  we  become  involved 
with  the  business  of  the  day,  I would  like  the 
House  of  Delegates  to  meet  the  Student  Body 
officers  of  the  Medical  School  here  at  the  Uni- 
versity. Chauncey  Michaelson  is  the  President  and 
Chauncey,  would  you  stand  up  and  introduce  the 
other  officers,  please?” 

Mr.  Michaelson  introduced  the  Vice  President 
of  the  Student  Body,  Claude  Thomas,  a Junior, 
and  Val  Humphreys,  Secretary  and  Treasurer,  a 
Sophomore. 
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Speaker  Child  called  for  the  report  of  Refer- 
ence Committee  Number  2. 

Dr.  Marvin  Lewis:  “Our  report  for  consideration  was  the 
report  of  our  able  Delegate  to  the  American  Medical  Asso- 
ciation, Dr.  Castleton,  on  page  11  of  the  Handbook.  Our 
committee  reviewed  this  report  carefully  and  we  were  im- 
pressed with  the  thought  and  energy  which  had  gone  into  its 
preparation.  Many  interesting  items  have  been  included  in 
this  report.  We  care  to  comment  about  two  things  as  a com- 
mittee. 

“First,  Dr.  Castleton  called  to  our  attention  the  youth 
fitness  program  that  the  A.M.A.  has  sponsored  and  is  actively 
engaged  in.  We,  as  a committee,  would  like  to  raise  the 
question  here,  only  raise  the  question,  as  to  whether  or  not 
we  as  a State  Association  or  as  a component  society  should 
be  doing  anything  or  are  we  doing  anything  as  far  as  a youth 
fitness  program  here  in  our  own  local  association  is  concerned. 

“Second,  we  call  your  attention  to  the  scholarship  program 
that  the  A.M.A.  has  initiated.  It  has  appointed  a committee 
to  study  the  problem  of  scholarships  and  study  our  future 
needs  as  far  as  medical  training  is  concerned.  This  apparently 
is  an  innovation  and  we  will  await  the  report  of  the  committee 
from  the  A.M.A.  on  this  particular  subject.  We  would  surely 
like  to  commend  for  your  reading,  too.  Dr.  Castleton’s  sum- 
mation at  the  end  of  his  report  submitting  to  us  a statement 
of  his  personal  convictions  with  regard  to  his  responsibility, 
for  which  we  as  a committee  congratulate  him.  We  would 
recommend  that  these  comments — with  regard  to  our  youth 
fitness  program  in  our  State  Association  and  our  local  societies 
and  the  comment  that  we  called  attention  to  in  the  scholar- 
ship program — we  recommend  that  this  report  be  accepted  as 
written. 

“I  move  that  the  report  of  Reference  Committee  Number  2 
as  a whole  be  accepted.”  Motion  seconded  and  approved. 

Speaker  Child  thanked  Dr.  Lewis  and  called 
upon  Reference  Committee  Number  1,  Dr.  Russell 
Nelson,  Chairman. 

Dr.  Nelson:  “We  had  10  reports  and  three  resolutions  to 
discuss.  We  have  recommended  passage  of  all  of  them  but 
have  several  comments.  On  page  27  of  the  Handbook,  the 
Veterans  Affairs  Committee.  We  feel  that  this  report  should 
be  accepted  but  an  additional  comment  should  be  made.  We 
feel  the  House  of  Delegates  should  have  some  information  as 
to  what  local  policies  are  prevailing  in  admissions  and 
whether  or  not  the  diagnoses  are  service-connected  disabilities 
in  the  local  Veterans  Hospital.  We  feel  that  some  continuing 
surveillance  needs  to  be  exercised  by  this  committee  in  local 
affairs.  Moreover,  we  feel  that  it  is  also  in  order  for  this  com- 
mittee to  keep  us  informed  on  the  national  policies  in  veterans 
affairs.  With  these  two  suggestions  then,  we  felt  this  report 
should  be  adopted. 

“On  page  28,  Mental  Health  Committee.  We  felt  this  report 
should  be  accepted  with  one  comment.  This  seems  to  be  an 
enormous  problem  in  our  state  as  elsewhere.  We  feel  that 
perhaps  further  committee  activity  might  be  recommended, 
not  only  to  help  solve  some  of  these  problems  but  to  point 
out  that  if  we  do  not  take  the  lead  in  solving  these  problems 
they  will  be  solved  for  us  by  the  government,  or  by  lay,  or 
paramedical  services.  So  we  feel  that  perhaps  our  Committee 
on  Mental  Health  should  be  more  active  in  tangling  with 
these  problems  than  it  has  been.” 

Mr.  Bowman:  “Mr.  Speaker,  the  Mental  Health 
Committee  did  meet  last  night  and  came  to  grips 
with  some  of  these  problems  and  had  a recom- 
mendation for  the  Council.  We  have  that  recom- 
mendation here.  The  Council  didn’t  have  sufficient 
time  to  reach  it  at  its  meeting  today  but  this  report 
is  available  for  this  committee.  If  the  President 
would  like  to  refer  it  to  this  committee  at  this 
time,  the  reference  committee  can  go  back  into 
session.” 

Dr.  Nelson:  “Page  32,  Public  Health  Committee.  We  felt 
this  report  must  be  accepted  as  it  is  but  we  feel  that  some 
great  problems  in  the  state  might  be  directed  toward  this 
committee.  Specifically:  first,  the  immunization  problem  that 
we  have  in  the  state  where  over  a third  of  the  children  in 
the  state  are  not  immunized  against  the  preventable  diseases; 
second,  the  lack  of  standardization  for  immunization  clinics 
from  one  county  society  to  another;  and  third,  the  public 
health  aspects  of  development  of  the  problems  in  the  ski 
resort  areas.  These,  for  example,  might  well  be  problems 
taken  up  by  this  committee.  We  move  the  adoption  of  this 
report  with  the  suggestions  for  further  work. 

“Page  34,  report  of  the  Legislative  Committee.  This  report 
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deals  with  two  local  items  and  two  national  items.  The  first 
local  item  is  that  pertaining  to  the  Coroner’s  Bill.  The  second 
local  item  is  that  pertaining  to  licensure  of  M.D.’s  who  have 
criminal  records  and  the  undesirability  of  this. 

“The  first  national  legislation  considered  is  that  pertaining 
to  the  Forand  Bill  and  the  second  is  relative  to  the  Jenkins- 
Smathers-Keogh  Bill.  Dr.  Dixon  was  in  our  reference  com- 
mittee to  amplify  the  report  and  we  would  like  to  recommend 
the  adoption  of  this  report  with  the  comments  that  Dr.  Dixon 
made  to  us  which  we  feel  should  be  passed  on  to  this  Biouse 
of  Delegates  and,  in  turn,  to  the  profession  itself:  That  the 
important  responsibility  we  have  of  working  against  the 
Forand-type  of  legislation  is  working  smoothly  as  far  as  the 
organization  from  headquarters  down  to  the  medical  doctor, 
but  from  him  to  the  grass-roots  via  his  patients  and  from 
that  level  on  down  is  not  being  carried  out  effectively;  that 
we  need  to  remind  ourselves  repeatedly  of  the  opportunity 
we  have  of  acquainting  our  patients  with  this  type  of  legis- 
lation and  how  we  feel  about  it.  The  second  comment  by  Dr. 
Dixon  concerned  the  failure  of  cooperation  from  the  compo- 
nent medical  societies  in  even  supplying  the  State  Legislative 
Committee  with  the  names  of  those  in  the  component  medical 
society  area.  So,  further  cooperation  from  the  component 
societies  with  the  state  society  is  needed  in  this  campaign. 
The  third  comment  is.  Dr.  Dixon  and  his  co-workers  on  this 
committee  would  welcome  further  suggestions. 

Resolutions  approved 

“The  first  resolution.  Number  2,  concerning  ‘Fluoridation 
of  Public  Water  Supplies  of  Utah.’  The  reference  committee 
feels  this  resolution  should  be  adopted,  and  I so  move.” 

Said  resolution  reads  as  follows: 

WHEREAS,  Fluoridation  of  public  water  supplies  so  as 
to  provide  the  approximate  equivalent  of  1 ppm  of  fluorine 
in  drinking  water  has  been  established  as  a safe  and  effective 
method  of  reducing  dental  caries,  and 

WHEREAS,  Many  groups  and  organizations,  including  the 
American  Medical  Association,  the  American  Dental  Associa- 
tion and  the  U.  S.  Public  Health  Service,  and  many  others 
have  endorsed  the  fluoridation  of  public  water  supplies  for 
the  above  reasons,  and 


WHEREAS,  Most  of  the  public  water  supplies  of  Utah 
contain  less  fluorine  than  the  recommended  concentration, 
therefore,  be  it 

RESOLVED,  That  the  Utah  State  Medical  Association  go 
on  record  as  approving  the  fluoridation  of  public  water 
supplies  of  this  state  so  far  as  is  practical,  and  be  it  further 
RESOLVED,  That  the  action  of  this  body  be  publicized  by 
the  various  news  media  and  that  copies  of  this  resolution  be 
sent  to  the  Governor,  the  members  of  the  Legislature,  and 
the  governing  officials  of  the  most  important  cities  and  coun- 
ties of  Utah.  (Resolution  approved.) 

“Resolution  Number  4.  This  is  a resolution  op- 
posing the  Forand-type  legislation  and  recommend- 
ing that  no  legislative  action  be  taken  on  this 
matter;  that  is,  that  we  urge  no  congressional  legis- 
lative action  on  this  matter  until  after  the  White 
House  Conference  on  Aging  in  January,  1961.  The 
reference  committee  would  like  to  move  the  adop- 
tion of  this  resolution.” 

Said  resolution  reads  as  follows: 

WHEREAS,  Several  bills  are  now  before  Congress  em- 
bracing the  so-called  Forand-type  legislation,  and 

WHEREAS,  These  measures  are  designed  to  provide  hos- 
pital and  surgical  care  for  those  over  65  under  Social  Security 
through  the  mechanism  of  Social  Security,  and 

WHEREAS,  This  type  of  medical  and  hospital  care  would 
be  socialization  of  medicine,  and 

WHEREAS,  The  Council  of  the  Utah  State  Medical  Associa- 
tion has  gone  on  record  in  opposition  to  this  type  of  legisla- 
tion, and 

WHEREAS,  The  Utah  State  Medical  Association  has  taken 
action  through  Blue  Shield  to  provide  prepaid  medical  care 
for  those  over  65  at  a reduced  fee  schedule;  therefore,  be  it 
RESOLVED,  That  the  House  of  Delegates  of  the  Utah  State 
Medical  Association  reiterate  the  stand  of  the  Council  in 
opposition  to  this  type  of  legislation;  and  be  it  further 

RESOLVED,  That  the  House  of  Delegates  urges  no  legisla- 
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ALPEN  is  the  oral  penicillin  that  provides  on  a fasting  stomach 
peak  antibiotic  blood  levels  approximately  twice  as  high  as  oral  potas- 
sium penicillin  V. . . and  significantly  higher  than  I.  M.  penicillin  G. 

Some  strains  of  staphylococci  resistant  to  other  penicillins  exhibit  in 
vitro  sensitivity  to  potassium  phenethicillin. 

ALPEN  has  greater  freedom  from  the  G.  1.  sequelae  (overgrowth  of 
resistant  flora)  sometimes  observed  with  broad  spectrum  -mycins. 

ALPEN  gives  much  higher  antibiotic  levels  within  the  first  hour  of 
ingestion  by  the  well-tolerated  oral  route. 

WHEN  TO  USE  ALPEN  Recommended  in  the  treatment  of  infec- 
tions caused  by  pneumococci,  streptococci,  gonococci,  coryne- 
bacteria,  and  penicillin-sensitive  staphylococci. 

HOW  TO  USE  ALPEN  Depending  on  the  severity  of  the  infection, 
125  mg.  (200,000  units)  or  250  mg.  (400,000  units)  three  times 
daily  may  be  used.  In  more  severe  or  stubborn  infections,  a dos- 
age of  500  mg.  (800,000  units)  t.i.d.  may  be  employed.  In  beta 
hemolytic  streptococcal  infections,  treatment  should  be  con- 
tinued for  at  least  ten  days. 

PRECAUTIONS  The  usual  precautions  in  the  administration  of 
oral  penicillin  should  be  observed.  For  further  details  see  pack- 
age literature. 

Tablets:  125  mg.  and  250  mg.,  bottles  of  25  and  100.  Powder  for 
Oral  Solution  (lemon-lime  flavored),  1.5  Gm.  bottle  (125  mg.  per 
5 cc.  teaspoonful). 
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five  action  be  taken  on  this  matter  until  after  the  White 
House  Conference  on  Aging  which  has  been  scheduled  for 
January,  1961.  (Resolution  approved.) 

“Resolution  Number  5.  We  are  against  poison 
here.  We  got  rid  of  sin  in  the  last  one!  This  is  a 
resolution  in  support  of  House  Bill  No.  7352  which 
is  a bill  before  Congress  requesting  proper  labeling 
and  listing  of  contents  of  household,  commercial 
and  industrial  products  and  that  our  feeling  be 
transmitted  to  the  Utah  State  Senators  and  Repre- 
sentatives as  well  as  the  Congressional  delegation. 
We  move  the  adoption  of  Resolution  Number  5.” 

Said  resolution  reads  as  follows: 

WHEREAS,  There  are  as  many  as  a quarter  of  a million 
trade-name  products  in  America,  and 

WHEREAS,  Without  proper  labeling  many  of  these  products 
are  particularly  dangerous,  and 

WHEREAS,  Many  such  products  will  be  innocently  over- 
used or  misused,  and 

WHEREAS,  The  physician  may  have  trouble  treating  per- 
sons because  the  product’s  contents  are  not  listed,  and 

WHEREAS,  Numerous  deaths  and  crippling  consequences 
will  result;  therefore,  be  it 

RESOLVED,  That  the  House  of  Delegates  of  the  Utah 
State  Medical  Association  go  on  record  in  support  of  H.R. 
7352,  a bill  now  before  Congress  requesting  proper  labeling 
and  listing  of  contents  on  household,  commercial,  and  in- 
dustrial products;  and  be  it  further 

RESOLVED,  That  this  resolution  be  forwarded  to  the  Utah 
Congressional  Delegation  and  Utah  State  Senators  and  Repre- 
sentatives as  well  as  other  persons  interested  in  betterment 
of  conditions  throughout  the  household  and  business  and  in- 
dustry. (Resolution  approved.) 

Speaker  ChiW  thanked  Dr.  Nelson  and  called 


for  Reference  Committee  Number  3,  Chairman  Dr. 
Call,  next. 

Dr.  Call:  “Mr.  Speaker,  our  committee  met  and  considered 
a number  of  reports  and  had  a lively  discussion  in  a number 
of  cases.  On  page  19  is  our  first  report,  that  of  the  Joint 
Nursing  Resources  Committee.  We  recommend  that  this  be 
reported  out  favorably  with  one  correction:  That  is,  in  para- 
graph one  of  their  recommendations  on  page  20,  the  committee 
recommends  dissolving  itself  and  forming  a new  committee. 
Our  reference  committee  felt  that  this  paragraph  should  be 
excluded,  that  the  present  committee  should  continue  func- 
tioning. We  recommend  that  all  members  of  our  Society  read 
this  report  and  take  to  heart  what  is  in  it.  So  we  recommend 
favorable  approval  with  the  exclusion  of  paragraph  1 of 
the  recommendations. 

“Report  of  the  Child  Adoption  Committee,  page  22.  There 
was  considerable  discussion  in  this  area.  The  committee  would 
like  to  point  out  in  paragraph  1 the  primary  purposes  of  this 
committee.  Regarding  an  orientation  course  in  the  curriculum 
at  the  Medical  School,  we  were  informed  that  the  Medical 
School  already  gives  a course,  not  a complete  course,  but 
covers  the  subject  in  the  Department  of  Obstetrics  and  Gyne- 
cology. We  recommend  that  this  report  be  accepted  with 
commendation . 

“Report  of  the  Cancer  Committee.  Our  committee  recom- 
mends unfavorably  on  this  report.  We  feel  that  the  field  of 
cancer  is  a tremendous  field  and  the  Cancer  Conamittee  should 
be  more  diligent  in  its  efforts.  It  could  take  up  the  problem 
of  cancer  in  tobacco.  Many  patients  in  this  state  want  to 
know  what  the  State  Association’s  attitude  is  in  this  area. 
We  feel  that  the  field  of  cancer  registry  might  be  considered. 
Therefore,  the  reference  committee  will  not  and  does  not 
approve  this  report. 

“The  next  report  is  the  Committee  on  the  Study  for 
Maternal  Mortality,  page  31.  The  committee  recommends  fa- 
vorable action. 

“The  report  of  the  Medical  Advisory  Board  of  the  State 
Department  of  Public  Welfare.  We  report  favorable  action  on 
this,  with  commendation  for  Mr.  Harold  Bowman.  Dr.  John 
Z.  Brown,  Jr.,  has  suggested  that  Mr.  Bowman  is  the  prime 
moving  factor  in  the  cooperative  effort  between  our  Society 
and  the  Welfare  Commission.  Therefore,  we  recommend 
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-wide  record  of  effectiveness-over  200  labora- 
tory and  clinical  papers  from  14  countries. 

Widest  latitude  of  safety  and  flexibility— no  serious 
adverse  clinical  reaction  ever  documented. 

Chemically  distinct  among  tranquilizers-not  a pheno- 
thiazine  or  a meprobamate. 

Added  frontiers  of  usefulness-antihistaminic;  mildly 
antiarrhythmic;  does  not  stimulate  gastric  secretion. 


Special  Advantages 

Supportive  Clinical  Observation 

...and  for  additional  evidence 

unusually  safe;  tasty  syrup, 

10  mg.  tablet 

". . . Atarax  appeared  to  reduce  anxiety 
and  restlessness,  improve  sleep  pat- 
terns and  make  the  child  more  amen- 
able to  the  development  of  new  pat- 
terns of  behavior ” Freedman,  A. 

M.:  Pediat.  Clin.  North  America  5:573 
(Aug.)  1958. 

Bayart,  J.;  Acta  paediat.  belg. 
10:164,  1956.  Ayd,  F.  J.,  Jr.:  Cal- 
ifornia  Med.  87:75  (Aug.)  1957. 
Nathan,  L.  A.,  and  Andelman,  M, 
B.;  Illinois  M.  J.  112:171  (Oct.) 
1957. 

well  tolerated  by  debilitated 
patients 

“. . . seems  to  be  the  agent  of  choice 
in  patients  suffering  from  removal  dis- 
orientation, confusion,  conversion  hys- 
teria and  other  psychoneurotic  condi- 
tions occurring  in  old  age.”  Smigel, 

J.  0.,  et  al.:  J.  Am.  Geriatrics  Soc. 
7:61  (Jan.)  1959. 

Settel,  E.:  Am.  Pract.  & Digest 
Treat.  8:1584  (Oct.)  1957.  Negri, 
F.:  Minerva  med.  48:607  (Feb. 
21)  1957.  Shalowitz,  M.:  Geri- 
atrics  11:312  (July)  1956. 

useful  adjunctive  therapy  for 
asthma  and  dermatosis;  par- 
ticularly effective  in  urticaria 

"All  [asthmatic]  patients  reported 
greater  calmness  and  were  able  to 
rest  and  sleep  better ...  and  led  a 

more  normal  life In  chronic  and 

acute  urticaria,  however,  hydroxyzine 
was  effective  as  the  sole  medica- 
ment.” Santos,  1.  M.,  and  Unger,  L.: 
Presented  at  14th  Annual  Congress, 
American  College  of  Allergists,  Atlan- 
tic City,  New  Jersey,  April  23-25, 1958. 

Eisenberg,  B.  C.:  J.A.M.A.  169:14 
(Jan.  3)  1959.  Coirault,  R.,  et  al.: 
Presse  mid.  64:2239  (Dec.  26) 
1956.  Robinson,  H.  M..  Jr.,  et  al.: 
South.  M.  J.  50:1282  (Oct.)  1957. 
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tavorable  action  with  special  commendation  to  our  Executive 
Secretary. 

“Report  of  the  Medical  Education  and  Hospitals  Committee, 
page  44.  We  commend  the  committee  for  its  excellent  work. 
However,  under  part  B,  State  Activities,  paragraph  3,  where 
there  is  a question  of  a cooperative  effort  in  the  admissions 
body  of  the  Medical  School,  Dr.  Price  pointed  out  that  we 
already  have  two  or  three  men  who  are  private  practitioners 
of  medicine  on  the  Admissions  Committee  at  the  present 
time,  so  I think  that  answers  the  question.  We  would  like  to 
add  one  paragraph  to  sub-part  C,  paragraph  5:  ‘Attempt  to 
establish  nationwide  loans  for  medical  students.’  These  are 
merely  broad  recommendations  of  the  committee  which  would 
be  forwarded  to  the  A.M.A.  and  included  here  as  our  fifth 
paragraph:  ‘Attempt  to  establish  nation-wide  loans  for  medical 
students.’ 

“Resolution  Number  1.  The  bulk  of  our  time  was  spent  in 
discussion  of  this  resolution.  I am  certain  there  will  be 
further  discussion,  Mr.  Speaker.  The  committee  would  like 
to  report  this  resolution  out  favorably  without  change.” 

Additional  resolutions  adopted 

Said  resolution  reads  as  follows: 

WHEREAS,  It  is  generally  agreed  that  many  more  doctors 
must  be  trained  in  the  foreseeable  future  to  provide  good 
medical  care  to  the  greatly  expanding  population  of  this 
country,  and 

WHEREAS,  The  members  of  the  U.S.M.A.  have  indicated 
their  great  interest  and  fine  support  of  medical  education  by 
their  generous  and  dramatic  contributions  to  the  University 
of  Utah  Medical  Center  Drive  as  well  as  its  consistent  support 
of  the  A.M.E.F.  by  a yearly  assessment  of  the  membership 
of  the  U.S.M.A.,  and 

WHEREAS,  The  cost  of  constructing  new  medical  schools 
and  expanding  others  to  provide  the  increased  number  of 
doctors  necessary  is  so  high  that  it  now  appears  that  it  cannot 
be  done  at  the  local  level  in  the  time  available;  therefore, 
be  it 

RESOLVED,  That  the  U.S.M.A.  go  on  record  favoring  the 
appropriations  of  federal  funds  for  this  purpose;  and  be  it 
further 

RESOLVED,  That  the  Utah  Delegates  to  the  A.M.A.  be 
instructed  to  present  a resolution  urging  the  A.M.A.  to  intro- 
duce or  support  legislation  at  the  national  level  to  provide 
such  funds.  (Resolution  approved.) 

“Resolution  Number  3 was  introduced  by  our  A.M.A. 
Delegate.” 

Said  resolution  reads  as  follows: 

WHEREAS,  The  number  of  applicants  to  medical  schools 
has  declined  sharply  in  recent  years,  and 

WHEREAS,  Opportunities  and  competition  for  students  in 
various  sciences  is  increasing;  therefore,  be  it 

RESOLVED,  That  immediate  and  careful  attention  be  given 
on  a national  and  local  level  toward  making  more  medical 
scholarships  available  in  order  to  avert  a serious  shortage  in 
the  number  of  physicians  that  will  be  needed  to  care  for  the 
expanding  population  of  the  future. 

Dr.  Call:  “We  acted  favorably  on  this  with  two  changes: 
In  the  first  paragraph,  ‘WHEREAS,  The  number  of  applicants 
to  medical  schools  has  declined  sharply  . . .’  we  would  change 
the  wording  a little  bit  to  read:  ‘WHEREAS,  The  number  of 
applicants  to  medical  schools  has  shown  a relative  decrease 
in  recent  years.’  The  last  paragraph,  following  the  word 


‘scholarships’  we  would  add,  ‘and  local  level  toward  making 
more  medical  scholarships  and  loan  funds  . . .’  The  words 
‘and  loan  funds’  to  be  added  after  the  word  ‘scholarships.’ 
With  these  changes,  Mr.  Speaker,  we  recommend  acceptance 
of  the  resolution.  (Resolution  approved  as  amended.) 

Speaker  Child  thanked  Dr.  Call  and  recognized 
Reference  Committee  Number  4,  Dr.  Curtis,  Chair- 
man. 

Dr.  Curtis:  “Our  first  report  is  the  Civil  Defense  report 
on  page  24  by  Dr.  Clark  Young.  It  is  an  excellent  report  and 
reviews  the  various  problems  in  this  field.  There  is  one  typo- 
graphical error  on  page  25.  Where  the  word  ‘first  aid’  appears 
in  paragraph  4,  it  should  be  ‘aid’  and  not  ‘air.’  There  are 
certain  suggestions  made  in  this  report.  I think  that  each 
component  society  should  follow  it  out  and  I would  advise 
all  of  you  to  read  this  report.  It  is  quite  interesting  and  very 
enlightening  and  these  suggestions  are  this:  That  each  com- 
ponent society  study  the  possibility  of  outlining  what  should 
go  into  this  first  aid  kit.  The  physician  should  carry  in  case 
of  a disaster  such  things  as  transistor  radios,  batteries  and 
first  aid  equipment.  The  component  society  could  buy  these 
kits  wholesale  and  get  them  much  cheaper;  then  the  doctor 
could  pay  for  them.  Also,  it  would  be  good  propaganda  if 
these  first  aid  kits  could  be  made  available  to  lay  persons  so 
they  would  have  something  to  take  with  them  into  their 
shelters  in  the  basement.  Our  committee  recommends  that  we 
accept  this  report  of  the  Civil  Defense  Committee. 

“The  next  report  is  on  page  29 — the  Sewage,  Water  and 
Air  Pollution  Committee  by  Dr.  Richard  Call  outlines  the 
progress  that  has  been  made  in  the  past  and  suggests  some 
recommendations  for  the  future.  Each  society  has  its  own 
problems  here.  There  are  problems  in  Logan  with  air  pollu- 
tion. Salt  Lake  City  has  the  Great  Salt  Lake  sewage  problem. 
I feel  that  each  society  should  make  its  own  recommendations 
here.  This  report  also  suggests  that  our  Legislative  Committee 
be  empowered  to  initiate  what  they  call  ‘enabling  acts’  in 
the  next  Legislature  so  that  laws  may  be  made  workable  in 
the  prevention  of  pollution  of  air,  sewage  and  water.  Our 
committee  recommends  adoption  of  this  report.” 

(Reports  of  the  Councilors  from  the  various 
component  societies  were  then  read  and  all  ap- 
proved.) 

“Just  one  thing,  many  states  are  getting  quite  strict  about 
who  they  admit  and  I think  it  is  just  as  well.  I think  we 
should  be  choosy  here  and  not  take  the  backwash  of  people 
who  can’t  get  into  Florida  and  California  and  other  places. 
The  recommendation  here  just  names  two  things,  that  is, 
narcotic  charges,  of  which  we  already  have  had  quite  a few 
problems  in  this  state,  and  second,  federal  charges,  which 
I guess  would  mean  income  tax  evasion  and  things  of  that 
nature.  If  this  licensing  board  would  go  into  a little  bit  more 
detail  of  the  history  and  background  of  these  people,  it  might 
save  some  embarrassment.  This  concludes  reports  of  Refer- 
ence Committee  Number  4.” 

Speaker  Child:  “Thanks,  Dr.  Curtis,  and  now 
we  will  entertain  a motion  that  we  stand  adjourned 
until  the  September  meeting.” 

The  Third  Interim  Meeting  of  the  House  of 
Delegates  of  the  Utah  State  Medical  Association 
adjourned  at  4:00  p.m.,  March  16,  1960. 
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Flying  Ph5"sicians  cooperate 

Matthew  W.  Calvert,  M.D.,  President  of  the 
Montana  Chapter  of  the  Flying  Physicians’  Asso- 
ciation, reported  recently  that  the  members  of  this 
group  had  adopted  a resolution  to  cooperate  with 
the  Emergency  Medical  Service  Committee  of  this 
Association.  The  members  of  the  Montana  Chapter 
of  the  Flying  Physicians’  Association  plan  to  pro- 
mote and  develop  a program  in  cooperation  with 
the  Committee  of  Emergency  Medical  Service  to 
assist  in  the  medical  and  health  aspects  of  civil 
defense  and  disaster  in  Montana. 

Obituary 

C.  F.  HONEYCUTT 

Charles  Fletcher  Honeycutt,  M.D.,  Missoula, 
died  rather  unexpectedly  on  April  13  in  a Missoula 
hospital.  He  was  born  on  June  25,  1909,  at  Suffolk, 
Virginia,  and  received  his  Bachelor  of  Science 
degree  from  Duke  University  in  1931,  and  his  de- 
gree of  Doctor  of  Medicine  from  Johns  Hopkins 
University  School  of  Medicine  in  1935.  Following 


the  completion  of  his  internship  at  Geisinger  Me- 
morial Hospital,  Danville,  Pennsylvania,  he  moved 
to  Missoula  and  became  associated  with  the  West- 
ern Montana  Clinic. 

Dr.  Honeycutt  served  in  the  Burma  theater 
during  World  War  II  and  received  a presidential 
citation  for  his  services.  In  addition  to  his  member- 
ship in  the  American  Medical  Association,  he  was 
also  a Fellow  of  the  American  College  of  Surgery 
and  a member  of  the  International  College  of 
Surgery. 

To  the  family  and  many  friends  of  Dr.  Honey- 
cutt, we  extend  our  sincere  condolences. 


W.  W.  Wasson  receives  famed  Norlin  Award 

W.  Walter  Wasson,  M.D.,  Denver  radiologist, 
will  receive  the  Norlin  Award — highest  decoration 
given  by  the  Associated  Alumni  of  the  University 
of  Colorado — at  the  June  2,  1960,  university  com- 
mencement exercises  in  Boulder.  The  Norlin 
Award  was  named  for  the  late  President  George 


Norlin  of  the  University  of  Colorado  and  is  given 
annually  to  a person  or  persons  who  attended  the 
university  and  later  attained  great  distinction  in 
their  fields  of  endeavor. 

Dr.  Wasson  earned  his  bachelor’s  degree  from 
the  university  in  1908  and  was  graduated  as  a 
Doctor  of  Medicine  from  the  University  of  Colo- 
rado School  of  Medicine  in  1910. 

President  Quigg  Newton  of  the  university  will 
present  the  award  to  Dr.  Wasson  at  the  commence- 
ment ceremonies  to  be  conducted  in  Folsom 
Stadium  on  the  university  campus.  Dr.  Wasson’s 
citation  for  the  Norlin  Award  reads  in  part  as 
follows: 

“Distinguished  physician  and  eminent  pioneer 
in  the  field  of  radiology  .... 

“Dr.  Wasson  has  brought  great  honor  to  his 
profession,  his  state,  and  his  university. 

“He  began  practicing  medicine  and  radiology  in 
Boulder  in  1910.  In  1916,  he  transferred  his  prac- 
tice to  Denver,  where  he  has  continued  until  the 
present  date. 

“In  his  50  years  of  intense  application,  certain 
significant  achievements  have  occasioned  this 
award.  In  1917,  realizing  the  need  of  a short  ex- 
posure for  accurate  chest  detail,  he  and  his  asso- 
ciate, Dr.  John  S.  Bouslog,  designed  and  developed 
a l/20th  of  a second  exposure  for  the  roentgen  ray 
examination  of  the  chest.  This  led  to  a study  of 
the  chest  in  children,  the  infant,  tuberculosis,  and 


the  progression  of  disease.  Then  the  Child  Re- 
search Council  was  organized  to  carry  on  the 
study  of  The  Beginnings  of  Disease.  He  received 
the  Gold  Medal  of  the  Radiological  Society  of 
North  America  in  1926  for  this  work. 

“In  1924  an  investigation  was  made  of  the 
first  aeration  of  the  lungs  of  the  newborn  in  the 
delivery  room  at  St.  Anthony’s  Hospital.  The  study 
of  respiratory  diseases,  sinus  disease,  the  anatomy 
of  the  lungs,  and  the  physio-dynamics  of  respira- 
tion followed  in  sequence.  Finally,  in  1946,  a report 
on  ‘The  Intrapulmonary  Air  Pressures  and  Its  Re- 
lation to  Pulmonary  Capillary  Flow’  led  to  the 
publication  in  1954  of  the  book.  The  Auxiliary 
Heart.  He  received  the  Gold  Medal  of  the  Ameri- 
can College  of  Radiology  in  1958. 

“Other  significant  tributes  to  his  leadership 
and  ability  include:  the  Presidency  of  the  Radio- 
logical Society  of  North  America,  co-founder  and 
chancellor  and  Vice  President  of  the  American 
College  of  Radiology,  Vice  President  of  the  Amer- 
ican Roentgen  Ray  Society,  and  for  several  years 
chairman  of  the  Scientific  Exhibit  Awards  Com- 
mittee of  the  American  Medical  Association.  He 
established  the  x-ray  departments  in  St.  Anthony 
Hospital  in  1916,  and  in  Children’s  Hospital  in 
1918,  was  co-founder  and  director  of  the  Board  of 
Control  of  the  Child  Research  Council,  co-founder 
of  the  Rocky  Mountain  Radiological  Society,  and 
senior  fellow  in  the  Clinical  and  Pathological 
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Polio  protection  promotion 

In  a novel  and  successful  drive,  Clear  Creek 
Valley  Medical  Society  reminded  10,000  grocery 
shoppers  in  Jefferson  County  Safeway  stores  of 
need  for  polio  protection.  Trading  stamps  were 
enclosed  in  an  envelope  bearing  a message  advis- 
ing polio  shots. 


Society  of  Denver.  He  has  been  very  active  in  the 
Colorado  State  Medical  Society  and  the  Denver 
Medical  Society.” 

Obituaries 

Pioneer  Colorado  Springs 
physician  passes  away 

Francis  Rothrock,  M.D.,  died  recently  in  Colo- 
rado Springs.  Dr.  Rothrock  was  born  in  Richmond, 
Missouri,  on  August  20,  1875.  He  graduated  from 
Missouri  Medical  College  in  St.  Louis  in  1899  and 
came  to  Colorado  Springs,  becoming  a member 
of  the  El  Paso  County  Medical  Society.  He  was 
county  physician  in  the  1930’s  and  was  associated 
with  the  Myron  Stratton  Home. 

Dr.  Rothrock  was  an  extensive  reader,  both  in 
medical  science  and  history.  His  keen  interest  in 
current  affairs,  combined  with  his  wonderful  sense 
of  humor,  was  not  affected  by  his  advanced  age 
and  retirement  from  practice.  He  had  a wide  ac- 
quaintance in  Colorado  Springs  and  was  never  at 
a loss  to  relate  events  that  occurred  in  that  city. 

He  is  survived  by  a daughter  residing  in  New 
York  City. 

Popular  Boulder  doctor  dies 

Martin  B.  Miles,  M.D.,  died  March  16  in  Boul- 
der. Dr.  Miles  was  born  in  Boulder  February  15, 
1904.  He  graduated  from  the  University  of  Colo- 
rado Medical  School  in  1931.  He  was  licensed  in 
Colorado  and  Nebraska  in  1931. 

During  World  War  H,  Dr.  Miles  served  with 
distinction  in  the  Navy.  In  1942  he  accepted  a 
commission  as  lieutenant  commander  and  served 
in  Australia,  the  Solomons  and  New  Guinea.  He 
also  helped  establish  a hospital  at  Luzon.  With  the 


Seventh  Fleet,  he  won  promotion  to  commander 
and  in  1945  returned  to  Boulder  to  reopen  his 
office. 

Dr.  Miles  was  very  active  in  the  Sacred  Heart 
Church  and  the  Knights  of  Columbus.  He  was  a 
member  of  Sigma  Phi  Epsilon  and  Nu  Sigma  Mu. 
The  Boulder  County  Medical  Society  honored  him 
by  electing  him  President  of  the  Society  and  he 
did  a wonderful  job. 

He  is  survived  by  his  wife,  five  sons  and  a 
daughter.  One  son  is  a pre-med  student  at  Colo- 
rado University  and  one  is  Rev.  Andrew  Miles, 
O.S.B.,  of  Canon  City. 

Another  warning — 
for  your  “girl  Friday” 

EDITOR’S  NOTE:  Have  your  secretary,  your 
technician,  and  especially  your  office  nurse  read 
this  announcement  from  the  A.M.A.  Be  sure  she 
does  NOT  confuse  any  fly-hy-night  dollar-hungry 
organization  with  the  really  legitimate  organiza- 
tions such  as  the  AM .A.-approved  American  Asso- 
ciation of  Medical  Assistants  and  its  state  chapters, 
or  the  American  Nurses  Association  and  its  state 
affiliates,  or  the  American  Registry  of  X-Ray 
Technicians,  or  the  American  Society  of  Medical 
Technologists — these  are  the  ones  for  your  “girl 
Friday”  to  join. 

TO:  Editors,  State  and  County  Medical  Journals 
FROM:  American  Medical  Association 

An  organization  called  the  “American  Associa- 
tion of  Doctors’  Nurses”  recently  issued  a news 
release  stating  that  “the  American  Medical  Associ- 
ation will  loan  a part  of  its  large  collection  of 
exhibits”  to  this  group’s  convention  in  Miami, 
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Florida,  June  23  to  26,  1960. 

This  is  an  incorrect  statement.  The  American 
Medical  Association  has  not  loaned  any  exhibits 
to  this  group. 

Originally  known  as  the  “American  Registry 
of  Doctors’  Nurses,’’  this  organization,  which 
mailed  its  promotional  materials  from  Marianna, 
Florida,  was  said  to  be  in  violation  of  the  Nurses 
Practices  Act  in  Florida  in  1958  by  the  Attorney 
General  in  that  state. 

The  group  moved  to  Washington,  D.  C.  Last 
summer  the  Federal  Trade  Commission  charged 
this  group  with  misrepresenting  itself  as  a non- 
profit organization  and  with  giving  customers  the 
means  to  misrepresent  themselves  as  registered, 
graduate  or  licensed  nurses.  The  organization 
changed  its  name  to  the  “American  Association  of 
Doctors’  Nurses’’  and  in  a news  release  issued  some 
months  ago  stated  that  “The  American  Association 
of  Doctors’  Nurses  . . . has  assumed  the  member- 
ship of  the  old  American  Registry  of  Doctors’ 
Nurses.’’ 


Second  Annual  Oregon  Cancer  Conference 

The  Second  Annual  Oregon  Cancer  Conference 
will  be  held  July  7 and  8,  1960,  in  Portland  under 
the  joint  sponsorship  of  the  Oregon  State  Medical 
Society,  the  Oregon  Division  of  the  American 
Cancer  Society,  and  the  University  of  Oregon 
Medical  School. 


An  outstanding  list  of  guest  lecturers  for  the 
conference  includes  Dr.  Oscar  Creech,  Jr.,  of  New 
Orleans,  Professor  and  Chairman  of  the  Depart- 
ment of  Surgery  at  Tulane  University  School  of 
Medicine;  Dr.  J.  Hartwell  Harrison  of  Boston, 
Clinical  Professor  of  Genito-Urinary  Surgery  at 
Harvard  Medical  School;  Dr.  Henry  Jaffe  of  Los 
Angeles,  Director,  Division  of  Radiation  Therapy 
and  Nuclear  Medicine  at  Cedars  of  Lebanon  Hos- 
pital; Dr.  I.  S.  Ravdin  of  Philadelphia,  Professor 
of  Surgery  at  the  University  of  Pennsylvania  Med- 
ical School;  and  Dr.  R.  Wayne  Rundles  of  Durham, 
North  Carolina,  of  the  Department  of  Medicine  at 
Duke  University  Medical  Center. 

In  addition  to  their  individual  presentations, 
each  guest  speaker  will  participate  in  one  or  more 
panel  discussions. 

The  program  is  being  developed  under  the  di- 
rection of  the  Committee  on  Cancer  of  the  Oregon 
State  Medical  Society.  Dr.  Martin  A.  Howard  of 
Portland  is  Chairman. 

All  sessions  of  the  conference  will  be  held  in 
the  new  Sheraton  Hotel  in  Portland.  The  entire 
expense  of  the  conference  is  being  underwritten  by 
the  Oregon  Division  of  the  American  Cancer 
Society.  There  will  be  a charge  for  the  luncheons 
and  banquet.  1 

A block  of  rooms  has  been  reserved  at  the  1 
Sheraton  Hotel  for  physicians  wishing  to  attend  ^ 
the  conference.  A copy  of  the  complete  program  , 


7th  Annual  Clinics 

AUGUST  3.  4 & 5,  1960 


DENVER 

HOSPITAL 


The  staff  of  St.  Joseph’s  Hospital  will  present  a postgraduate 

review  of  practical  approaches  and  recent  advances  in  medicine, 
obstetrics,  gynecology,  surgery  and  pediatrics.  The  clinics  are  designed 
to  be  attractive  to  both  general  practitioners  and  specialists. 

These  clinics  are  sponsored  by 
St.  Joseph's  Hospital  and  the  Colorado 
Academy  of  General  Practice,  and 
are  approved  for  1 0 hours  of  Category 
1 credit  by  the  American 
Academy  of  General  Practice. 

For  detailed  program  write; 

Mrs.  Hogue — Secretary  to  the  Administrator, 

St.  Joseph's  Hospital,  1818  Humboldt  Street, 

Denver  18,  Colorado. 

Clinic  Registration  Fee:  $10.00 
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ANOTHER  YEAR  OF  SYMPOSIA  . . . 

Recognizing  that  the  exchange  of  ideas  is  fundamental  to  medical  progress,  Lederle 
continues  its  Symposium  program  with  the  9th  year  of  scheduled  meetings.  Through 
these  Symposia,  sponsored  by  medical  organizations  with  our  cooperation,  over  50,000 
physicians  have  had  the  opportunity  to  hear  and  question  authorities  on  important 
advances  in  clinical  medicine  and  surgery.  You  have  a standing  invitation  to  attend  any 
of  these  Symposia  with  your  wife,  for  whom  a special  program  is  planned. 


ANCHORAGE,  ALASKA 
Saturday,  June  11,  1960 
The  Westward  Hotel 
WEST  POINT,  NEW  YORK 
Thursday,  Friday,  Saturday, 
June  16,  17,  and  18,  1960 
United  States  Thayer  Hotel 
=»MADIS0N,  WISCONSIN 
Thursday,  June  23,  1960 
The  Holiday  Inn 
'SPRINGFIELD,  MISSOURI 
Sunday,  June  26,  1960 
The  Holiday  Inn 
'ROANOKE,  VIRGINIA 
Saturday,  July  16,  1960 
The  Hotel  Roanoke 
'SANTA  ROSA,  CALIFORNIA 
Friday,  September  16,  1960 
The  Flamingo  Hotel 
'KANSAS  CITY,  KANSAS 
Friday,  September  23,  1960 
Battenfeld  Memorial 
Auditorium 


HOUSTON,  TEXAS 
Saturday,  September  24,  1960 
The  Shamrock  Hilton  Hotel 

DEFIANCE,  OHIO 

Wed.,  September  28,  1960 
Defiance  College 

PHILADELPHIA,  PENN. 

Sunday,  October  16,  1960 
The  Sheraton  Hotel 

^HARTFORD,  CONNECTICUT 

Thursday,  October  20, 1960 
The  Statler  Hotel 

'GREAT  FALLS,  MONTANA 

Saturday,  October  22,  1960 
The  Rainbow  Hotel 

ROCHESTER,  NEW  YORK 

Wednesday,  October  26, 1960 
The  Manger  Hotel 


CHARLESTON,  WEST  VIRGINIA 

Sunday,  October  30,  1960 
The  Daniel  Boone  Hotel 

SIOUX  FALLS,  SOUTH  DAKOTA 

Tuesday,  Novefriber  1, 1960 
The  Sheraton-Cataract  Hotel 

CHARLOTTE,  n!  CAROLINA 
Thursday,  November  3,  1960 
The  Hotel  Charlotte 

V 

^CLEVELAND,  OHIO 

Wednesday,  November  9,  1960 
Pick  Carter  Hotel 

'SOUTH  BEND,  INDIANA 
Friday,  November  18,  1960 
The  Pick-Oliver  Hotel. 

WESTCHESTER  COUNTY,  N.  Y. 

Wednesday  November  30,  1960 
Westchester  Country  Club 


ST.  PETERSBURG,  FLOJIIDA 

Sa^rday,  December  3,  1^60 
Ticfes  Hotel  and  Bath  Club 

♦Acceptable  for  Category  I Credit  for  members  of  American  Academy  of  General'  Practice 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  N.Y, 
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Oculist  Prescription 

Guild  Dispensing 

Service  Exclusively 

Opticians 

Shadford-Fletcher  Optical  Co. 

218  16th  Street,  AC.  2-2611  Main  Office 

3705  E.  Colfax  (Medical  Center  Bldg.),  FL.  5-0202 
1801  High  Street,  FL.  5-1815 

2465  South  Downing,  SP. 
DENVER,  COLORADO 

7-2424 

1 1 40  Spruce  Street 
Boulder,  Colorado 

and  hotel  reservation  forms  may  be  obtained  by 
writing  to  Roscoe  K.  Miller,  Executive  Secretary, 
Oregon  State  Medical  Society,  2164  SW  Park  Place, 

Portland  5,  Oregon. 


Telephone  Rx  of  Class  A 
narcotic  drugs  forbidden 

The  District  Supervisor  of  the  U.  S.  Bureau  of 
Narcotics  has  asked  that  the  following  information 
be  published  regarding  telephone  prescriptions  of 
Class  A narcotic  drugs: 

The  office  of  the  U.  S.  Bureau  of  Narcotics  has 
received  numerous  reports  which  indicate  that  a 
number  of  physicians  have  been  ordering  Class  A 
narcotic  drugs  for  their  patients  by  means  of  the 
telephone.  They  are  requesting  the  pharmacists 
to  fill  out  the  prescription  and  mail  it  to  the 
physician  for  his  signature,  the  signed  prescription 
is  then  returned  to  the  drug  store  for  filing.  In 
order  to  prevent  the  physician  and  the  druggist 
from  violating  the  Federal  Narcotic  Laws,  Section 
151.397  (a)  and  (b)  of  Regulations  No.  Five  are 
set  out  below. 

151.397  Telephone  Orders,  (a)  Where  written 
prescriptions  signed  by  the  practitioner  are  re- 
quired, the  furnishing  of  narcotics  pursuant  to  tele- 
phone advice  of  practitioners  is  prohibited, 
whether  signed  prescriptions  covering  such  orders 
are  subsequently  received  or  not,  but  in  an  emer- 


tis” 


!iatic‘Mtis”call$  for 


en 


m 
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Kile)Miw 


Provides  balanced 
nutritional  values 


® Fibre-free  HYPOALLERGENIC  formula. 

m An  excellent  formula  for  regular 
infant  feeding. 

^ An  ideal  food  for  milk  allergies, 
eczema  and  problem  feeding. 


SOYALAC  helps  solve  the  feeding  problem  of 
prematures  and  infants  requiring  milk-free  diet. 


Strikingly  similar  to  mother’s  milk  in  composition 
and  ease  of  assimilation,  babies  thrive  on  SOYALAC. 


Clinical  data  furnish  evidence  of  SOYALAC'S  value 
in  promoting  growth  and  development. 


Protein  of  high  biologic  value  is  obtained  from  the 
soybean  by  an  exclusive  process. 


A request  on  your  professional  letterhead  or  prescription  form 
will  bring  to  you  complete  information,  and  a supply  of 
samples.  Please  address  the  Loma  Linda  Food  Company, 
Arlington,  California,  or  Mount  Vernon,  Chio. 


Medical  Products  Division 


LOMA  LINDA  FOOD  COMPANY 
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logical 

prescription  for 
overweight  patients 


anorectic-ataractic  ® 


meprobamate  400  mg.,  with  d-amphetamine  sulfate  5 mg.,  Tablets 


meprobamate  plus  d-amphetamine...  f 
depresses  appetite... elevates  mood...  j 
eases  tensions  of  dieting... without  over-  . 
i stimulation,  insomnia  or  barbiturate  j 
: hangover.  ’ ! 

Dosage;  One  tablet  one-half  to  one  hour  before  each  meal. 

I .A 


Don’t  miss 

important  telephone  calls  . . . 

Let  us  act  as  your  secretary  while  you  are  away,  day  or 
night;  our  kindly  voice  conscientiously  tends  your  tele- 
phone business,  accurately  reports  to  you  when  you  return 

TELEPHONE 

CbiAwshinq. 

SERVICE 

Call  ALpine  5-1414 


Newton  Optical 
Company 

GUILD  OPTICIANS 

Col-ering  to  Medical  Profession  Patronage 

Phone  KEystone  4-8714 
309  1 6th  Street,  Denver 


gency  a druggist  may  deliver  or  have  delivered 
through  his  responsible  employee  or  agent  narcotics 
pursuant  to  a telephone  order,  provided  a properly 
prepared  signed  prescription  is  supplied  before 
delivery  is  made,  which  shall  be  filed  by  the  drug- 
gist as  required  by  law. 

(b)  A dealer  (druggist)  may  fill  an  oral 
prescription  communicated  to  him  by  a duly 
registered  practitioner  for  such  narcotic  drugs  or 
compounds  of  a narcotic  drug  which  the  Commis- 
sioner of  Narcotics  has  found  and  by  regulations 
designated  to  possess  relatively  little  or  no  addic- 
tion liability,  as  described  in  paragraph  (c)  of  Sec- 
tion 151.397.  In  issuing  an  oral  prescription,  the  pre- 
scriber  shall  furnish  the  dealer  with  the  same  in- 
formation as  is  required  in  the  case  of  a written 
prescription  (see  151.393)  except  for  the  written 
signature  of  the  prescriber.  The  oral  prescription, 
including  the  information  required  to  be  furnished 
by  the  prescriber,  shall  promptly  be  reduced  to 
writing  by  the  dealer,  who  shall  file  and  preserve 
the  writing  in  his  narcotic  prescription  file  as 
described  in  151.400.  The  practitioner  is  responsi- 
ble in  case  the  oral  prescription  does  not  conform 
in  all  essential  respects  to  the  law  and  regulations. 
A corresponding  liability  rests  upon  the  druggist 
who  fills  an  oral  prescription  not  communicated 
in  the  form  prescribed  by  law  and  regulations. 

Thomas  W.  Andrew 

District  Supervisor 


For  Refreshing  Feminine  Daintiness 


(FORTIFIED  TRIPLE  STRENGTH) 
Buffered  to  control  a normal  vaginal  pH. 

The  new,  improved  P.A.F.  formula  now  in- 
cludes— sodium  louryl  sulfate  and  alkyl  aryl 
sulfonate,  providing  high  surface  detergent 
activity  in  acid  and  alkaline  media. 

P.A.F. 's  low  surface  tension  increases  pene- 
tration into  the  vaginal  rugae  and  dissolution 
of  organisms  including  trichomonas  and 
fungus. 

P.A.F. 's  high  surface  activity  liquefies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 
Non-irritating,  non-staining,  no  offensive 
after-odor. 


G.  M.  CASE  LABORATORIES 
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Slow  it 
down  with 

SERPASIL  Serpasil  has  proved  effective  as  a heart-slowing  agent  in  the 
(reserpine ciBA)  following  conditions:  mitral  disease;  myocardial  infarction; 
cardiac  arrhythmias;  neurocirculatory  asthenia;  thyroid  toxicosis;  excitement  and  effort 
syndromes;  cardiac  neurosis;  congestive  failure.  Serpasil  should  be  used  with  caution  in 
patients  receiving  digitalis  and  quinidine.  It  is  not  indicated  in  cases  of  aortic  insufficiency. 


supplied:  Tablets,  0.1  mg.,  0.25  mg.  (scored)  and  1 mg.  (scored).  Complete  information  available  on  request. 


SUMMIT-NEW  JERSEY 


Annual  Meeting,  Rocky  Mountain 
Radiological  Society 

The  annual  meeting  of  the  Rocky  Mountain 
Radiological  Society  will  be  held  in  the  new  Hilton 
Hotel  in  Denver  on  August  11,  12  and  13,  1960. 

Guest  speakers  for  the  three-day  meeting  in- 
clude: Ted  F.  Leigh,  M.D.,  Department  of  Radi- 
ology, Emory  University  Clinic;  C.  Richard  Perry- 
man, M.D.,  Director  of  Department  of  Radiology, 
Mercy  Hospital,  Pittsburgh,  Pa.;  Sidney  F.  Thomas, 
M.D.,  Palo  Alto  Medical  Clinic,  Palo  Alto,  Calif.; 
Benjamin  Feison,  M.D.,  Professor  of  Radiology, 
Cincinnati  University;  and  David  M.  Gould,  M.D., 
Professor  of  Radiology,  University  of  Colorado. 


A 

FOR  MEOICAL  iiEN 

now  available  in  Denver's  exclusively 
Medical-Dental  Building  . . . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager. 

KE  4-5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremont  Place  • Denver  2,  Colorado 


Society  of  Nuclear  Medicine  to  hold 
National  Meeting  in  Colorado 

From  June  22  to  June  25,  1960,  The  Society  of 
Nuclear  Medicine  will  hold  its  National  Meeting 
at  the  Stanley  Hotel  in  Estes  Park,  Colorado.  This 
Society  is  the  leader,  as  a nation-wide  group, 
in  the  explosive  growth  of  the  field  of  radioactivity 
and  isotopes,  as  these  entities  are  applied  to  the 
problems  of  medical  research  and  therapy. 

Colorado  can  be  congratulated  that  so  eminent 
a group  has  brought  its  meeting  to  this  state.  The 
program  is  outstanding;  it  is  packed  with  valuable 
presentations  given  by  the  leaders  of  this  develop- 
ment in  the  universities  and  medical  centers  of 
the  United  States  and  Canada. 

The  Nuclear  Society  welcomes  and  urges  all 
professional  personnel  in  the  Rocky  Mountain  area 
to  attend  this  meeting.  The  registration  fee  for  non- 
members is  only  five  dollars.  For  interns,  residents 
and  medical  students  registration  is  without  fee. 

This  is  a rare  opportunity  for  the  physicians  of 
the  state.  For  those  institutions  conducting  intern 
and  residency  programs,  it  is  suggested  that  ar- 
rangements be  made  for  these  young  physicians  to 
attend  the  meeting  as  part  of  their  training. 

Please  note  that  this  meeting  is  in  no  way 
related  to  Civil  Defense. 

Further  information  can  be  obtained  from 
Thad  P.  Sears,  M.D.,  the  Denver  Veterans  Adminis- 
tration Hospital,  Denver,  Colorado. 


THE  CHILDREN’S  HOSPITAL  ASSOCIATION 

OF  DENVER 

NON-SECTARIAN— NON-PROFIT 


OCA  CUSHMAN  tving  newly  opened  Providing  medicinal  and  surgical  aid 

with  improved  facilities  to  to  sick  and  crippled  children  of 

serve  your  patients  the  Rocky  Mountain  Region 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


Picker  X-Ray,  Rocky  Mountain,  Inc. 

(^) 

4925  East  38th  Ave.— Tel.  DUdley  8-5731 

Denver  7,  Colorado 

EMERY  L.  GRAY, 

Colorado  Springs,  Colorado 

Vice  President 

WM.  J.  BETTS 

}.  D.  Colvin,  1342  Edith  Lane.  MEIrose  5-8768 

J.  K.  DUNN 

Salt  Lake  City,  Utah 

D.  JOHNSON 

R.  S.  Cook,  479  East  7th  South,  ELgin  9-9871 

T.  LARSH 
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• increases  bile 
Dechotyl  stimulates  _ 
the  flow  of  bile  — 
a natural  bowel 
regulator 


• improves  motility 
Dechotyl  gently  stimulates 
intestinal  peristalsis 


• softens  feces 


~ Dechotyl  expedites  fluid 
penetration  into  bowel  contents 


• emulsifies  fats 
Dechotyl  facilitates 
lipolysis  — prevents 
inhibition  of  bowel  motility 
by  unsplit  fats 


helps  free  your  patient  from  both . » . 
constipation  and  laxatives 

DECHOTYL 


TR ABLETS 


well  tolerated... gentle  transition  to  normal  bowel  function 

Recommended  to  help  convert  the  patient— naturally  and  gradually— to  healthy 
bowel  habits.  Regimens  of  one  week  or  more  are  suggested  to  assure  mainte- 
nance of  normal  rhythm  and  to  avoid  the  repetition  of  either  laxative  abuse  or 
constipation. 

Average  adult  dose:  Two  Trablets  at  bedtime  as  needed  or  as  directed  by  a physician. 

Action  itsiially  is  gradual,  and  some  patients  may  need  1 or  2 Trablets  3 or  4 times  daily. 

Contraindications:  Biliary  tract  obstruction;  acute  hepatitis. 

Dechotyl  Trablets  provide  200  mg.  Decholin,®  (dehydrocholic  acid,  Ames),  50  mg. 
desoxycholic  acid,  and  50  mg.  dioctyl  sodium  sulfosuccinate,  in  each  trapezoid-shaped, 
yellow  Trablet.  Bottles  of  100. 

*Ames  t.m.  for  trapezoid-shaped  tablet.  e4i6o 


AMES 


COMPANY.  INC 
Elkhart  • Indiana 
Toronto  < Canada 
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EAst  2-361  1 


You  can  order  Reprints 

of  any  Feature  A^rticle 

or  Advertisement  m the 

Rocky  Mountain 
Medical  Journal 

Orders  must  be  placed  within  30  days  of  date  of 
publication.  Minimum  charge  applies  for  300  copies 
or  less. 

The  cost  is  reasonable.  For  further 
details  write  to  your  Medical 
Journal  home  office  or  to- — - 

Publishers  Press 

(Printers  of  The  Rocky  Mountain  Medical  Journal) 

1830  Curtis  Street,  Denver,  Colo. 


jCon^’i  LIMB  SHOP 

1478  BIRCH  STREET 
DENVER,  COLORADO 


ARTIFICIAL  ARMS  IVAN  LONG 

AND  LIMBS  CERTIFIED  PROSTHETIST 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to 
fit  the  most  difficult 
cases.  An  expert 
eye-maker  is  in  aur 
office  at  all  times  to 
give  your  patients 
the  satisfaction  they 
must  have.  In  busi- 
ness since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  MA.  3-5638 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


COCKS-CLARK 

ENCKAVINC  CO. 

PHOTOENORAVERS 

DE5ICNERS 

2200  ARAPAHOE  ST. 

I DENVER  2, COLORADO 


PROMPT  SERVICE 


I A LOGICAL  ADJUNCT  TO  THE  i 
; WEIGHT-REDUCING  REGIMEN 


[meprobamate  plus  d-amphetamine . . . 

reduces  appetite... elevates  mood... eases 
^ tensions  of  dieting. ..without  overstimula- 
tion, insomnia  or  barbiturate  hangover. 

Dosage:  One  tablet  one-half  to  one  hour  before  each  meal. 

I 

anorectic-ataractic  (S) 

BAMADEX 

meprobamate  400  mg.,  with  d-amphetamine  sulfate  5 mg.,  Tablets 


84 


Rocky  Mountain  Medical  Journal 


offers  true  "professional”  dictating 
transcribing  sound  and  efficiency 


Doctor,  Lawyer,  Office  Chief . . . here  is  the  sound- 
est practice  you  can  establish  to  end  paper-work 
problems.  LISTEN:  StenOtape  gives  you  the 
greatest  clarity  of  sound  in  the  dictating  field 
today.  This  6V2  lb.  compact  unit,  with  its  ex- 
tremely sensitive  microphone  records  every  word 
perfectly  within  a 30  foot  radius.  You  can  actu- 
ally dictate  comfortably  from  any  point  in  the 
room.  Seated  and  relaxed,  you  can  tape  inter- 
views with  a patient  or  client;  and  because  of 
StenOtape’s  rmique  sound-fidelity,  your  secre- 

Check  These  Other  Major  StenOtape  Features: 
# Accurate  word-counter.  # Built-in  Speaker.  # 4" 
high,  weighs  only  6%  lbs.  • Travels  in  handsome 
attache  case.  # Low-cost  accessories  available  to 
cover  every  dictating -transcribing -recording  situa- 
tion. • Precision  designed  by  Geloso,  Europe’s  largest 
integrated  electronics  manufacturer  of  communica- 
tion equipment.  # Sales  and  Service  Coast  to  Coast. 

LIFETIME  SUPPLY 

k If  h » I OF  MAGNETIC  TAPE 
I IlLka  MAILTHIS  COUPON  NOW! 


tary  will  hear  and  enjoy  every  word  of  your 
error-iree  dictation.  Doctors  and  Dentists  can 
play  their  post  graduate  educational  tapes  on 
StenOtape  and  enjoy  superb  playback  quality. 
At  the  office,  home  or  away,  StenOtape  records 
everything  up  to  2 hours  on  one  tape... phone 
calls,  conferences,  dictation,  even  music!  Hear 
the  StenOtape  difference  ^ 

now... it’s  an  exceptional  $ 

value! 

FUUL  YEAR  GUARANTEE  Federal  Tax  Included 


; AMERICAN  GELOSO  ELECTRONICS,  INC. 
I 251  Park  Ave.  So.,  Dept.  87,  New  York  10,  N.  Y 

I Gentlemen:  Please  rush,  without  obligation,  illus- 
I trated  booklet  “The  Facts  About  Dictating 
[ Machines.’’  I understand  that  should  I decide  to 
, purchase  a StenOtape  this  coupon  entitles  me  to 
I a lifetime  supply  (6  rolls)  of  reusable  Magnetic 
I Tape  worth  $15.00.*  *Offer  expires  July  33,  3960 

j Name 
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Squibb  Announces 


new  chemically  improved  penicillin 
which  provides  the  highest  blood 
levels  that  are  obtainable  with  oral 
penicillin  therapy 


As  a pioneer  and  leader  in  penicillin  therapy 
for  more  than  a decade,  Squibb  is  pleased 
to  make  Chemipen,  a new  . chemically  im 
proved  oral  penicillin,  available  for  clinical  use. 

With  Chemipen  it  becomes  possible  as  well  as 
convenient  for  the  physician  to  achieve  and  main-%S(j 
tain  higher  blood  levels — with  greater  speed — than  K 
those  produced  with  comparable  therapeutic  doses  of 
potassium  penicillin  V.  In  fact,  Chemipen  is  shown  to 
have  a 2:1  superiority  in  producing  peak  blood  levels 
over  potassium  penicillin  V.* 

Extreme  solubility  may  contribute  to  the  higher  blood 
levels  that  are  so  notable  with  Chemipen.*  Equally  nota- 
ble is  the  remarkable  resistance  to  acid  decomposition 
(Chemipen  is  stable  at  37°C.  at  pH  2 to  pH  3 ),  which 
in  turn  makes  possible  the  convenience  of  oral  treatment. 


And  the  economy  for  your  patients  will  be  of 
: particular  interest — Chemipen  costs  no  more 
t’  than  comparable  penicillin  V preparations. 

Dosage:  Doses  of  125  mg.  (200,000  u.)  or 
250  mg.  (400,000  u.),  t.i.d.,  depending  on  the 
severity  of  the  infection.  The  usual  precautions 
asr*'  must  be  carefully  observed  with  Chemipen,  as  with 
all  penicillins.  Detailed  information  is  available  on 
request  from  the  Professional  Service  Department. 

Supply:  Chemipen  Tablets  of  125  mg.  (200,000  u.)  and 
250  mg.  (400,000  u.),  bottles  of  24  table^.  Chemipen 
Syrup  (cherry-mint  flavored,  nonalco- 
holic 1 , 125  mg.  per  5 cc.,  60  cc.  bottles. 

*Knudsen,  E.  T.,  and  Rolinson,  G.  N.: 

Lancet  2:1105  (Dec.  19}  1959.  sou.»> 


Squibb 

Squibb  Quafity—tht 
Pricehss  ingredient 
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fn  Empire  Ca$uel'ty  Company  * . . if  you  ar©  a member 
^ of  fhe  Colorado  M«diOel  Society.  Not  only  do 

you  recOivO  bonofits  ol  prc^ettional  liability  insurance, 
fcut  you  actaally  own  a shar©  in  the  company  and  have 
a voice  In  Its  operation..  Empire  Casualty  provides 
Colorado  pH^wans  witb  iflEialpractice  insurance  at 
eoropetiflve  rat05 , and  with  broad  coverage!  Our 
r^rrently  bwOr  rates  and  growing  membership  are 
yottr  assurance  of  Empire  Casualty's  proven  success 
and  acceptance,. 

Write  or  coll  Corl  W.  Ohiin 

for  intmodloro  OCtiOilODd  full  partioolars. 

Op<&ria.4ir»g  MijHtigerjliiajif  Insurance  Department 


iO!  Security  &!d  I 
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O O W F DES  X€,  x:  zir  o z: 


Cervical  carcinoma  in  pregnancy 

A.  E.  Lubchenco,  M.D..  Moderator,  E.  W.  Koneman,  M.D.,  Resident  in  Pathology* 


The  co-existence  of  carcinoma  of  the  uterine 
cervix  and  pregnancy  presents  diagnostic  and 
therapeutic  problems  rivaled  by  fe-w  other  condi- 
tions in  medicine. 

Case  presentation 

Dr.  Richard  Harvey  (Resident  in  Obstetrics  and 
Gynecology):  A 39-year-old  white  female  consult- 
ed a gynecologist  six  weeks  prior  to  admission  to 
the  hospital  because  she  had  missed  two  menstrual 
periods.  She  had  experienced  normal  regular  men- 
strual periods  since  her  third  normal  pregnancy 
eight  years  previously.  The  patient  presented  no 
other  complaints  except  for  a two-pound  weight 
gain.  Physical  examination  revealed  an  intra- 
uterine pregnancy  consistent  with  three  months’ 
gestation.  A routine  cervical  Papanicolaou  smear 
was  taken  which  revealed  cells  suspicious  for 
malignancy.  A Papanicolaou  smear  taken  one  year 
previously  had  been  reported  as  negative.  A four- 
quadrant  punch  biopsy  of  the  uterine  cervix  was 
performed  during  the  present  hospitalization. 

Pathology 

Dr.  Lubchenco:  The  microscopic  examination 
revealed  focal  areas  of  atypical  squamous  epi- 
thelial cells  that  presented  slightly  enlarged  hyper- 
chromatic  nuclei  and  a moderate  number  of  mi- 
toses. The  changes  presented  borderline  evidence 
of  carcinoma  but  was  considered  to  be  dysplasia 
of  the  uterine  cervix.  When  we  use  this  term  we 
imply  a potential  for  malignant  change,  which 
may  be  reversible.  However,  one  of  us  (Dr.  C.  W. 
Anthony)  considered  this  lesion  as  low  grade  car- 
cinoma in  situ.  We  circulated  this  slide  to  four 
other  pathologists  and  got  an  equal  division  of 
opinion  between  dysplasia  and  carcinoma  in  situ. 
This  incongruity  illustrates  well  the  difficulty  of 
making  the  diagnosis  of  in  situ  carcinoma  of  the 
cervix  and  this  can  be  true  with  or  without  an 
associated  pregnancy.  One  of  the  four  pathologists 
who  examined  this  tissue  (Dr.  James  W.  Reagan, 

* Supported  by  grant  from  the  Frieda  L.  Maytag  Memorial 
Cancer  Fund,  Colorado  Division,  American  Cancer  Society. 


Pathologist  at  Western  Reserve  Medical  School) 
felt  that  the  lesion  was  dysplasia  with  several 
disturbing  features.  He  stated,  “.  . . 3 per  cent  of 
all  pregnant  women  have  dysplastic  lesions  and, 
having  dealt  with  many  of  these,  I am  convinced 
that  it  is  impossible  to  determine  their  course  on 
the  basis  of  their  appearance.  Patients  having  the 
lesion  at  this  age  (39)  and  parity  almost  always 
have  a persisting  lesion  which  may  go  to  progres- 
sion. . . . On  the  basis  of  this  evidence,  I would 
favor  conization  in  this  case  and,  depending  on  the 
results,  would  consider  hysterectomy  in  the  post- 
partum period’. 

Moderator:  Dr.  Isbell,  how  would  you  manage 
the  patient  at  this  point? 

Dr.  N.  P.  Isbell:  I agree  that  a conclusive  histo- 
logic diagnosis  is  needed.  For  this  reason,  I feel 
that  a careful,  sharp,  cold  knife  cone  biopsy  of 
the  cervix  and  careful  endocervix  curettage  is 
indicated.  Although  there  is  some  risk  involved,  a 
cone  biopsy  of  the  cervix  may  be  done  in  preg- 
nancy during  the  first  trimester.  If,  after  careful 
histologic  examination  of  the  biopsy,  a diagnosis 
of  dysplasia  is  made,  it  is  safe  to  let  the  pregnancy 
go  to  term,  assuming  repeat  cervical  smears  are 
negative  for  malignant  cells.  Repeat  cervical 
smears  should  also  be  done  three  months  after 
delivery  and  a repeat  cone  biopsy  performed  if 
indicated.  However,  if  a diagnosis  of  carcinoma 
in  situ  is  made,  the  case  must  be  individualized 
and  various  factors  must  be  considered.  If  preser- 
vation of  the  pregnancy  is  particularly  important 
to  the  patient,  it  is  probably  safe  to  allow  the 
pregnancy  to  go  to  term,  under  careful  interval 
observation  by  the  doctor.  Delivery  in  these  cases 
should  be  from  above.  Six  weeks  to  three  months 
after  delivery,  a repeat  sharp,  cold  knife  cone 
biopsy  of  the  cervix  should  be  done  to  see  if  the 
carcinoma  still  exists  and,  if  still  in  situ,  a total 
hysterectomy  is  indicated. 

Dr.  F.  H.  Longwell:  The  diagnosis  of  dysplasia 
or  borderline  cancer  of  the  cervix  during  preg- 
nancy by  the  pathologist  is  most  trying,  both  for 
the  doctor  and  the  patient.  It  often  just  isn’t 
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Dimetane  works  in 
: all  symptoms  of  allergic 
1 1 rhinitis;  and  In  urticaria, 
i atopic  and  contact 
I i dermatitis.  The  summary 
i conclusion  of  extensive 
clinical  studies  to  date: 

I Slmetane  provides 
unmelled  antihistaminic 
> potency  with  minimal 
side  effects. 

Forms  available:  Oral: 
Extentabs®  <12  rag.), 
Tablets  (4  mg.), 

: Elixir  (2  mg./5  cc.). 

' Parenteral:  Olmetane-Ten 
Injectable  (10  mg./cc.) 
or  Dlmetane>100 
Injrastable  (100  mg./cc.). 
A.  H.  Robins  Oot,  Inc., 
Richmond  20,  Virginia 
Ethical  Pharmaceuticals 
of  Merit  Since  1878. 


lAllei^c  Tears? 


enough  to  tell  a patient  that  she  has  a troublesome 
condition  of  the  cervix,  and  that  it  may  or  may 
not  be  cancer.  They  often  won’t  accept  this  middle 
of  the  road  attitude.  I would  like  to  know  how 
some  of  you  handle  this  problem. 

Dr.  L.  W.  Roessing:  I believe  a patient  will 
usually  follow  the  advice  of  her  doctor,  and  the 
particular  situation  should  be  explained  fully  to 
her.  In  the  case  of  dysplasia  of  the  cervix  in  preg- 
nancy, the  patient  should  be  reassured  that  it  is 
safe  to  allow  the  pregnancy  to  continue  to  term 
and  that  complications  are  not  expected.  The 
patient  must  understand,  however,  that  the  abnor- 
mality in  the  cervix  may  continue  after  delivery, 
and  that  repeat  smears  and  a possible  repeat  biopsy 
may  be  necessary.  With  this  forewarning,  the 
patient  usually  cooperates  fully  after  delivery  for 
any  examinations  required  and  I have  had  little 
difficulty  with  this  problem  in  my  own  personal 
experience. 

Moderator;  A sharp  knife  cone  biopsy  was  done 
by  Dr.  Thompson,  and  the  pathology  department 
made  a definite  diagnosis  of  squamous  cell  car- 
cinoma in  situ.  Before  we  hear  Dr.  Thompson’s 
management  in  this  case,  is  there  any  other  dis- 
cussion? 

Dr.  W.  W.  Tucker:  It  is  my  feeling  that  it 
usually  is  safe  to  let  a pregnancy  go  to  term  with 
carcinoma  in  situ  of  the  cervix,  especially  in  the 
younger  age  group.  This  does  not  preclude  the 
risk,  however,  that  such  a lesion  may  become  in- 
vasive during  pregnancy,  and  one  should  comply 
with  the  desires  of  the  patient  involved  after  the 
facts  are  accurately  presented.  In  the  case  of  a 
woman  who  already  has  a large  family  and  is  in 
the  older  age  group,  there  is  a greater  risk  and  a 
hysterectomy  should  be  done  at  the  time  of  diag- 
nosis. I would  also  like  to  add  that,  in  my  opinion, 
it  is  safe  to  deliver  from  below. 

Dr.  Longwell:  The  effect  of  pregnancy  on  in 
situ  carcinoma  of  the  cervix  is  not  known.  Usually 
one  considers  a four-  to  eight-year  delay  before 
invasion  takes  place,  but  this  may  not  hold  true 
during  pregnancy.  With  carcinoma  in  situ  of  the 
cervix,  you  have  a 100  per  cent  curable  lesion  and, 
in  my  opinion,  one  should  treat  the  cancer  and 
the  coexistence  of  pregnancy  is  of  no  import. 

Dr.  M.  C.  Waddell:  I agree  with  Dr.  Longwell 
provided  you  are  100  per  cent  sure  that  carcinoma 
exists.  One  hears  of  reports  that  a carcinoma  in 
situ  of  the  cervix  diagnosed  during  pregnancy  is 
not  found  upon  repeat  biopsy  after  delivery.  I 
doubt  if  such  patients  ever  had  carcinoma.  All  I 
insist  upon  is  a signed  report  by  the  pathologist 
that  carcinoma  is  present,  and  my  recommendation 
to  the  patient  is  that  the  cancer  should  be  treated 
immediately.  I don’t  discuss  statistics  or  probabili- 
ties with  patients  as  to  what  may  or  may  not  hap- 
pen in  either  in  situ  or  invasive  carcinoma. 

Dr.  K.  D.  A.  Allen:  The  risk  of  invasion  of 
cervix  carcinoma  in  pregnancy  is  of  considerable 
significance.  I have  never  seen  an  invasive  car- 
cinoma of  the  cervix  diagnosed  during  pregnancy 


get  well.  If  it  is  an  in  situ  lesion,  there  is  an  ex- 
cellent chance  that  it  will  be  cured.  I treated  my 
first  such  case  with  radiation  and  the  patient  died 
within  a year.  My  second  patient  was  treated  by 
surgery  and  died  within  a short  time.  Since  that 
time,  I have  had  two  other  patients,  one  treated 
with  radiation  and  the  other  with  surgery,  and 
both  also  died  within  a short  time.  There  may  be 
some  early  invasive  cases  that  get  well,  but  I 
haven’t  seen  one. 

Moderator:  Dr.  Thompson,  how  did  you  handle 
this  case? 

Dr.  H.  E.  Thompson;  Many  pathologists  and 
gynecologists  were  consulted  in  this  case.  The 
pathologists  considered  this  to  be  carcinoma  in 
situ,  but  I received  conflicting  recommendations 
as  to  the  therapy  of  choice.  A group  of  doctors  at 
Fitzsimons  Army  Hospital  concluded  that  it  would 
be  safe  to  allow  this  patient  to  have  her  baby 
normally,  and  they  felt  so  strongly  on  this  matter 
that  they  refused  her  definitive  therapy  until  after 
delivery.  They  had  many  other  supporters  for  this 
view.  However,  after  due  consideration,  I decided 
to  do  an  immediate  total  hysterectomy  as  the  pro- 
cedure of  choice.  I was  influenced  in  this  case  by 
the  age  of  the  patient  and  the  fact  that  she  had 
three  healthy,  normal  children.  Both  the  patient 
and  her  husband  were  not  particularly  anxious 
to  have  another  child  and  did  not  wish  to  take 
any  chance  of  this  becoming  an  invasive  cancer. 
I didn’t  know  when  this  cancer  might  become  in- 
vasive and  didn’t  want  to  take  the  chance  that  it 
would  occur  during  pregnancy. 

Moderator:  In  conclusion,  an  attempt  will  be 
made  to  summarize  briefly  this  morning’s  discus- 
sion. Dysplasia  of  the  uterine  cervix  is  reversible 
but  may  progress  to  carcinoma;  however,  it  is  the 
consensus  that  it  is  safe  for  a person  to  deliver  a 
baby  normally  with  this  entity.  In  some  instances, 
it  is  impossible  accurately  to  distinguish  between 
dysplasia  and  in  situ  carcinoma  of  the  cervix,  and 
in  my  experience  it  has  made  little  difference 
whether  there  was  an  associated  pregnancy.  Green 
and  Peckham-  disagree  with  the  widely  held  con- 
cept that  pregnancy  causes  changes  in  the  epi- 
thelium of  the  cervix  which  simulate  or  mimic 
carcinoma  in  situ. 

I interpret  your  conclusions  as  favoring  an 
immediate  hysterectomy  for  carcinoma  in  situ  in 
this  condition,  but  in  selected  cases  it  is  permis- 
sible to  allow  the  pregnancy  to  go  to  term.  Inva- 
sive carcinoma  of  the  cervix  associated  with  preg- 
nancy has  a much  lower  five-year  survival  rate, 
as  has  been  experienced  by  the  members  present. 
According  to  Hayden^  patients  with  Stage  I car- 
cinoma respond  well  to  therapy,  with  all  his  cases 
surviving  five  years,  whereas  results  with  Stage  II 
are  poorer  and  with  Stage  HI  fatal  in  all  cases 
before  five  years. 

REFERENCES 

’Reagan,  J.  W.:  Personal  communication. 

-Green,  R.  R.,  and  Peckham,  B.  M.:  Pre-invasive  cancer  of  the 
cervix  in  pregnancy.  Am.  J.  Obst.  & Gynec.,  75:551,  1958. 
-Hayden,  G.  E.:  Carcinoma  of  the  cervix  associated  with 
pregnancy.  Am.  J.  Obst.  & Gynec.,  71:780,  1956. 
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Announcing 
the  new 

BAXTER 

PERITONEAL 

DIALYSIS 

SYSTEM 

when  an  artificial  kidney  Is  not  available 

SIMPLIFIED  TECHNIQUE- 
DRAMATICALLY  EFFECTIVE 
READILY  AVAILABLE 

Another  important 
contribution  from  Baxter 
Write  for  descriptive  reprint 


DON  BAXTER,  INC.  Glendale,  California 


■References:  Maxwell,  M.  H.,  et  al:  Peritoneal  Dialysis: 

I.  Techniques  and  Applications, 

J.  A,  M.A.  170:917  (June  20)  1959. 


Doolan,  P.  D..  et  al:  An  Evaluation  of 
Intermittent  Peritoneal  Lavage, 


Why  limit  the  convenience,  flexibility  and  productivity  of  your  exam- 
ining room  storage  space!  American  Modular  offers  an  unlimited 
selection  of  special-purpose  work-and-storage  units,  arranged  and 
positioned  exactly  where  you  need  them  for  more  productive,  less 
fatiguing  office  hours.  American  Modular  assemblies  fit  flexibly  into 
old  or  new,  large  or  small  examining  rooms  . . . are  easy  to  install, 
add-on-to,  move  . . . cost  less  than  conventional  instrument  and 
treatment  cabinets.  For  full  details  see  your  Hamilton  Surgical 
Equipment  Dealer  or  write  to  Hamilton  Manufacturing  Company, 
Two  Rivers,  Wisconsin. 

•Hjouiuit/on. 

outstanding  professional  furniture  for  the  Doctor’s  office 


g HAMILTON  MANUFACTURING  COMPANY  • TWO  RIVERS,  WISCONSIN 
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The  first  synthetic  penicillin 
available 

for  general  clinical  use 
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14th  Annual 
Rocky  Mountain 
Cancer  Conference 

July  20-21, 1960 

Denver  and  the  exciting  new  Hilton  Hotel 
will  be  the  site  of  the  14th  Annual 
Rocky  Mountain  Cancer  Conference. 

July  20-21,  1960.  This  outstanding 
conference,  featuring  papers  hy  six  leading 
cancer  experts,  has  been  approved  for 


Summary  of  Cancer  Conference 
Scientific  Sessions 

Wednesday,  July  20,  1960 

Morning 

Symposium;  Skin  Cancer — Recognition  and  Treat- 
ment 

Participants:  Drs.  R.  Lee  Clark,  Jr.,  A.  James 
French,  Roy  L.  Kile,  Wendell  G.  Scott 

Noon 

Luncheon  Round  Tables  with  discussion  of  morn- 
ing symposium 

2:00 — Benign  and  Malignant  Tumors  of  Tracheo- 
bronchial Tree 
H.  W.  Schmidt,  M.D. 

2:30 — Peculiarities  of  Skin  Cancer 
Roy  L.  Kile,  M.D. 

3:00 — Newer  Concepts  of  Gastric  Ulcer  and  Cancer 
Wendell  G.  Scott,  M.D. 

3:30 — Benign  Tumors  of  the  Esophagus 
H.  W.  Schmidt,  M.D. 


10  hours  of  A.A.G.P.  Category  I credit. 

You  and  your  family  will  find  much  to 
amuse  and  entertain  you  in  dynamic 
Denver  and  the  nearby  mountains. 

Hotel  and  motel  accommodations  are 
excellent  and  numerous.  Plan  now  to 
attend  the  conference  and  bring  your 
family.  For  additional  information  write: 
Rocky  Mountain  Cancer  Conference, 

8.35  Republic  Building,  Denver  2,  Colorado. 


Thursday,  July  21,  1960 

Morning 

Symposium:  Thyroid  Lumps 

Participants:  Drs.  R.  Lee  Clark,  Jr.,  A.  James 
French,  Wendell  G.  Scott,  Willard  P.  VanderLaan 

Noon 

Luncheon  Round  Tables  with  discussion  of  morn- 
ing symposium 

2:00 — Salivary  Gland  Tumors 
A.  James  French,  M.D. 

2:30 — Economics  of  Cancer  Detection  and  Treat- 
ment 

R.  Lee  Clark,  Jr.,  M.D. 

3:00 — A Critique  of  Adrenalectomy  for  Cancer 
Willard  P.  VanderLaan,  M.D. 

3:30— Clinical  Significance  of  Dysphagia 
H.  W.  Schmidt,  M.D. 


IN  CONTRACEPTION... 


Because  the  active  ingredients  of  a spermicidal  prepara- 
tion must  diffuse  rapidly  into  the  seminal  clot  and 
throughout  the  vaginal  canal  to  be  clinically  effective. 

Lanesta  Gel  offers  this  dual  protection.  Its  four 
spermicidal  agents  quickly  invade  the  clot  to  stop  the 
main  body  of  sperm.  It  spreads  evenly  and  quickly 
throughout  the  vaginal  canal-seeks  out  every  wrinkle 
and  fold  that  may  offer  concealment  to  sperm.  With 
this  rapid  diffusion,  your  patient  receives  full  benefit 
of  the  swift  spermicidal  action  of  Lanesta  Gel  — in 
minutes  — a decisive  measure  in  conception  control. 

In  Lanesta  Gel  7 -chloro-4-indanol,  a new,  effective, 
nonirritating,  nonailergenic  spermicide,  produces  im- 
mediate immobilization  of  spermatozoa  in  dilution 


of  up  to  1 : 4,000.  The  addition  of  10  per  cent  NaCl  in 
ionic  form  greatly  accelerates  spermicidal  action.  Ri- 
cinoleic  acid  facilitates  rapid  inactivation  and  immo- 
bilization of  spermatozoa  and  sodium  lauryl  sulfate 
acts  as  a dispersing  agent  and  spermicidal  detergent. 

Lanesta  Gel  with  a diaphragm  provides  one  of  the 
most  effective  means  of  conception  control. 
However,  whether  used  with  or  without  a 
diaphragm,  the  patient  and  you,  doctor,  can 
be  certain  that  Lanesta  Gel  provides  faster 
spermicidal  action  — plus  essential  diffusion 
and  retention  of  the  spermicidal  agents  in 
a position  where  they  can  act  upon  the 
spermatozoa. 


Lanesta  Gel 

Supplied;  Lanesta  Exquiset®  . . . with  diaphragm  of  prescribed  size  and  type;  universal  introducer; 

Lanesta  Gel,  3 oz.  tube,  with  easy  clean  applicator,  in  an  attractive  purse.  Lanesta  Gel,  3 oz.  tube  with  A product  I 
applicator;  3 oz.  refill  tube  ~ available  at  all  pharmacies.  gf  t,g|}t66n® 

research.  ^ 

Manufactured  by.Esea  Medical  Laboratories.  Inc.,  Alliance,  Ohio.  Distributed  by  George  A.  Breon  & Co.,  New  York  18,  N.  Y.  \ 
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Shadow  or  substance 

Marcus  J.  Smith,  M.D.,  Santa  Fe,  New  Mexico 


Apothegm 

“It  is  not  often  appreciated  that  many  individ- 
uals responsible  for  the  care  of  infants  and  chil- 
dren (who  cannot  give  their  own  history)  may 
permit  trauma  but  forget  or  be  reluctant  to  admit 
it,  or  may  deliberately  injure  the  child  and  deny 
it”  (F.  N.  Silvermann).' 

Clinical  data 

A 6-week-old  white  male  infant  was  hospital- 
ized for  complaints  of  not  eating,  fever  and  stiff- 
ness, of  about  one  and  one-half  days’  duration. 
There  were  no  other  pertinent  findings  in  the 
history.  On  physical  examination,  the  baby  ex- 
hibited stiffness  of  the  neck,  marked  irritability 
on  being  touched,  and  purple  spots  over  the  arms. 
These  observations  suggested  meningitis  or  men- 


Fig.  1 


ingococcemia.  The  temperature  was  101  degrees  i 
rectally.  There  was  a moderately  elevated  white 
blood  count,  a moderate  iron  deficiency  anemia,  ,, 
but  the  urine  and  spinal  fluid  were  normal. 

i 

X-ray  study 

Skull  films  showed  no  abnormality.  A chest  J 
film  was  obtained  that  included  both  arms  (Fig. 

1).  There  were  no  lesions  in  the  thorax.  However, 
complete  fractures  of  both  humeral  shafts  were 
obvious,  with  overriding  of  the  fragments.  Addi- 
tional films  (not  shown)  also  demonstrated  a frac- 
ture through  the  shaft  of  the  right  tibia. 

Clinical  course  ' 

Because  of  the  known  correlation  between  long  j 

bone  fractures  and  subdural  hematomata,"  sub-  ■ 
dural  taps  were  done,  but  were  negative.  (These  i 
should  always  be  done  when  long  bone  fractures 
and  central  nervous  system  symptoms  or  signs  j 
coexist.)  After  the  child  was  immobilized  for  the  i 

fractures,  the  neck  and  back  stiffness  subsided.  | 

About  a week  later,  after  an  intensive  interview,  | 
the  putative  father  admitted  beating  the  child.  ,| 
There  was  a complete  recovery. 

1 

1 

Epicrisis 

“Problems  involved  in  the  identification  ...  of  , 
fractures,  are,  like  the  poor,  always  with  us” 
(Barden).  j 

REFERENCES  ' 

'Silverman,  F.  N.:  The  Roentgen  Manifestations  of  Unrecog- 
nized Skeletal  Trauma  in  Infants.  Am.  J.  of  Roentg.,  69:413- 
427  (March).  1953. 

-Smith,  M.  J.:  Subdural  Hematoma  with  Multiple  Fractures.  I 

Am.  J.  of  Roentg.,  63:342-344  (March),  1950.  ! 
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For  topical  intuitions, 

choose  a ‘B.  W.  & Co.” ‘SPORIH’. . . 


Each  gram  contains:  Neomycin  Sulfate 5 mg. 

‘Aerosporin’®  brand  Polymyxin  B Sulfate  5,000  Units  Hydrocortisone  (1%)  10  mg. 


Zinc  Bacitracin 400  Units  in  a special  petrolatum  base. 


Each  gram  contains: 

‘Aerosporin’®  brand  Polymyxin  B Sulfate  5,000  Units  Zinc  Bacitracin  400  Units 

Neomycin  Sulfate 5 mg.  in  a special  petrolatum  base. 


Each  gram  contains: 

‘Aerosporin’®  brand  Zinc  Bacitracin 500  Units 

Polymyxin  B Sulfate 10,000  Units  in  a special  petrolatum  base. 


BURROUGHS  WELLCOME  & 


CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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Triaminic 


...relief  from  pollen  allergies 


more  complete  than  antihistamines  alone... more  thorough  than  nose  drops  or  sprays 

The  miseries  of  respiratory  allergy  can  be  relieved  so  effectively 
with  Triaminicd  ® Triaminic  contains  two  antihistamines  plus 
the  decongestant,  phenylpropanolamine,  to  help  shrink  the  en- 
gorged capillaries,  reduce  congestion  and  bring  relief  from  rhin- 
orrhea  and  sinusitisd  Oral  administration  distributes  medication 
to  all  respiratory  membranes  without  risk  of  “nose  drop  addic- 
tion” or  rebound  congestion.^’^ 

Each  Triaminic  timed-release  Tablet  provides: 


Phenylpropanolamine  HCI  50  mg. 

Pheniramine  maleate  25  mg. 

Pyrilamine  maleate 25  mg. 


also  available; 

TRIAMINIG  JUVELETS®  y2  the  formulation  of  the  Triaminic  Tablet  with  timed -reiease  action. 
TRIAMINIC  SYRUP  each  teaspoonful  (5  mi.)  provides  V4  the  formulation  of  the  Triaminic  Tablet. 


References:  1.  Fabricant,  N.D.:  E.  E.N.T.  Monthly  37:460  (July)  1958.  2.  Lhotka.  F.  M.:  Illinois  M.  J.  112:259 
(Dec.)  1957.  3.  Farmer,  D.  F.:  Clin.  Med.  5:1183  (Sept.)  1958.  4.  Fuchs,  M.;  Bodi,  T.;  Mailen,  S.  R.;  Hernando,  L., 
and  Moyer,  J.  H.;  Antibiotic  Med.  &.  Clin.  Then  7:37  (Jan.)  1960.  5.  Halpern,  S.  R.,  and  Rabinowitz,  H.:  Ann. 
Allergy  18:36  (Jan.)  1960. 

first“the  outer  layer  dissolves 
within  minutes  to  produce 

Relief  is  prompt  and  prolonged  3 to  4 hours  of  relief 

because  of  this  special  , *l.  xu  • x ^ 

k then— the  core  disintegrates 

timed-release  action  give  3 to  4 more 

hours  of  relief 


SMITH-DORSEY  . A division  of  the  wander  company  . Lincoln,  Nebraska 
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KANTREX 


INJECTION 


Kanamycin  Sulfate  Injectfon 


...  a highly  potent,  used  on  a properly  individ- 

bactericidal  antibiotic  uahzed  dosage  schedule 

for  combating  staph  and  which  does  not  induce 
gram  negative  infections  excessive  blood  levels 

“In  many  instances  its  effect  has  been  dramatic  and  life  saving . . 

“Six  of  the  patients  who  survived  were  considered  to  be  terminally  ill  at  the  time 
kanamycin  was  started  but  showed  dramatic  improvement  and  eventual  complete 
recovery.”  ** 

“. . . indeed,  the  results  [with  kanamycin]  are  the  most  remarkable  ever  achieved 
with  otherwise  fatal  staphylococcal  infections  that  we  have  ever  seen.’ 


“There  appears  to^e  no  doubt  that  kanamycin  has  been  lifesaving  in  those  in- 
stances in  which  organismal  resistance  precludes  the  use  of  other  antimicrobials.”" 

Information  on  dosage,  administration  and  precautions 
contained  in  package  insert  or  available  on  request. 

SUPPLY;  Kantrex  Injection,  0.5  Gm.  kanamycin  (as  sulfate)  in  vial  containing  2 ml.  volume. 
Kantrex  Injection,  1.0  Gm.  kanamycin  (as  sulfate)  in  vial  containing  3 ml.  volume. 


REFERENCES:  1.  Yow,  E.  M.:  Practitioner  182:759, 1959.  2.  Yow,  M.  D.,  and  Womack,  G.  K.:  Ann.  N.  Y.  Acad.  Sci.  76:363, 
1958.  3.  Bunn,  P.  A.,  Baltch,  A.,  and  Krajnyak,  O.:  Ibid.  76:109,  1958.  4.  Council  on  Drugs,  J.A.M.A.  172:699,  1960. 


USE,  NEW  YOR 


WANT  ADS 


FOR  SALE:  Burton  Spotlight,  $15.  Sclar  Tomkins 
Suction  and  Ether  Unit  with  stand,  $125.  E.N.T. 
chair,  $40.  Baumonometer,  $20.  Cameron  Surgical 
Unit,  $75.  Microtherm  (Raytheon),  $325.  Maico  Stetha- 
tron,  $30.  Baby  Scales  (Professional),  $15.  Soap  Dis- 
penser (Foot  Operated),  $8.  Spencer  Bright  Line 
Haemocytometer,  $7.50.  Hospital  Bed  Complete  (New 
Mattress),  $45.  Corner  Table  (Blond),  $18.  Instruments 
of  all  kinds  at  about  1/3  cost.  The  equipment  is  all 
in  good  condition.  Call  or  write  Harry  G.  Knapp,  M.D., 
Rifle,  Colo.  6-2TF 


USED  HOSPITAL  EQUIPMENT  for  sale.  1 OB  delivery 
table,  hydraulic  action.  3 hospital  infant  cribs.  1 ex- 
amination table.  1 glass  top  metal  table.  1 bed  tray 
holder.  Sacrifice  for  quick  sale.  F.  A.  Randall,  315 
W.  Main  Street,  Littleton,  Colorado.  PY  4-1581.  Res. 
py  4-0803.  5-71 


AVAILABLE  NOW,  office  space  for  physicians,  sur- 
geons, specialists.  New  addition  in  the  modern, 
air-conditioned  Arvada  West  Professional  Building, 
containing  occupied  prescription  pharmacy  and  three 
dentists.  Space  for  eight  doctors  with  custom  finish- 
ing to  suit  your  requirements.  Suburban  convenience 
near  new  million-dollar  Arvada  Square  Shopping 
Center,  and  adjacent  to  the  300  unit  Arvada  Square 
Garden  Apartments.  Off-street  parking  for  75  cars. 
Arvada  has  a population  of  22,000  people  and  is  the 
fastest  growing  suburban  city  in  the  Denver  metro- 
politan area,  with  only  six  medical  doctors  at  present. 
Write  or  phone  Mr.  O.  S.  Forsberg,  President,  Fors- 
berg  Development  Company,  10010  W.  59th  Place, 
Arvada  (Denver),  Colo.  Phone  HA  4-4455.  6-5TF 


PARTNERSHIP  OPPORTUNITY  for  general  practi- 
tioner in  Denver  suburb.  Investment  required.  Send 
complete  resume.  Box  6-lTP,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2.  6-lTF 


PARTNERSHIP,  associate  or  entire  practice  plus 
house,  southern  part  of  Colorado.  Room  for  two 
men.  For  further  information  write  W.  W.  McKinley, 
M.D.,  Monte  Vista,  Colo.  6-4TP 


DOCTOR  WANTED:  Well  paying  general  practice. 

Growing  locality.  Complete  line  of  very  fine  equip- 
ment at  a sacrifice.  This  opportunity  should  be  inves- 
tigated. Write  Box  6-3TF,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2.  6-3TF 


PSYCHIATRIST  WANTED:  College  in  Southern  Mon- 
tana looking  for  Board  Eligible  Psychiatrist  to  take 
on  part-time  teaching  and  student  psychotherapy  at 
the  college.  Remainder  of  the  time  could  be  divided 
between  private  practice  in  city  of  17,000,  and/or 
local,  state-supported,  mental  health  clinic.  Local 
elementary  educational  system  excellent.  Local  fish- 
ing, hunting  and  skiing  equal  to  anything  in  our 
nation.  Box  6-93,  Rocky  Mountain  Medical  Journal, 
835  Republic  Building,  Denver  2.  6-93 


OPENING  FOR  ASSOCIATE  physician  in  established 
office  at  excellent  location  in  Northwest  Denver. 
Doctor  moving  enjoyed  large  practice,  very  substan- 
tial part  of  which  will  remain  for  new  doctor.  Re- 
maining associate  physician  is  well  established  in- 
ternist. For  details  and  Inspection  call  GLendale 
5-7557.  5-8TP 


INTERNIST,  PEDIATRICIAN  IMMEDIATELY:  Ex- 
panding long  established  group;  Colorado  city  of 
125,000;  two  years  or  more  training  essential;  good 
guarantee;  opportunity  partnership  three  years.  Pull 
Information  to;  Box  6-6TF,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2.  6-6TP 


LOCUM  TENENS  desired  by  resident  with  five  years’ 
experience  in  general  practice  and  one  year  of 
general  surgery.  Licensed  in  Colorado  and  Montana. 
Would  prefer  summer  months.  Please  write  Box  6-73, 
Rocky  Mountain  Medical  Journal,  835  Republic  Bldg., 
Denver  2.  6-73 


GENERAL  SURGEON— 41;  Board  certified;  family; 

veteran;  experienced  in  general,  gyn,  urologic, 
traumatic  surgery;  desires  to  relocate  in  West  or 
Southwest;  able  to  do  limited  general  practice.  Write 
Box  6-81,  Rocky  Mountain  Medical  Journal,  835  Re- 
public Bldg.,  Denver  2.  6-81 


EARNEST  DRUG 

217  1 6th  Street 

Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH — CLEAN — COMPLETE 
PRESCRIPTION  STOCK 


Free  Delivery 


Quality  Drugs  Courteous  Service 


Jess  L.  Kincaid 

ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood 
and  V icinity 


NORTH  DENVER  MEDICAL  OFFICE  for  rent  in 
practically  new  building  at  $3.00  per  square  foot 
per  year.  Recently  vacated  by  G.P.  seeing  thirty 
patients  per  day.  Call  Ward  Anthony  at  HArrison 
2-2373.  6-53 


PHARMACIST,  experienced  in  retail  and  hospital 
pharmacy,  desires  to  contact  doctor  or  group  of 
doctors  with  view  of  establishing  ethical  pharmacy 
in  clinic.  Replies  kept  in  strict  confidence.  Write: 
Box  5-33,  Rocky  Mountain  Medical  Journal,  835  Re- 
public Bldg.,  Denver  2.  5-33 


EXCELLENT  SOLO  GENERAL  PRACTICE  for  sale 
in  Colorado  Western  Slope  city.  Office  lease  avail- 
able. For  further  information  please  write  Box  4-42, 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver  2.  4-42 


NEW  MEXICO:  Well-established  general  practice  of 
recently  deceased  physician  in  city  of  25,000.  New, 
completely  equipped  office  for  sale  or  lease.  Write: 
Box  5-lTF,  Rocky  Mountain  Medical  Journal,  835 
Republic  Bldg.,  Denver  2.  5-lTF 


CLINIC  for  three  doctors,  available  by  July  1.  New 
area  between  Thornton,  Perl  Mack,  and  North  Glen. 
Rent  reasonable,  utilities  furnished.  Contact  Mr.  or 
Mrs.  James  Louie,  Monday  through  Saturday  at  J & H 
Pharmacy,  phone  AT  7-5257,  from  10  a.m.  to  9 p.m. 

5-53 


ASSOCIATE  desired  for  an  excellent,  established  gen- 
eral practice  in  New  Mexico  town  of  12,000.  For 
information  call  FL.  5-1214  after  5 p.m.,  in  Denver, 
or  write:  Box  5-6TP,  Rocky  Mountain  Medical  Journal, 
835  Republic  Bldg.,  Denver  2.  5-6TF 


FOR  RENT  OR  LEASE:  New  professional  building 
now  under  construction,  office  space  available  ap- 
proximately July  1,  1960.  Located  at  44th  and  Teller. 
For  information  write  Raymond  J.  Delio,  6506  W.  25th 
Ave.,  Edgewater,  Colo.  4-14 


continued  on  next  page 
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WANT  ADS — Continued 


GENERAL  PRACTITIONER’S  office  for  sale  or  lease, 
40  W.  Alameda,  Denver.  Building  approximately  15 
years  old,  recently  remodeled  and  air  conditioned. 
Approximately  750  square  feet.  Possibility  of  assum- 
ing large  portion  of  present  neighborhood  and  indus- 
trial practice.  Present  owner  moving  to  Englewood 
to  practice  with  another  physician.  Write:  Box  3-4TF. 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver.  3-4TP 


OB-GYN  WANTED:  In  immediate  need  of  an  obstetri- 
cian-gynecologist, certified  or  board  eligible,  for 
ten-man  group.  $18,000  first  year  with  annual  in- 
creases. Partnership  interest  after  first  year.  Excel- 
lent hospital  facilities.  Montana.  Write;  Box  5-22, 
Rocky  Mountain  Medical  Journal,  835  Republic  Bldg., 
Denver  2.  5-22 


NEVADA  COMMUNITIES  seeking  physicians  include 
Wells,  Carlin,  Austin,  Beatty,  Ploche,  and  Haw- 
thorne. Write  Mr.  Nelson  B.  Neff,  Executive  Secre- 
tary, Nevada  State  Medical  Association,  P.O.  Box  2790, 
Reno,  Nevada,  for  further  information  regarding  these 
opportunities.  5-TF 


VACANCY  in  Denver  Medical  Clinic,  1401  Jackson,  be- 
cause of  illness.  Four  rooms,  reception  room  and 
other  facilities,  including  large  off  street  parking. 
Sfou  pay  only  rent  and  one-third  share  of  receptionist 
salary.  Full  use  of  Clinical  and  X-ray  Laboratory  serv- 
ice including  supplies.  Lease  if  desired.  For  details 
call  DExter  3-6939.  7-TP 


UNUSUAL  OPPORTUNITY.  Specialist  wanted  for  asso- 
ciation with  general  practitioner.  Will  consider 
pediatrician.  Pull  use  of  x-ray  and  laboratory  equip- 
ment. Two  treatment  rooms,  one  furnished.  Share 
nurse.  Located  in  busy  Pearl  Mack  shopping  center, 
7069  Pecos,  Medical  Dental  office.  Contact  Feme 
Lapan,  HA  9-3529,  or  HA  9-5496.  Personal  interviews 
only.  1-lTF 


M.D.,  AGED  30,  returning  from  service  in  Indonesia, 
desires  locum  tenens  or  association  with  Christian 
physicians  beginning  about  August,  1960.  Licensed  in 
Colo,  and  Kansas,  married,  2 children.  Write:  Herbert 
Friesen,  M.D.,  Pakis/Taju,  Java,  Indonesia.  12TF 


VERY  LARGE  PRACTICE  for  sale  in  town  of  12,000, 
serving  a population  of  60,000.  Rent  in  new  building 
$115.00.  Pour  large  rooms  fully  equipped  with  two 
examination  tables.  X-ray,  Thermo  Copying  machine, 
etc.  Doctor  deceased  August  5,  1959.  Write  Box  868, 
Durango,  Colorado. 11-5TF 

The  Colorado  State  Medical  Society 

Annual  Session,  September  14-17,  1960 
Estes  Park 

President:  John  L.  McDonald  (Chairman  of  the  Board),  Colo- 
rado Springs. 

President-elect:  Cyrus  W.  Anderson,  Denver. 

Vice  President:  J.  Alan  Shand  (Vice  Chairman  of  the  Board), 
La  Junta. 

Treasurer:  William  C.  Service,  Colorado  Springs,  1962. 
Constitutional  Secretary:  Harry  C.  Hughes,  Denver,  1960. 
Additional  Trustees:  Carl  W.  Swartz,  Pueblo,  I960:  Fred  R. 
Harper,  Denver,  1961;  Walter  M.  Boyd,  Greeley,  1961;  Carl 
H.  McLauthlin,  Denver,  1962. 

Delegates  to  A.M.A.:  Kenneth  C.  Sawyer,  Denver,  1960;  (Al- 
ternate, Gatewood  C.  Milligan,  I960):  E.  H.  Munro,  Grand 
Junction,  1961;  (Alternate,  Harlan  E.  McClure,  1961);  I.  E. 
Hendryson,  Denver,  1961;  (Alternate,  C.  C.  Wiley,  Longmont, 
1961). 

Executive  Secretary:  Mr.  Harvey  T.  Sethman,  835  Republic 
Building,  Denver  2,  Colorado;  telephone  AComa  2-0547. 

See  December,  1959,  issue  for  complete  list  of  committees. 

Montana  Medical  Association 

Annual  Meeting,  September  15-17,  1960 
Bozeman 

President:  Leonard  W.  Brewer,  Missoula. 

President-Elect:  Raymond  F.  Peterson,  Butte. 

Vice  President:  Everett  H.  Lindstrom,  Helena. 
Secretary-Treasurer:  William  E.  Harris,  Livingston. 

Assistant  Secretary-Treasurer:  Jess  T.  Schwidde,  Billings. 
Executive  Committee:  Leonard  W.  Brewer,  Missoula;  Raymond 
F.  Peterson,  Butte;  Everett  H.  Lindstrom,  Helena:  W.  E. 
Harris,  Livingston;  Jess  T.  Schwidde,  Billings;  John  A.  Layne, 
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Earl  N.  Hillstrom,  Reno;  Stanley  L.  Hardy,  Las  Vegas;  Thomas 
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Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.  O.  Box  2790,  Reno; 
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See  January,  1960,  issue  for  complete  list  of  committees. 
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J.  W.  Hossley,  Doming,  1961;  Guy  E.  Rader,  Albuquerque, 
1961. 

Delegate  to  American  Medical  Association:  Earl  L.  Malone, 
Roswell,  1961;  Alternate:  Leland  S.  Evans,  Las  Cruces,  1961. 
Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  Na- 
tional Bank  Building,  Albuquerque;  telephone  CH.  2-2102. 
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Uintah  Basin,  R.  Bruce  Christian,  Vernal,  1961;  Utah  County, 
Ralph  E.  Jorgenson,  Provo,  1962;  Weber  County,  Wendell  J. 
Thomson,  Ogden,  1961. 
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Torrington,  1962;  Laramie  County,  David  M.  Flett,  Cheyenne, 
1962;  Natrona  County,  Roy  Holmes,  Casper,  1962;  Sheridan 
County,  Ralph  Arnold,  Sheridan,  1962;  Sweetwater  County, 
R.  C.  Stratton,  Green  River,  1961;  Teton  County,  D.  G.  Mac- 
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See  February,  1960,  issue  for  complete  list  of  committees. 
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IN  ORAL  CONTROL 
OF  PAIN 

ACTS  FASTER— usually  within  5-15  min- 
utes. LASTS  LONGER— usually  6 hours  or 
more.  MORE  THOROUGH  RELIEF  - per- 
mits uninterrupted  sleep  through  the 
night.  RARELY  CONSTIPATES - excellent 
for  chronic  or  bedridden  patients. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours. 
May  be  habit-forming.  Federal  law  permits  oral 
prescription. 

Each  Percodan*  Tablet  contains  4.50  mg. 
dihydrohydroxycodeinone  hydrochloride,  0.38 
mg.  dihydrohydroxycodeinone  terephthalate, 
0.38  mg.  homatropine  terephthalate,  224  mg. 
acetylsalicylic  acid,  160  mg,  phenacetin,  and 
32  mg.  caffeine. 

Also  available— for  greater  flexibility  in  dosage 
— Percodan®-Demi:  The  Percodan  formula  with 
one-half  the  amount  of  salts  of  dihydrohy- 
droxycodeinone and  homatropine. 

Literature?  Write 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


Xjf*6o 


Percodan' 

Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC 

FOR  PAIN 


=^U.S.  Pat.  2,628,185 
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...in  fact,  the  hundreds  of  Holsteins  that 
produce  City  Park-Broohridge  milk  practically 
live  in  a clinic... each  on  controlled  diets 
and  skilled  veterinarian  care.  Today's  premium 
quality  City  Park-Brookridge  milk  is  the 
result  of  over  70  years  of  herd  improvement. 

This  vast  family  of  champions  produces 
the  rich,  premium  quality  milk  that  Denver 
doctors  can  rely  on. 
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now- 


virtually 


promptly, 
■■>  effectively 
with 


i’jVAtv- 


eomycin 


onnagei  with 


or 


Prompt  and  more  dependable  control  of  donnagel  in  each  30  ce.  (i  fi.  ©z.): 

Kaolin  (90  gr.) 6.0  Gm. 

virtually  all  diarrheas  can  be  achieved  with  the  Pectin  (2  gr.) 142.8  mg. 

comprehensive  Donnagel  formula,  which  pro-  3^1, 3,^ 0 0194 

vides  adsorbent,  demulcent,  antispasmodic  and  Hyoscme  hydrobromide  ....o.ms  mg. 

sedative  effects— with  or  without  an  antibiotic.  . . 

DONNAGEL  WITH  NEOMYCIN 

Early  re-establishment  of  normal  bowel  same  formula,  plus 

Neomycin  sulfate 300  mg. 

function  is  assured— for  all  ages,  in  all  seasons.  (Equal  to  neomycin  base,  210  mg.) 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia  • Ethical  Pharmaceuticals  of  Merit  since  1873 
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one  child  has  epilepsy... 

even  her  companions  might  not  know— if 
her  seizures  are  controlled  with  medication 

“...nowadays  our  approach  should  be,  as  far  as  possible,  to  protect 
the  patient  with  sufficient  medicine  and  allow  him  to  live  as  much 
as  possible  the  life  of  a normal  child.”^  Under  proper  medical  care, 
epileptic  children  may— and  should— participate  in  the  general  phys- 
ical activities  of  their  normal  playmates.^ 
for  clinically  proved  results  in  control  of  seizures 

® SODIUM  KAPSEALS®  outstanding  performance 
in  grand  mal  and  psychomotor  seizures:“In 
the  last  15  years  neiv  anticonvtdsant  agents 
have  come  into  clinical  use  hut  they  have 
not  replaced  diphenylhydantoin  [dilantin]  as  the  most  effective  single  agent 
for  a variety  of  reasons.”^  dilantin  Sodium  (diphenylhydantoin  sodium, 
Parke-Davis)  is  available  in  several  forms  including  Kapseals  of  0.08  Gm. 
and  of  0.1  Gm.,  in  bottles  of  100  and  1,000. 

Other  members  of  THE  PARKE-DAVIS  FAMILY  OF  ANTIOONVULSAHTS 

for  grand  mal  and  psychomotor  seizures:  PHELANTIN®  Kapseals  (Dilantin 
100  mg.,  phenobarbital  30  mg.,  desoxyephedrine  hydrochloride  ^.5  mg.), 
bottles  of  100' for  the  petit  mal  triad:  MILONTIN®  Kapseals,  (phensuximide, 
Parke-Davis)  0.5  Gm.,  bottles  of  100  and  1,000;  Suspension,  250  mg.  per 
U cc.,  16-ounce  bottles,  celontin®  Kapseals  (methsuximide,  Parke-Davis) 
0.3  Gm.,  bottles  of  100. 

Literature  supplyin  g details  of  dosage  and  administration  available  on  request. 
Bibliography:  (1)  Scott,  J.  S.,  & Kellaway,  E:  M.  Clin.  North  America  42:415  (March)  1958. 
(2)  Ganoug,  L.  D.,  in  Green,  J.  R.,  & Steelman,  H,  F.:  Epileptic  Seizures,  Baltimore,  Williams  & 
Wilkins  Company,  1956,  pp.  98-102.  (3)  Bray,  E F.;  Pediatrics  23:151,  1969.  26«6o 
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CLINICAL  REMISSION 


jIN  A “PROBLEM”  ARTHRITIC 

i In  ''escaping”  rheumatoid  arthritis.  After  gradually  “escaping"  the  ther- 
apeutic effects  of  other  steroids,  a 52-year-old  accountant  with  ar- 

ithritis  for  five  years  was  started  on  Decadron,  1 mg. /day.  Ten  months 
later,  still  on  the  same  dosage  of  Decadron,  weight  remains  constant, 
fc  she  has  lost  no  time  from  work,  and  has  had  no  untoward  effects.  Sim 
^ is  in  clinical  remission.* 

New  convenient  b.  i.d.  alternate  dosage  schedule:  the  degree  and  extent  of  relief  provided  by 
I DECADRON  allows  for  b.i.d.  maintenance  dosage  in  many  patients  with  so-called  “chronic"  condi- 
t tions.  Acute  manifestations  should  first  be  brought  under  control  with  a t.i.d.  or  q.i.d.  schedule. 

I Supplied:  As  0.75  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets  in  bottles  of  100.  Also  available 
as  Injection  DECADRON  Phosphate.  Additional  information  on  DECADRON  is  available  to  physicians 
on  request.  DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

*From  a clinical  investigator’s  report  to  Merck  Sharp  & Dohme. 
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Dexamethasone 


TREATS  MORE  PATIENTS  MORE  EFFECTIVELY 


MERCK  SHARP  & DOHME 


Doctor, 
do  you  kmw 
this  womanf 


3117  Beverly  Blvd.,  Los  Angeles  57,  Calif. 


Among  your  patients  are  women 
who  complain  of  the  discomforts 
which  accompany  a large  or 
pendulous  bust.  Tell  these  women 
about  CORDELIA  OF  HOLLYWOOD 
custom-fitted  brassieres . . . 
constructed  with  no  wires  or 
excessive  elastic  to  intei'fere  with 
circulation .. .wide  one-piece  straps 
that  relieve  shoulder  pressure  by 
providing  support  directly  from  the 
base . . . easily  laundered,  atti’active 
fabric  in  a multitude  of  styles.  Your 
patients  will  thank  you  for 
suggesting  this  problem-solver 
for  women  with  special  needs . . . 
there  is  a custom-fitted 
CORDELIA  OF  HOLLYWOOD  bi'assiere 
for  every  individual. 


Featured  below  is  Style  #88, 
available  in  White  and  Black,  all  sizes. 


Available  at  department  stores,  corset  shops  and  surgical  shops. 


COLORADO;  Boulder,  China  Jones;  Colorado  Springs,  Hibbard  and  Co.;  Denver,  Joslin's,  Denver  Dry  Goods  Com- 
pany, Geo.  Berbert  & Sons,  Inc.,  Gibson's  Surgical  Appliances;  Grand  Junction,  Marie's  c/o  Sweetbriar;  Greeley, 
The  Corset  Shop;  Loveland,  W & T Pharmacy;  Pueblo,  Pueblo  Surgical  Supply,  Southwest  Surgical  Seryice,  Crews- 
Beggs  • MONTANA:  Butte,  Burr  Store;  Great  Falls,  Buttrey's;  Helena,  Leaf  Lingerie  Shop;  Billings,  The  Malmin 
Shop  • NEVADA:  Las  Vegas,  Lillian's  • NEW  MEXICO;  Albuquerque,  Antene's  Shop,  Kistler  Collister  & Co.;  Las 
Cruces,  Popular  Dry  Goods  Company  • UTAH:  Ogden,  Orchid  Corset  Shop;  Provo,  Deon's;  Salt  Lake  City,  Robinson's 
Medical  Mart  • WYOMING:  Casper,  Kassis  Department  Store,  Porter's  Quality  Shop;  Cheyenne,  Dobbins  Women's 
Wear;  Torrington,  Veta's  Store  • ARIZONA;  Tucson,  Alice-Rae  Corset  Shop,  Blair  Surgical  Company;  Prescott, 
Gillis  Style  Shop. 
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IVa  Grs.  Ea. 

flavored 


up  to 

Iv  tradition 


There  are  probably  certain  ffledications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world’s  first  aspirin. 

And  like  Bayer  Aspirin,  Bayer  Aspirin  for  Chil- 
dren is  quality  controlled.  No  other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
Bayer.  This  assures  uniform  excellence  in  both 
forms  of  Bayer  Aspirin. 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children  — 11/4  grain  flavored 
tablets-Supplied  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 


New 

GRIP-TIGHT  CAP 
for  Child ren’s 
Greater  Protection 


THe  BAYER  COMPANY.  OlVlSlON  OF  STERLINS  DRUG  INC  . 1450  BROADWAY,  NEW  YORK  18,  N.  Y. 
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^‘The  concept  of  treating  hypertension  with  a potent  oral  diuretic  in  combination 
with  one  or  more  of  the  sympathetic  depressant  drugs  is  a new  one. 
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Gentlemen;  Please  send  me  a complimentary  supply  of 
Salutensin  Tablets. 


Dr. 

Street 

City Zone State 

SiCNATURF. 

Send  coupon  to:  Bristol  Laboratories,  Syracuse,  New  York. 
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Salutensin  samples  available  on  request  I 

I 

REFERENCES:  1.  Gifford,  R.  j 

W.,  Jr.,  In  Hypertension,  ed.  by 
J.  H.  Moyer,  Saunders,  Philadel- 
phia, 1959,  p.  561.  2.  Moyer,  I 

J.  H.:  Ibid.  p.  299.  3.  Brodie, 

B.  B.:  In  Hypertension,  Vol.  VII, 
Proceedings  Council  for  High 
Blood  Pressure  Research,  Am.  i 

Heart  Assn.,  ed.  by  F.  R.  Skelton, 

1959,  p.  82.  4,  Wilkins,  R.  W.:  ! 

Ann.  Int.  Med.  50:1,  1959.  5.  } 

Freis,  E.  D.:  In  Hypertension,  ed.  j 

by  Moyer,  op.  cit.,  p.  123.  6.  • j 

Ford,  R.  V.,  and  Nickell,  J.;  Ant. 

Med.  & Clin.  Ther.  6:461,  1959.  } 

7.  Fuchs,  M.,  and  Mallin,  S.  R.:  I 

Int.  Red.  Med.  172:438,  1959. 


SALUTENSIN 

HvdroHumethiazide  • Reserpine  • Protoveratrine  A 


A sustained-action  foundation  drug  for  an  antihypertensive  regimen  . . . 

saLuroN 

sustained-action  hydroflumethiazide  ‘Bristol’ 

Saluron  is  an  economical,  well-tolerated  salutensive  agent  — saluretic  and  antihypertensive  — for  use  as  a 
foundation  drug  in  the  treatment  of  hypertension.  In  mild  to  moderate  hypertension,  Saluron  often  is 
adequate  by  itself.  It  has  been  described  as  “a  distinct  advantage  in  the  manifestations  of  hypertension”  6 
and  “a  marked  advancement  in  the  field  of  diuretic  therapy.”  t 

Dosage:  Usually  1 tablet  daily.  Full  information  in  official  package  circular. 

Supply:  Scored  50-mg.  tablets,  bottles  of  50. 

BRISTOL  LABORATORIES,  Syracuse,  New  York 


You  see  an  improvement  within  a few  days 

Thanks  to  your  prompt  treatment  and  the 
smooth  action  of  Deprol,  her  depression 
is  relieved  and  her  anxiety  and  tension 
calmed  — often  in  a few  days.  She  eats 
well,  sleeps  well  and  soon  returns  to  her 
normal  activities. 


as  it  calms  anxiety ! 


Smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety... 
rapidly  and  safely 


Balances  the  mood — no  “seesaw” 
effect  of  amphetamine -barbiturates 
and  energizers.  While  amphetamines 
and  energizers  may  stimulate  the  patient 
—they  often  aggravate  anxiety  and 
tension. 

And  although  amphetamine-barbiturate 
combinations  may  counteract  excessive 
stimulation— i/iei/  often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects, 
DeproFs  smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety— both  at  the 
same  time. 


Acts  swiftly  — the  patient  often  feels 
better,  sleeps  better,  within  a few 
days.  Unlike  the  delayed  action  of  most 
other  antidepressant  drugs,  which  may 
take  two  to  six  weeks  to  bring  results, 
Deprol  relieves  the  patient  quickly  — often 
within  a few  days.  Thus,  the  expense  to 
the  patient  of  long-term  drug  therapy  can 
be  avoided. 

Acts  safely  — no  danger  of  liver 
damage.  Deprol  does  not  produce  liver 
damage,  hypotension,  psychotic  reactions 
or  changes  in  sexual  function— frequently 
reported  with  other  antidepressant  drugs. 


Bibliographer  (13  clinical  studies,  858  patientsJ'A.  Alexander,  1.  {35  patients):  Chemotheropy 
of  depression  — Use  of  meprobamate  combined  with  benactyzine  (2-diethylaminoethyl  benzilate)  hydrochlo- 
ride. J.A.M.A.  166:1019,  March  1,  1958.  2.  Bateman,  J.  C.  and  Carlton,  H.  N.  (50  patients):  Meprobamate 
and  benactyzine  hydrochloride  (Deprol)  as  adjunctive  therapy  for  patients  with  advanced  cancer.  Antibiotic 
Med.  & Clin.  Therapy  6:648,  Nov.  1959.  3.  Beerman,  H.  M.  (44  patients):  The  treatment  of  depression  with 
meprobamate  and  benactyzine  hydrochloride.  Western  Med.  1:10,  March  1960.  4.  Bell,  J.  L.,  Tauber,  H., 
Santy,  A.  and  Pulito,  F.  (77  patients):  Treatment  of  depressive  states  in  office  practice.  Dis.  Nerv.  System 
20:263,  June  1959.  5.  Breifner,  C.  (31  patients):  On  mental  depressions.  Dis.  Nerv.  System  20:142,  (Section 
Two),  May  1959.  6.  Gordon,  P.  E.  (50  patients):  Deprol  in  the  treatment  of  depression.  Dis.  Nerv.  System 
21:215,  April  1960.  7.  Landman,  M.  E.  (50  patients);  Clinical  trial  of  a new  antidepressive  agent.  J.  M.  Soc. 
New  jersey.  In  press,  1960.  8.  McClure,  C.  W.,  Papas,  P.  N.,  Speare,  G.  S.,  Palmer,  E.,  Slattery,  j.  J., 
Konefal,  S.  H.,  Henken,  B.  S.,  Wood,  C.  A.  and  Ceresia,  G.  B.  (128  patients):  Treatment  of  depression  - New 
technics  and  therapy.  Am.  Pract.  & Digest  Treat.  10:1525,  Sept.  1959.  9.  Pennington,  V.  M.  (135  patients): 
Meprobamate-benactyzine  (Deprol)  in  the  treatment  of  chronic  brain  syndrome,  schizophrenia  and  senility. 
J.  Am.  Geriatrics  Soc.  7:656,  Aug.  1959.  10.  Rickels,  K.  and  Ewing,  J.  H.  (35  patients):  Deprol  in  depressive 
conditions.  Dis.  Nerv.  System  20:364,  (Section  One),  Aug.  1959.  11.  Ruchwarger,  A.  (87  patients):  Use  of 
Deprol  (meprobamate  combined  with  benactyzine  hydrochloride)  in  the  office  treatment  of  depression. 
M.  Ann.  District  of  Columbia  28:438,  Aug.  1959.  12.  Settel,  E.  (52  patients):  Treatment  of  depression  in  the 
elderly  with  a meprobamote-benoctyzine  hydrochloride  combination.  Antibiotic  Med.  & Clin.  Therapy  7:28, 
Jan.  1960.  13.  Splitter,  S.  R.  (84  patients):  Treatment  of  the  anxious  patient  in  general  practice.  J.  Clin.  & 
Exper.  Psychopath.  In  press,  April-June  1960. 


Deprol^* 


Dosage:  Usual  starting  dose  is  1 tablet  q.i.d.  When 
necessary,  this  dose  may  be  gradually  increased  up  to 
3 tablets  q.i.d. 

Composition:  1 mg.  2-diethylaminoethyl  benzilate  hydro- 
chloride (benactyzine  HCl)  and  400  mg.  meprobamate. 
Supplied:  Bottles  of  50  light-pink,  scored  tablets.  Write 
for  literature  and  samples. 

m WALLACE  LABORATORIES  f New  Brunswick,  N.  J. 
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51  to  49... it’s  a boy! 
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94  to  6 BONADOXIN’stops  morning  sickness 


When  she  asks  ^‘Doctor,  what  will  it 
be?”  you  can  either  flip  a coin  or  point 
out  that  51.25%  births  are  male.'  But 
when  she  mentions  morning  sickness, 
your  course  is  clear:  bonadoxin. 

For,  in  a series  of  766  cases  of  morning 
sickness,  seven  investigators  report  ex- 
cellent to  good  results  in  94%,^  More 
than  60  million  of  these  tiny  tablets 
have  been  taken.  The  formula:  25  mg. 
Meclizine  HCl  (for  antinauseant  ac- 
tion) and  50  mg.  Pyridoxine  HCl  (for 


metabolic  replacement).  Just  one  tablet 
the  night  before  is  usually  enough. 

BONADOXIN— DROPS  and  Tablets— are 
also  effective  in  infant  colic,  motion 
sickness,  labyrinthitis,  Meniere’s  syn- 
drome and  for  relieving  the  nausea  and 
vomiting  associated  with  anesthesia  and 
radiation  sickness.  See  pdr  p.  795. 

1.  Projection  from  Vital  Statistics,  U.S.  Govern- 
ment Dept.  HEW,  Vol.  48,  No.  14,  1958,  p.  398. 

2.  Modell,  W.:  Drugs  of  Choice  1958-1959,  St.  Louis, 
C.  V.  Mosby  Company,  1958,  p.  347. 


New  York  17,  New  York 
Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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Proved  by  a Decade  of  Experience 
Confirmed  by  1700  Published  Reports 
Attested  by  World-Wide  Usage 


in  arthritis  and  allied 
disorders 


Butazolidin^ 

brand  of  phenylbutazone 

Geigy 


Since  its  anti-inflammatory  properties 
were  first  noted  in  Geigy  laboratories  10  ^ 
years  ago,  time  and  experience  have 
steadily  fortified  the  position  of 
Butazolidin  as  a leading  nonhormonal 
anti-arthritic  agent.  Indicated  in  both 
chronic  and  acute  forms  of  arthritis,  , 
Butazolidin  is  noted  for  its  striking  * 
effectiveness  in  relieving  pain, 
increasing  mobility  and  halting 
I inflammatory  change. 


Butazolidin®,  brand  of  phenylbutazone: 
Red,  sugar-coated  tablets  of  100  mg. 
Butazolidin®  Alka:  Orange  and  white 
capsules  containing  Butazolidin  100  mg.; 
dried  aluminum  hydroxide  gel  100  mg.; 
magnesium  trisilicate  150  mg.; 
homatropine  methylbromide  1.25  mg. 

Geigy,  Ardsley,  New  York 
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...  a highly  potent, 

^ bactericidal  antibiotic 
for  combating  staph  and 


. . .well  tolerated  when 
used  on  a properly  individ- 
uahzed  dosage  schedule 
which  does  not  induce 


m 


gram  negative  hifections  excessive  blood  levels 


‘‘In  many  instances  its  effect  has  been  dramatic  and  life  saving . . 

“Six  of  the  patients  who  survived  were  considered  to  be  terminally  ill  at  the  time 
kanamycin  was  started  but  showed  dramatic  improvement  and  eventual  complete 
recovery.”^ 

. . indeed,  the  results  [with  kanamycin]  are  the  most  remarkable  ever  achieved 
with  otherwise  fatal  staphylococcal  infections  that  we  have  ever  seen.”® 

“There  appears  to  be  no  doubt  that  kanamycin  has  been  lifesaving  in  those  in- 
stances in  which  organismal  resistance  precludes  the  use  of  other  antimicrobials.’” 

Information  on  dosage,  administration  and  'precautions 
contained  in  package  insert  or  available  on  request. 

SUPPLY:  Kantrex  Injection,  0.5  Gm.  kanamycin  (as  sulfate)  in  vial  containing  2 ml.  volume. 
Kantrex  Injection,  1.0  Gm.  kanamycin  (as  sulfate)  in  vial  containing  3 ml.  volume. 

REFERENCES:  1.  Yow,  E.  M.:  Practitioner  182:759,  1959.  2.  Yow,  M.  D.,  and  Womack,  G.  K.:  Ann.  N.  Y Acad.  Sci.  76:363, 
1958.  3.  Bunn,  P.  A.,  Baltch,  A.,  and  Krajnyak,  O.:  Ibid.  76:109,  1958.  4.  Council  on  Drugs,  J.A.M.A.  172:699,  1960. 
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High  in  appetite  appeal,  but  low  in  calories! 


The  secret  of  a successful 
low  calorie  diet  is  acceptance 


A low  calorie  diet  that  lets  your 
patient  “fill  in  the  details”  pro- 
vides incentive  for  him  to  stick 
to  his  diet.  A rigid  diet  with  spe- 
cific items  is  an  invitation  to 
slip  off. 

Of  course,  the  patient  must 
remember  that  alternate  dishes 
must  be  the  equivalent  in  nutri- 
tion as  well  as  in  calories.  Some 
delicious,  low  calorie  dishes  you 


might  recommend  are  broiled 
chicken,  flavored  with  lemon, 
garlic  or  thyme. 

Fish  broiled  and  herb-seasoned 
is  also  excellent.  And  any  dieter 
will  welcome  a low  calorie  “nib- 
ble” plate  of  radishes,  carrots, 
peppers  and  celery.  Fruit-flavored 
gelatins,  fresh  fruits  like  grape- 
fruit make  a grand  finale  to  the 
dieter’s  meals. 


United  States  Brewers  Foundation 

If  you’d  like  reprints  of  this  and  11  other  different  diet  menus  for  your  patients, 
write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  N.Y.  17,  N.Y. 


And  with  your 
approval,  a glass  of 
beer  can  add  zest  to 
your  patient’s  diet. 

104  calories,  8 oz.  glass 
(Average  of  American  Beers) 
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iThe  physician  listens  to  a tense,  nervous  patient 
discuss  her  emotional  problems.  To  help  her,  he 
.prescribes  Meprospan  (400  mg.),  the  only  con- 
tinuous-release form  of  meprobamate. 


She  stays  calm  while  on  Meprospan,  even  under 
the  pressure  of  busy,  crowded  supermarket  shop- 
ping. And  she  is  not  likely  to  experience  any 
autonomic  side  reactions,  sleepiness  or  other 
discomfort. 


Relaxed,  alert,  attentive  . . . she  is  able  to  listen 
carefully  to  P.T.A.  proposals.  For  Meprospan 
does  not  affect  either  her  mental  or  her  physical 
efficiency. 


The  patient  takes  one  Meprospan-400  capsule  at 
breakfast.  She  has  been  suffering  from  recurring 
states  of  anxiety  which  have  no  organic  etiology. 


She  takes  another  capsule  of  Meprospan-400  with 
her  evening  meal.  She  has  enjoyed  sustained 
tranquilization  all  day  — and  has  had  no  between- 
dose  letdowns.  Now  she  can  enjoy  sustained 
tranquilization  all  through  the  night. 


Peacefully  asleep  . . . she  rests,  undisturbed  by 
nervousness  or  tension.  (Literature  on  Meprospan 
is  available  from  Wallace  Laboratories,  Cran- 
bury,  N.  J.) 


THE  ORIGINAL  potassium  phenethicillin  : 


(Potassium 


higher  peak  blood  levels 
than  with  potassium  penicillin  V 

higher  initial  peak  blood  levels  orally 
than  with  intramuscular  penicillin  G 

increased  dosage  increases 
serum  levels  proportionally 

superior  to  other  penicillins 
in  killing  many  staph  strains  in  vitro 


Pemcillin-152) 


A dosage  form  to  meet  the  individual 
requirements  of  patients  of  all  ages 
in  home,  office,  clinic  and  hospital: 

Syncillin  Tablets— 250  mg Syncillin  Tablets— 125  mg. 

Syncillin  for  Oral  Solution— 60  ml.  bottles— when  reconstituted, 

125  mg.  per  5 ml. 

Syncillin  Pediatric  Drops  — 1.5  Gm.  bottles.  Calibrated  dropper 
delivers  125  mg. 


Complete  information  on  indications,  dosage  and  precautions  is 
included  in  the  official  circular  accompanying  each  package. 
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Raise  the  Pain  Threshold 


'mu.  m 


MAXIMUM  SAFE  ANALGESIA 


Phenaphen  with  Codeine  provides 
^intensified  codeine  effects  with 
control  of  adverse  reactions. 

It  renders  unnecessary  (or  postpones) 
the  use  of  morphine  or  addicting 
synthetic  narcotics,  even  in 
many  cases  of  late  cancer. 


2 mg.) 


4 mg.) 


8 mg.) 


mg-) 

mg.) 

mg.) 

mg.) 


Three  Strengths  — 

PHENAPHEN  NO.  2 

Phenaphen  with  Codeine  Phosphate  V4  gr.(16 

PHENAPHEN  NO.  3 

Phenaphen  with  Codeine  Phosphate  Va  gr.  (32 

PHENAPHEN  NO.  4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64. 

Also  — 

PHENAPHEN  in  eoch  capsule 

Acetylsalicylic  Acid  2*4  gr.  . (162 

Phenacetin  3 gr.  .......  (194 

Phenobarbital  gr (16.2 

Hyoscyamine  sulfate (0.031 


PHENAPHEN'with  codeines 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


Ethical  Pharmaceuticals  of  Merit  since  1878 


for  July,  1960 


17 


. /Itv  X'  •;  \ V - f' ' wm 

QaliMUif  QomfW4tif 


which  do  you  prefer? 


either  may  serve 
your  need  for 
protection... 


and  it  would  simply  be  a choice  of  which  you  consid- 
ered would  give  you  the  most  protection  after  knowing 
the  facts  and  backgrounds  of  each.  So  in  insurance  . . . 
Empire  Casualty  Company  offers  complete  coverage  at 
low  rates  based  on  actual  loss  experience  of  members 
— all  of  whom  are  members  of  the  Colorado  State  Medi- 
cal Society.  If  you  become  a policyholder  in  Empire 
Casualty  Company  — you  own  it  — you  operate  it. 
Analyze  your  protection,  then  compare. 

Call  or  write  the  Insurance  Department  of  Garrett- 
Bromfield  and  Company  for  more  information  relating 
to  Empire  Casualty  Company's  Professional  Liability 


insurance. 


CARL  W.  OHLIN 

INSURANCE  DEPT. 


Operating  Management 

201  Security  Bldg.  Denver,  Colorado  AComa  2-8621 
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clears  ringworm  orally  regardless  of  duration 
or  previous  resistance  to  treatment 

spares  the  patient— embarrassment  of  epilation  and 
skullcaps,  difficulty  and  ineffectiveness  of  topical 
medications,  potential  hazard  of  x-ray  treatments 


S-42S 


Co-Pyronir 

keeps  most  allergic  patients 
symptom-free  around  the  clock 


Many  allergic  patients  require  only  one  Pulvule®  Co-Pyronil 
every  twelve*  hours,  because  Co-Pyronil  provides: 

• Prolonged  antihistaminic  action 

• Fast  antihistaminic  action 

plus 

• Safe,  effective  sympathomimetic  therapy 

*Unusually  severe  aUergic  conditions  may  require  more  fre- 
quent administration.  Co-Pyronil  rarely  causes  sedation  and, 
even  in  high  dosage,  has  a very  low  incidence  of  side-effects. 

SuppHed  as  Pulvules,  Suspension,  and 
Pediatric  Pulvules. 

Co-Pyronil®  (pyrrobutamine  compound,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  S,  INDIANA,  U.S.A. 

058012 
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Integration  of  two  great  hospitals  in  this 
region  may  cease  in  1961,  we  note  in  the  daily 
newspapers.  The  Denver  General  and  Colo- 
rado General  Hospitals  may  go  their  separate 
ways  and  end  an  era  of  cooperation  in  training 
medical  students  and  young 
^‘Prirlo  nnri  physicians,  staffing  the  in- 

stitutions,  and  in  patient 
Prejudice  care.  Varied  opinions  and 

mixed  emotions  are  noted 
among  our  colleagues,  many  of  whom  have 
devoted  hundreds  of  hours  to  both  institu- 
tions over  30  years,  more  or  less.  In  general, 
they  are  not  surprised.  Some  “felt  it  coming 
on”;  others  “don’t  see  how  the  fission  could 
have  been  avoided”;  a few  believe  it  will  be 
best  for  both,  while  a number  predict  mis- 
fortune for  each.  Those  who  are  optimistic 
and  less  disturbed  believe  the  hospitals  will 
each  give  way  a bit  from  their  present  im- 
passe, sign  a new  agreement,  and  carry  on 
very  much  as  though  nothing  had  happened, 
training  and  treatment  essentially  unruffled. 

Tradition  and  affection  for  these  hospitals 
are  deeply  rooted  among  many  of  us  in  the 
Rocky  Mountain  area.  Distinguished  physi- 
cians and  surgeons  have  manned  the  services. 
They  were  the  family  doctors,  the  able  sur- 
geons, the  teachers  who  imparted  dignity  to 
the  medical  profession  and  its  general  hos- 
pitals during  several  decades.  It  was  they 
who  brought  today’s  citizens  into  the  world, 
saved  their  lives,  preserved  their  health,  and 
sired  many  sons  who  caught  the  torch  and 
followed  in  their  footsteps.  The  old  guard 
sought  the  staff  appointments  to  uphold  our 
profession’s  tradition  of  service  to  all  regard- 
less of  ability  to  pay.  They  toiled  as  good 
citizens,  teachers,  and  benefactors. 

With  the  great  growth  in  the  West,  the 
scene  necessarily  changed.  Communities  have 
grown  faster  than  their  hospitals.  More  beds, 
more  wings,  more  doctors  and  help  in  every 
department  became  mandatory.  Time  and 
energy  of  medical  men  began  to  bend  under 
the  stress  of  private  practice,  decentraliza- 
tion of  offices,  specialization  and  unavoidable 


concentration  of  work  in  fewer  hospitals. 
State  and  county  hospitals  have  done  the 
only  thing  they  could  do — employ  a gradual- 
ly increasing  number  of  full-time  staff  and 
faculty  members.  The  volunteer  faculty  in- 
evitably came  to  be  less  essential,  their  lec- 
tures and  calls  for  consultation  fewer  and  to 
the  vanishing  point.  Not  needed — perhaps; 
not  wanted— definitely!  Whose  loss?  This  is 
a matter  of  speculation,  but  one  might  name 
the  students,  the  patients,  and  younger  fac- 
ulty members  as  most  likely  and  unsuspect- 
ing victims. 

In  metropolitan  areas  where  there  is  a 
medical  school,  medical  men  seem  gradually 
to  find  themselves  in  one  of  two  camps:  those 
who  are  “in”  and  those  who  are  “out”  of  the 
university.  Thus,  our  experience  is  not  rare. 
Perhaps  the  trend  is  an  evil  encumbent  upon 
growth;  possibly  divorce  of  major  general 
hospitals  is  a disguised  blessing — if  it  could 
lead  to  healthy  competition  to  make  each  one 
the  place  most  likely  to  succeed,  the  place 
where  every  one  of  us  would  prefer  to  be 
taken  when  himself  an  accident  victim.  Some 
of  us  are  forever  indebted  to  the  busiest  emer- 
gency room  in  the  territory  for  saving  the 
lives  of  our  loved  ones  during  a critical  hour. 
When  every  intern  and  resident  and  each 
staff  member  vows  that  his  shall  be  the  best 
hospital  there  is  for  every  patient  who  enters 
— then  the  confidence  of  the  citizens  and 
their  elected  representatives  will  be  won. 
Student  and  undergraduate  training  pro- 
grams will  thrive,  and  that  hospital  will  at- 
tain singular  success  in  the  only  enterprise 
which  in  the  final  analysis  justifies  its  exist- 
ence— patient  care.  This  we  wish  for  our  hos- 
pitals, and  everything  else  is  secondary.  Pos- 
sibly cleaning  the  slate  and  starting  over  will 
permit  newer  and  more  effective  utilization 
of  talent,  experience,  and  research  in  the 
future.  The  doors  can  never  be  closed  upon 
progress,  and  new  avenues  of  cooperation 
will  be  explored  by  members  of  a profession 
whose  sole  purpose  is  service  to  its  fellow 
men. 
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(We  felt  that  the  following  statement  hy 
the  Pharmaceutical  Manufacturers  Associa- 
tion deserved  widespread  publicity. — Editor) 


w. 


Ethical  Drug 
Promotion* 


' E,  MEMBERS  of  the  Pharmaceutical  Man- 
ufacturers Association,  recognizing  our  re- 
sponsibilities and  obligations  to  promote  the 
public  welfare  and  to  maintain  honorable, 
fair,  and  friendly  relations  with  the  medical 
profession,  with  associat- 
ed sciences,  and  with  the 
public,  do  pledge  our- 
selves to  the  following 
statement  of  principles: 

1.  Prompt,  complete,  conservative  and  ac- 
curate information  concerning  therapeutic 
agents  shall  be  made  available  to  the  medical 
profession. 

2.  Any  statement  involved  in  product  pro- 
motional communications  must  be  supported 
by  adequate  and  acceptable  scientific  evi- 
dence. Claims  must  not  be  stronger  than  such 
evidence  warrants.  Every  effort  must  be 
made  to  avoid  ambiguity  and  implied  en- 
dorsements. Whenever  market,  statistical  or 
background  information  or  references  to  un- 
published literature  or  observations  are  used 
in  promotional  literature,  the  source  must  be 
available  to  the  physician  upon  request. 

3.  Quotations  from  the  medical  literature 
or  from  the  personal  communications  of  clin- 
ical investigators  in  promotional  communica- 
tions must  not  change  or  distort  the  true 
meaning  of  the  author. 

4.  If  it  is  necessary  to  include  compari- 
sons of  drugs  in  promotional  communications, 
such  comparisons  must  be  used  only  when 
they  are  constructive  to  the  physician  and 
made  on  a sound  professional  and  factual 
basis.  Trademarks  are  private  property  that 
can  be  used  legally  only  by  or  with  the  con- 
sent of  owners  of  trademarks. 

5.  The  release  to  the  lay  public  of  infor- 
mation on  the  clinical  use  of  a new  drug  or 
of  a new  use  of  an  established  drug  prior  to 
adequate  clinical  acceptance  and  presenta- 
tion to  the  medical  profession  is  not  in  the 
best  interests  of  the  medical  profession  or  the 
layman. 

6.  All  medical  claims  and  assertions  con- 


tained in  promotional  communications  should 
have  medical  review  prior  to  their  release. 

7.  Any  violation  of  these  principles 
brought  to  the  attention  of  the  President  of 
the  Pharmaceutical  Manufacturers  Associa- 
tion shall  be  referred  by  him  to  the  Board  of 
Directors. 


^VN^en  “the  time  has  come  to  speak  of  many 
things”  in  the  wide-scope  endeavor  to  imple- 
ment a new  and  modern  program  in  mental 
health  for  Colorado  or  any  other  state,  we 
stand  in  danger  of  becoming  lost  among  the 

cabbages  and  kings. 
Mental  Health  unless  we  take  fre- 

The  Role  of  the  quent  readings  of 

1 m ■ • our  position.  Toward 

LreneraL  Physician  ^ . 

this  end,  it  is  mean- 
ingful to  refer  again  to  the  basic  aim  of  re- 
organizing the  program — that  of  reversing 
the  formerly  irreversible  progress  of  the 
m.entally  ill  patient  to  overcrowded  custodial 
hospitals  which  are  too  often  handicapped  in 
providing  dynamic,  remedial  psychiatric  care. 

We  have  outlined  three  major  zones  of 
defense  against  mental  illness.*  By  way  of 
recapitulation,  the  first  and  therefore  more 
immediate  and  potentially  effective  zone  lies 
in  the  resources  of  the  patient’s  own  com- 
munity. The  second  zone  includes  the  special- 
ized psychiatric  facilities  such  as  intensive 
treatment  hospitals,  out-patient  evaluation 
and  treatment  facilities  attached  to  medical 
centers,  district-centered  nursing  homes  for 
the  aged,  day  and  night  hospitals,  halfway 
houses,  and  a variety  of  other  services.  These 
are  the  special  resources  to  which  the  com- 
munity should  be  able  to  turn  with  freedom 
and  frequency  for  definitive  help.  The  third 
zone,  under  this  new  plan,  continues  to  be 
the  long-term  treatment  hospital,  which  will 
be  smaller  than  previously  and  therefore 
better  equipped  to  provide  effective  care.  In 
the  future,  it  is  hoped,  the  flood  of  patients 
entering  this  hospital,  and  the  trickle  who 
return  to  the  community  will  be  equalized  to 
a steady,  two-way  flow  less  costly  in  both 
money  and  human  resources. 

In  the  construction  of  new  facilities  and 


*A  statement  of  principles  adopted  by  the  Pharmaceutical  *Ebaugh,  Franklin  G.;  Mental  Illness,  Reversible  and  Irre- 

Manufacturers  Association  Board  of  Directors  on  May  24,  1958.  versible;  J.A.M.A.  1959,  171,  377-380. 
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the  reorganization  of  existing  ones,  the  sec- 
ond and  third  zones  are  receiving  active  at- 
tention at  the  present  time.  It  is  toward  the 
first  zone,  the  community,  where  both  the 
fungus  of  destructive  mental  illness  and  the 
seeds  of  reconstructive  recovery  thrive,  that 
we  must  now  focus  the  emphasis  on  reor- 
ganization. The  major  requirements  for  an 
efficient  mental  health  program  are  that  we 
organize  latent  professional  and  social  re- 
sources “back  home”  in  the  individual  com- 
munity; and  that  we  develop  four-lane,  multi- 
directional highways  of  referral  and  com- 
munication across  all  three  major  zones  of 
defense.  In  final  analysis,  no  matter  how 
superior  the  master  plan  or  the  dedication 
of  psychiatric  and  lay  leaders  at  a state  level, 
the  strength  of  the  mental  health  program, 
like  that  of  any  chain,  abides  in  the  forging 
of  its  individual  links — at  the  community 
level. 

Today  the  impetus  of  mental  health  re- 
organization lies  less  with  a plan,  a hospital 
bed,  or  a dollar  than  with  a man.  That  man 
is  the  general  physician,  whose  medical  prac- 
tice, interpersonal  relationships,  and  identifi- 
cation with  the  grassroots  of  his  locality 
eminently  qualify  him  for  professional-social 
leadership  in  this  endeavor.  In  this  age  of 
specialization,  it  is  the  general  physician  who 
most  often  becomes  a “family  doctor”  to  his 
patients,  who  deals  in  what  I choose  to  term 
“person  illness,”  as  distinguished  from  “or- 
gan illness.”  It  is  he,  who  by  the  very  nature 
of  his  motivation  and  specialty,  forms  the 
strongest  communicative  relationships  with 
his  patients,  and  who  maintains  a clear  con- 
cept of  the  multiple  causation  of  disease. 
The  social,  emotional,  environmental,  physio- 
logic, and  organic  aspects  of  illness  are  con- 
centric circles  that  ring  his  understanding, 
diagnosis,  and  prescription  of  treatment  for 
each  patient.  It  is,  then,  in  his  office  that  the 
first  symptoms  of  mental  illness  are  most 
frequently  observed,  and  the  predisposing 
circumstances  for  such  illness  are  most  freely 
confided.  His  role  in  the  first  part  of  the 
Mental  Health  Triad  — prevention  — is  thus 
automatically  established. 

The  key  function  in  the  second  part  of  the 
triad — evaluation — also  most  often  accrues 
to  the  “family  doctor.”  He  is  asked,  “What 
do  we  do?”  about  the  family  relationship 


problems  which  may  be  producing  psycho- 
somatic illness  in  one  parent,  alcoholism  in 
the  other,  and  delinquency,  learning  in- 
hibitions, or  nervous  tics  in  the  children. 
He  is  also  in  a position  to  recognize  the  po- 
tential resources  which  can  be  developed  into 
referral  sources,  treatment  facilities,  and  con- 
crete answers  to  his  worried  patients.  He 
can  then  take  the  role  of  social  therapist  at 
the  level  of  the  second  part  of  the  Mental 
Health  Triad,  evaluation,  and  can  channel 
patients  to  proper  treatment  resources,  where 
the  third  aim  of  the  triad — management  with 
modification — is  to  be  achieved.  With  more 
adequate  compensation  of  physicians  through 
modern  health  insurance  plans,  there  are  few 
remaining  barriers  to  a smooth  integration 
of  mental  health  care  with  general  medical 
practice. 

In  almost  every  community,  and  certainly 
in  every  section  of  the  state,  there  are  re- 
sources which  can  emulate  and  sometimes 
improve  upon  the  role  of  a community  mental 
hospital.  Psychiatric  units  in  general  hos- 
pitals are  perhaps  the  most  effective  and 
rewarding,  particularly  when  an  out-patient 
mental  hygiene  clinic  is  attached.  Among  the 
rewards  of  such  an  organization  are  the  fol- 
lowing; (1)  Immediate  treatment  of  acute 
outbreaks  of  mental  illness,  including  poten- 
tial suicides,  and  prompt  and  unhampered 
management  of  alcoholic  patients;  (2)  thera- 
peutic help  through  the  out-patient  clinic  for 
individuals  able  to  continue  functioning  in 
the  community,  and  “follow-up”  for  dis- 
charged hospital  patients;  (3)  prevention  of 
the  isolation  of  the  psychiatric  patient,  and 
the  maintenance  of  his  “life-lines”  to  the 
community;  (4)  re-unification  of  the  psychi- 
atric specialty  with  general  medicine,  which 
results  in  increased  communication,  and 
greater  accessibility  of  psychiatric  consulta- 
tion for  medical  problems;  and  (5)  increased 
understanding  and  acceptance  of  mental  ill- 
ness by  hospital  personnel,  general  medical 
patients,  and  the  community. 

In  the  planning  of  any  treatment  program 
for  the  mentally  ill  patient,  it  is  crucial  to 
remember  that  to  provide  him  with  feelings 
of  continued  usefulness  (upon  which  much 
of  his  self-esteem  depends)  is  to  invoke  one 
of  the  strongest  possible  therapeutic  agents. 
Too  frequently  when  patients  decompensate 
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into  a neurotic  or  psychotic  adjustment,  they 
give  up  their  “life-lines”  to  meaningful  rela- 
tionships and  environmental  participation; 
they  relinquish  their  feeling  of  usefulness, 
and  thus  their  motivation  to  adjust  or  even 
to  live.  This  phenomenon,  often  conspicuous 
in  physicial  illness,  is  even  more  notable  in 
mental  illness.  This  is  the  core  consideration 
in  developing  means  of  treating  patients 
within  their  own  communities,  and  the  main 
reason  for  preventing  hospitalization  from 
being  an  experience  in  isolation. 

Meaningful  work  can  be  undertaken  by 
many  mentally  ill  individuals,  even  when 
their  condition  requires  full-time  hospitaliza- 
tion. By  “meaningful  work”  I most  certainly 
do  not  mean  “artsy-craftsy  stuff,”  but  the 
core  householding  and  office  work  of  the  hos- 
pital, to  which  appropriately  placed  and  su- 
pervised patients  can  contribute  a great  deal. 
Day-and-night  hospital  policies  relieve  the 
monotony  of  hospitalization  for  the  convales- 
cent patient,  and  enable  him  to  conquer  his 
fear  of  the  later  break  with  the  hospital. 
Some  patients  are  able  to  manage  stress- 
graded  outside  jobs  during  the  day,  but  are 
not  ready  for  the  impact  of  family  relation- 
ships on  a 24-hour  basis.  Work  activity  in- 
creases self-confidence  and  sometimes  re- 
lieves crushing  financial  burdens  during  the 
latter  stages  of  recovery;  such  programs  can 
be  arranged  by  working  with  mature,  com- 
munity-oriented employers.  Halfway  houses, 
where  patients  can  live  outside  the  hospital 
routine  and  yet  receive  environmental  guid- 
ance by  trained  personnel,  often  enhance  the 
effects  of  long-term  psychotherapy  and 
“grade”  the  process  of  rehabilitation. 

Innumerable  variations  of  psychiatric 
treatment  and  rehabilitation  plans  can  be 
devised  to  fit  the  needs  of  the  individual 
community.  First  responsibility  for  such  de- 
velopment rests  with  the  local  medical  so- 
ciety and  its  members,  who  in  most  cases  are 
guaranteed  the  help  of  an  enlightened  citi- 
zenry. The  mental  health  story  has  been  told, 
and  the  advances  in  psychiatry  and  general 
medicine  duly  advertised.  Increasing  num- 
bers of  patients  recognize  their  own  emo- 
tional problems  or  those  of  family  and 
friends,  and  seek  the  help  they  know  should 
be  available.  It  is  now  the  responsibility  of 
all  of  us — psychiatrists,  general  physicians. 


and  other  medical  specialists  alike — to  play 
the  role  which  is  rightly  ours  in  guarding 
both  the  mental  and  the  physical  health  of 
all  the  citizens  of  the  community. 

Franklin  G.  Ebaugh,  M.D. 

It  may  be  a long  time  before  a patient  with 
a prescription  gets  around  to  taking  the  med- 
ication. The  reason — mail-order  prescription 
schemes,  now  being  promoted  across  the  na- 
tion and  centering  publicity  on  cut-rate 
prices.  Instead  of  taking  his 
Mail-Order  prescription  to  his  pharma- 
cist,  the  patient  drops  it  in 
Rx  Schemes  mail  to  one  of  these 

operations.  From  seven  to 
ten  days  later,  the  filled  prescription  comes 
back,  perhaps  too  late  to  do  its  intended  job. 

Prescriptions  for  narcotics  the  mail-order 
houses  refuse  to  dispense.  Others  are  refused 
for  their  own  convenience,  especially  pre- 
scriptions which  require  compounding.  Be- 
cause these  depots  operate  on  an  impersonal 
assembly  line  basis  in  a jurisdiction  where 
only  the  supervision,  rather  than  the  actual 
dispensing,  by  pharmacists  is  required,  the 
danger  of  errors  is  increased.  Such  schemes 
make  it  convenient  for  practitioners,  unau- 
thorized to  prescribe  in  their  own  states,  to 
write  prescriptions  that  will  be  filled  by  dis- 
tant operations.  It  is  virtually  impossible  to 
check  the  source  or  to  offer  professional  ad- 
vice to  the  patient  when  he  receives  his  medi- 
cation. The  greatest  opportunity  for  mail- 
order promotion  has  been  the  geriatric  mar- 
ket, where  public  attention  has  been  mostly 
concentrated  in  recent  months. 

That  these  mail-order  prescription 
schemes  are  a menace  to  public  health  was 
emphasized  by  Dr.  George  M.  Fister,  a mem- 
ber of  the  American  Medical  Association 
Board  of  Trustees,  in  an  address  to  the  recent 
meeting  of  the  American  Pharmaceutical  As- 
sociation House  of  Delegates.  Physicians,  he 
noted,  can  warn  their  patients  of  the  flaws 
in  these  mail-order  operations.  “The  personal 
touch  is  still  essential,”  he  said.  America’s 
high  standard  of  medical  care  was  “founded 
on  this  firm  foundation  of  personal  service, 
and  we  would  be  foolish  indeed  not  to  pre- 
serve it.” 
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ARTICLES 


Medicine’s  stake 
in  our  older  population* 

Edward  L.  Bortz,  M.D.,  Philadelphia,  Pa. 


Life,  libei'ty,  and  the  pursuit  of 

happiness  are  the  inalienable 

rights  of  all,  including  our  oldsters. 

Enforced  retirement  during  the 

productive  years  after  60 

plus  governmental  socialized  medicine 

will  stifle  the  "‘pursuit,’'’ 

rob  the  oldsters  of  their  happiness, 

and  deprive  the  rest  of  us 

of  the  fruits  of  their  labor. 


The  federal  government  has  directed  the 
Department  of  Health,  Education  and  Wel- 
fare to  convene  a White  House  Conference  on 
Aging  in  January,  1961.  A special  staff  on 
aging  has  been  set  up.  A group  of  some  120 
citizens  from  the  various  walks  of  life,  in- 
dustry, labor,  education,  the  professions,  so- 
cial groups  and  distinguished,  private  citizens 
met  in  Washington  last  June  to  initiate  activi- 
ties at  the  state  level.  In  this  group  of  120 
there  are  about  a dozen  doctors  of  medicine. 
Funds  have  been  appropriated  up  to  $15,000 
for  each  state  from  the  federal  grant  and  it 
is  expected  that  the  states  will  contribute  an 
equal  sum  to  carry  on  the  studies  required 
at  the  local  level. 

The  medical  profession  has  a primary  ob- 
ligation and,  indeed,  a unique  opportunity  to 


‘Presented  at  the  Rocky  Mountain  Medical  Conference,  Den- 
ver, Sept.  H,  1959. 
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play  a leading  role  in  the  search  for  better 
understanding  of  the  many  new,  unsolved 
difficulties  which  have  arisen  simply  because 
there  suddenly  has  appeared  a large  number 
of  older  men  and  women.  It  is  commonly 
known  there  are  deep  dissatisfactions  and 
fears  in  the  hearts  and  minds  of  millions  of 
unhappy  aging  fellow  citizens.  Their  future 
years  are  often  darkened  by  uncertainty.  This 
is  largely  the  result  of  totally  outmoded 
mores  of  a culture,  a way  of  life,  which  the 
communities  of  our  nation  evolved  half  a 
century  ago.  The  attitudes,  including  terms 
for  employment,  housing  and  social  relation- 
ships, which  developed  soon  after  the  turn 
of  the  century,  were  satisfactory  when  the 
older  individuals  were  relatively  unimportant 
because  there  were  so  few  of  them. 

Many  people  are  living  longer 

The  control  of  disease  and  the  increasing 
efficiency  of  the  scientific  methods  have  in- 
creased the  chance  of  survival.  Accordingly, 
many  people  are  living  longer.  Some  of  these 
may  be  considered  as  medicated  survivors, 
that  is,  those  whose  physical  existence  can 
now  be  continued  although  their  personali- 
ties, their  individualities,  have  disintegrated. 

In  the  second  scene  of  the  first  act  of 
Shakespeare’s  “Julius  Caesar,”  in  the  dialogue 
between  Brutus  and  Cassius,  the  latter  re- 
marks, “Men  at  some  time  are  masters  of 
their  fates:  the  fault.  Dear  Brutus,  is  not  in 
our  stars,  but  in  ourselves,  that  we  are  under- 
lings.” There  is  another  quotation  with  a 
similar  idea  from  Act  1,  Scene  1 of  “All’s  Well 
That  Ends  Well,”  a line  which  Paul  White 
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enjoys  quoting,  “Our  remedies  oft  in  our- 
selves do  lie  which  we  ascribe  to  heaven.” 

In  the  rapidly  changing  physical  world 
with  travel  speeds  exceeding  the  rate  of 
sound  and  channels  of  communication  be- 
tween distant  lands  shrinking  to  minutes,  the 
traditional  habits  of  living  and  thinking  are 
in  need  of  drastic  revision.  It  is  becoming 
possible  to  greatly  modify  the  external  en- 
vironment in  terms  of  housing,  air-condition- 
ing, local  transportation,  sanitation  and,  in- 
deed, one  might  include  educational  and  com- 
munity activities  as  well  as  the  gadgets  for 
making  the  existence  in  the  home  more  in- 
teresting. Probing  still  further,  it  is  becoming 
more  and  more  possible  to  control  the  inter- 
nal environment  of  body  systems  and  tissues. 
In  essence,  this  is  what  is  taking  place  at  a 
rather  crude  level  by  the  use  of  diet,  hor- 
mones, drugs  and  patterns  of  physical  activ- 
ity to  increase  human  stamina. 

"Back  to  Methuselah” 

Consideration  of  the  external  and  internal 
environments  of  the  individual  offers  an  ap- 
proach to  an  evaluation  of  his  performance 
potentials.  In  my  opinion,  this  represents  the 
top  priority  for  research  in  our  quest  for 
better  control  of  the  common  diseases  and 
deteriorations  which  are  the  major  threats  to 
man’s  continued  existence.  This  represents 
the  challenge  of  medical  science. 

In  George  Bernard  Shaw’s  “Back  to  Me- 
thuselah” he  makes  the  current  observation, 
“modern  man  is  not  God’s  last  creation.”  In 
other  words,  we,  ourselves,  are  subjects  of 
experiment  on  the  part  of  nature.  The  vast 
amount  of  research  that  has  been  carried  on 
in  plant  and  animal  husbandry  has  produced 
a remarkable  number  of  new  kinds  of  flow- 
ers, fruit,  vegetables,  chickens,  hogs  and 
cattle.  In  the  practice  of  medicine  the  physi- 
cal momentum  of  living  processes  can  be 
dramatically  altered  by  using  hormones  to 
correct  deviations  of  pituitary,  thyroid,  adre- 
nal or  gonadal  function.  Animal  experiments 
on  longevity,  carried  on  by  McCay  and  others, 
has  markedly  extended  life  expectancy  with 
preservation  of  function  and  fertility  far  into 
the  age  period  earlier  regarded  as  the  senile 
portion.  Each  of  us  study  our  own  reactions 
and  performance  under  varying  conditions  of 
diet  and  exercise.  The  clinical  research  pro- 


gram now  being  carried  on  in  The  Lankenau 
Hospital  in  Philadelphia  is  engaged  in  meas- 
uring performance  under  various  kinds  of 
diet,  exercise,  temperature,  humidity  and 
other  variables  in  different  age  groups.  The 
point  we  wish  to  emphasize  is  that,  through 
the  disclosures  of  science  and  the  refined 
technics  now  readily  available,  the  biologists 
and  those  engaged  in  the  practice  of  medicine 
are  discovering  ways  and  means  of  protect- 
ing the  physical  and  mental  vitality  of  indi- 
viduals far  beyond  the  biblical  three  score 
and  ten  prediction.  The  impact  of  huge  num- 
bers of  elderly  citizens  in  the  population  has 
created  new  and  vexing  problems  of  socio- 
logic, economic  and  political  significance. 
These  are  the  result  of  the  knowledge  that 
science  has  discovered  in  studies  and  experi- 
ments in  the  fascinating  and  ever-changing 
phenomenon  of  biological  living.  Preceding 
any  other  phenomenon  of  existence  and  aging, 
the  first  original  condition  is  the  existence 
of  a physical  growing  body.  The  evolution  of 
this  structure,  the  way  it  is  nourished  and 
how  it  develops  is  capable  of  alteration.  Rec- 
ognition of  this  fact  should  help  immeasur- 
ably in  keeping  us  oriented. 

Those  engaged  in  the  health  professions 
have  an  almost  limitless  opportunity  in  in- 
fluencing the  direction,  quality  of  growth 
and  development  of  our  expanding  popula- 
tion. As  the  diseases  which  interfere  with 
man’s  progress  are  brought  under  control,  it 
has  already  been  demonstrated  that  man  is 
capable  of  living  much  longer.  Within  two 
decades  some  25  million  of  our  population 
will  be  65  years  of  age  and  beyond.  Whether 
or  not  this  group  will  be  a burden  or  an  asset 
will  be  determined  by  the  manner  in  which 
society  formulates  ways  and  means  to  en- 
courage optimum  health  practices. 

Handivi'iting  on  the  wall 

To  follow  theories  and  recommendations 
that  those  attaining  65  should  look  to  the 
government  for  services  which  they  should 
furnish  for  themselves  might  well  result  in 
bankruptcy  of  our  nation’s  fiscal  policy.  This 
is  true  because  the  cost  of  services  they, 
themselves,  can  provide  could  become  an 
avalanche.  It  is  of  the  greatest  importance 
that  national  leaders  who  are  in  positions  of 
influence  and  prominence  should  read  the 
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handwriting  on  the  wall,  and  make  the  most 
of  the  glorious  opportunity  which  is  facing 
mid-twentieth  century  man. 

Society  stands  to  gain  in  every  way  if  it 
will  develop  a progressive  and  positive  health 
I program  that  will  enhance  the  physical  vital- 
: ity  and  promote  the  mental  health  of  our 

senior  citizens.  With  automation  rapidly  re- 
I ducing  physical  drain  on  the  working  man, 
# his  strength  can  be  conserved,  for  there  will 
be  less  physical  wear  and  tear.  There  appears 
I the  opportunity  for  preserving  body  and 
i mind  against  premature  breakdown. 

A healthy  individual  may  be  regarded  as 
one  who  is  enjoying  a state  of  physical, 
mental,  and  social  well-being.  It  is  much 
more  than  absence  of  disease.  It  implies  an 
interest  on  the  part  of  the  individual  himself 
in  maintaining  a state  of  constant  fitness 
which  might  be  described  as  dynamic  home- 
ostasis; a happy  and  invigorating  sensation 
which  equips  an  individual  to  carry  on  his 
daily  activities  with  a minimum  of  drain  on 
his  resources.  The  point  I want  to  emphasize 
is  the  fundamental  responsibility  of  the  indi- 
vidual for  his  own  destiny.  As  such,  health 
cannot  be  purchased.  No  doctor  nor  hospital 
can  confer  on  an  individual  a state  of  healthy 
well-being.  Positive  health  is  not  primarily 
a problem  for  the  medical  profession,  nurses, 
and  hospitals.  Flabby  bodies,  dull  minds, 
frustrations  and  personal  incompatibilities 
often  result  in  physical  ineffectiveness  and 
mental  complexes  which  drive  individuals 
into  doctors’  offices.  The  increasing  complex- 
ity of  modern  society  has  been  blamed  for 
the  marked  increased  in  emotional  and  nerv- 
ous disturbances.  Certainly  these  troubles, 
as  presented  by  unhappy  and  discontented 
patients,  make  up  a large  amount  of  the 
physician’s  daily  work.  As  people  attain  the 
later  stages  of  life,  the  inclination  to  with- 
draw from  work,  social  contacts  and  prac- 
tices which  meant  so  much  in  earlier  years 
tends  to  bring  about  an  isolation  which  may 
eliminate  supports  that  are  essential  for  the 
enjoyment  of  life.  The  social  bonds  estab- 
lished with  fellow  workers  on  the  job,  with 
friends,  with  social  groups  and  other  contacts 
are  of  basic  importance  in  the  later,  mature 
years.  The  elder  isolate  is  likely  to  be  a for- 
lorn, unhappy  individual.  At  occasional  inter- 
vals we  all  want  to  be  alone.  However,  the 


sustaining  forces  which  surround  one  in  his 
early,  formative  years  and  which  are  in- 
creased and  solidified  through  the  middle 
years  are  more  than  ever  a necessity  as  one 
approaches  the  later,  mature  period  of  one’s 
life  journey.  The  loss  of  personal  contacts 
with  the  family,  co-workers  and  friends  may 
invite  not  only  mental  but  physical  deteriora- 
tion. 

Health  examinations 

The  custom  of  health  examinations  at 
periodic  intervals  for  groups  of  executives  is 
being  utilized  by  more  and  more  of  the  large 
corporations  and  industrial  concerns.  The 
theory  behind  this  is  that  from  the  cold 
dollar  and  cents  approach  alone  it  is  exceed- 
ingly costly  to  train  a man  by  experience 
over  a number  of  years  for  a top  position, 
only  to  have  him  become  a victim  of  a coro- 
nary occlusion  or  a stroke  in  the  mid-fifties 
of  his  life.  There  are  a number  of  warning 
signs  which,  when  properly  evaluated,  may 
lessen  the  liability  of  an  individual  as  a can- 
didate for  a catastrophic  vascular  accident 
such  as  an  occlusion  of  a cerebral  or  coronary 
artery. 

Overweight,  hypertension,  long  continued 
excess  fat  in  the  blood  stream,  flabby  muscles 
and  pendulous  portions  resulting  from  physi- 
cal inactivity,  prolonged  exhaustion — these 
are  commonly  accepted  signs  of  an  unsatis- 
factory state  of  body  health.  There  are  in- 
numerable nuisance  disorders,  first  of  a func- 
tional kind,  which  later  may  result  in  or- 
ganic lesions  in  the  circulatory,  digestive, 
biliary  tract  or  nervous  systems.  The  curious 
fact  is  that,  as  a nation,  we  have  been  rela- 
tively insensitive  to  the  importance  of  health 
maintenance  as  a national  asset.  The  experts 
quibble  over  minutiae  of  the  cholesterol  prob- 
lem, yet  all  readily  admit  that  overweight 
and  high  fat  concentration  in  the  blood 
stream  with  hypertension  and  sluggish  func- 
tion lead  to  disaster. 

Research 

Medical  science  has  advanced  so  rapidly 
that  the  faculties  in  our  85  schools  of  medi- 
cine are  striving  to  attain  a teaching  program 
which  will  include  the  major  basic  essentials 
bearing  on  health  and  the  control  of  diseases. 
There  is  increasing  awareness  of  preserving 
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a healthy  balance  in  the  daily  routine  of  our 
patients.  This  interest  takes  on  added  im- 
portance as  people  are  being  given  the  op- 
portunity of  longer  life. 

A new  approach  is  indicated.  The  philoso- 
phy of  the  practice  of  medicine  is  undergoing 
a most  invigorating  and  exciting  transforma- 
tion. The  time  has  come  when,  in  addition 
to  the  miracles  of  curative  medicine  which 
are  taking  place  daily  within  hospital  walls 
throughout  the  nation,  the  encouragement  of 
positive  health  practices,  directed  towards 
improving  physical  and  mental  well-being 
and  lessening  the  tendency  of  disease  and 
deterioration,  is  becoming  a part  of  the  busy 
practitioner’s  daily  activity. 

There  is  a need  for  the  doctors  of  this 
nation  to  take  a new  and  more  realistic  point 
of  view  concerning  the  value  of  senior  citi- 
zens in  the  life  of  our  nation.  There  needs 
to  be  a more  favorable  attitude  taken  towards 
them  so  that  they  may  be  encouraged  in  self- 
development and  self-expression.  Physicians 
should  assist  individuals  who  are  anticipat- 
ing retirement  to  be  ready  for  their  altered 
status.  Planning  for  the  second  career,  for 
the  added  years  which  should  be  healthy, 
may  be  part  of  the  counsel  the  physician  may 
furnish  his  aging  client.  It  is  noteworthy  that 
leadership  at  the  local,  state  and  national 
levels  in  the  fields  of  health,  happiness  and 
living  successfully  as  older  members  of  so- 
ciety is  being  demonstrated  by  others  than 
the  medical  profession.  The  one  group  that 
has  the  greatest  opportunity  to  bring  about 
a more  vigorous,  a more  meaningful  mature 
existence  for  aging  men  and  women  is  the 
medical  profession.  It  is  heartening  to  note 
the  increase  in  the  activities  of  the  American 
Geriatrics  Society  and  the  members  of  the 
Gerontological  group.  Thus  far,  these  or- 
ganizations have  been  feeling  their  way.  The 
multiplicity  of  problems  has  been  confusing. 
Caution  is  essential.  Unproved  statements 
only  add  to  the  confusion.  Yet  progress  is 
being  made.  The  federal  government  is  en- 
couraging various  organizations  throughout 
the  nation  who  are  carrying  on  research  in 
the  biologic,  sociologic  and  economic  aspects 
of  aging.  More  and  more  doctors  are  adding 
their  influence  and  are  becoming  active  par- 
ticipants in  this  exciting  work. 

In  the  field  of  education  there  is  hope  that 


the  huge  disparity  between  available  knowl- 
edge and  living  customs  can  be  breached. 
If  knowledge  is  power,  then  the  way  to  bring 
more  power  into  the  individual  lives  of  all  of 
us  is  to  enlarge  and  enrich  our  fund  of  knowl- 
edge. Providing  for  the  care  of  the  physical 
and  mental  health  of  our  older  citizens  of 
the  future,  of  which  we  ourselves  are  mem- 
bers, is  the  responsibility  of  American  medi- 
cine. If,  in  the  coming  years,  we  are  to  have 
a society  in  which  our  older  mature  citizens 
are  a healthy,  well  integrated,  constructively 
active  group,  we  can  predict  that  they  will 
make  a great  contribution  to  the  stability  of 
the  future  of  our  nation  through  added  knowl- 
edge, understanding  and  wisdom,  the  divi- 
dends of  healthy  added  years.  We  may  look 
forward  to  a society  enriched  by  the  influ- 
ence of  this  dominant  group  of  elderly  citi- 
zens. To  preserve  the  incentive  for  living  is, 
we  believe,  one  of  the  doctor’s  chief  responsi- 
bilities. This  we  interpret  as  leadership  of 
the  highest  quality  in  the  practice  of  medi- 
cine and  in  the  realm  of  community  life.  It 
must  be  based  on  serious,  careful  study  and 
thought,  but  such  time  consuming  self-devel- 
opment on  the  part  of  doctors  will  pay  rich 
dividends. 

A blueprint  for  living  100  healthy  years 

If  the  evidence  now  available  is  accumu- 
lated and  analyzed  with  reference  to  exten- 
sion of  the  human  life  span,  it  can  be  pre- 
dicted with  reasonable  certainty  that  more 
individuals  are  going  to  live  far  beyond  the 
biblical  promise  of  three  score  years  and  ten. 
Since  experiments  with  lower  animals  have 
already  demonstrated  their  average  life  ex- 
pectancy can  be  doubled,  the  human  life  span 
is  certainly  susceptible  of  extension. 

With  the  life  span  of  modern  man  ap- 
proaching nearer  the  century  milestone,  it 
might  prove  helpful  to  visualize  a timetable, 
as  it  were,  that  would  emphasize  the  various 
features  of  the  progressive  decades  as  one 
lives  through  one  period  into  another.  Cer- 
tainly, since  science  promises  added  years, 
the  advisability  for  making  definite  plans  for 
utilizing  these  added  years  becomes  evident. 

On  the  basis  of  a round  century  of  living, 
the  years  of  future  man  might  be  divided 
into  trimesters  of  30  years  each.  In  the  first 
third,  from  one  to  30  years,  an  educational 
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program  centering  on  the  basic  facts  of  life 
with  teaching,  in  simple  terms,  of  the  care  of 
the  growing  body  would  seem  of  first  im- 
portance. Instruction  in  basic  growth  and 
development  with  explanation  of  the  need 
for  human  relationships  should  be  included 
in  the  educational  program.  In  the  last  part 
of  the  first  trimester,  education  for  the  first 
career,  as  is  now  the  custom,  should  be  a 
major  item. 

In  the  second  trimester,  from  30  to  60 
years,  there  would  be  the  establishment  of 
a family  and  entrance  into  the  first  career 
which  would  make  the  individual  and  his 
family  self-sustaining  as  is  the  practice  today. 
The  principal  change  which  is  so  necessary 
now  in  the  educational  philosophy  of  the 
nation  is  the  attitude  towards  the  critical 
milestone  which  appears  on  the  life  time- 
table around  the  age  of  60  or  65.  Today  so- 
ciety, with  the  approval  of  government,  in- 
dustry, labor  and  the  professional  groups, 
writes  a man  or  woman  off  with  the  dreaded 
terms  of  emeritus  or  retiree.  In  our  program 
here  suggested,  the  retirement  period  would 
be  eliminated  where  it  now  stands.  It  would 
be  moved  back  to  the  years  85  to  90.  Instead 
of  removal  from  the  working  group  of  the 
nation,  on  reaching  the  summit  of  the  useful 
years  from  the  age  60  to  70,  entrance  into  the 
second  career  should  take  place.  This  should 
be  a period  of  continued  growth  and  develop- 
ment, particularly  for  increase  in  knowledge, 
understanding  and,  let  us  hope,  wisdom,  with 
a larger  participation  in  community  affairs. 
In  this  way  society  could  more  completely 
utilize  the  skill  and  experience  of  well-adjust- 
ed senior  citizens. 

Harvest  years,  evergreen  years 

The  years  from  60  on  should,  in  reality, 
represent  the  harvest  years,  evergreen  years. 
Whether  this  becomes  a reality  will  depend 
upon  interaction  between  the  individual,  his 
family  and  the  community.  If  barriers  which 
are  so  evident  today  are  not  replaced,  the 
later  years  of  life  for  millions  of  our  fellow 
citizens  may  be  but  a prolongation  of  indi- 
vidual deterioration.  We  need  to  exercise 
some  creative  imagination  and  face  facts. 
There  is  abundant  evidence  that  more  and 
more  of  our  citizens  are  continuing  their  pro- 
ductivity and  contributions  to  the  general 


welfare  through  the  eighties  and  nineties. 
There  will  be  many  more  of  these  in  the 
future,  that  is,  if  the  leaders  of  society,  in 
which  group  we  place  the  doctors  of  the 
nation,  face  the  issues  frankly. 

If  retirement  is  set  at  85  or  90  years  of 
age,  then  beyond  this  milestone  would  be 
regarded  as  the  twilight  years  with  moderate 
recession.  In  the  evening  of  life  the  final  let- 
down would  be  in  the  nature  of  things  with 
the  rhythm  of  long,  vigorous,  useful  life  rep- 
resenting the  crowning  glory  for  the  indi- 
vidual. At  the  close  of  such  an  existence 
there  should  be  the  sense  of  completion. 
Prestige  would  be  won  through  individual 
achievement.  In  essence  this,  we  believe,  is 
the  philosophy  of  human  life  upon  which 
our  nation  with  its  glorious  dream  of  human 
dignity  was  founded.  In  describing  the  in- 
alienable rights  of  man,  “life,  liberty,  and  the 
pursuit  of  happiness,”  please  note  that  the 
key  word  for  the  individual  is  “pursuit.” 
Note  also  that  there  was  no  mention  of  se- 
curity. The  concept  closest  to  the  heart  of 
every  American,  the  word  which  represents 
our  national  philosophy,  our  hope  for  the 
future,  is  freedom.  The  history  of  nations 
which  have  declined  and  disappeared  in  the 
past  is  replete  with  the  softening  of  the  popu- 
lation, and  the  turning  of  their  minds  to  the 
search  for  security.  Like  happiness,  as  an 
end  in  itself  it  is  not  likely  to  be  attained 
through  the  direct  approach.  The  pursuit  of 
happiness  in  its  fullest  essence  implies,  we 
believe,  a concentrated  effort  on  the  part  of 
the  individual  to  exercise  his  best  potentials 
as  an  individual  and  as  a citizen.  This  philos- 
ophy is  being  challenged  today. 

In  the  rapidly  changing  world  in  which 
we  find  ourselves  with  the  fabulous  promises 
of  science  for  a longer,  richer  and  more  com- 
pletely human  existence,  the  medical  pro- 
fession is  face  to  face  with  its  greatest  chal- 
lenge and  its  greatest  opportunity.  In  the 
ongoing  struggle  of  man  in  his  search  for  a 
more  satisfying  way  of  life,  the  practitioner 
of  medicine  has  always  been  in  the  forefront. 
Since  time  began,  he  has  been  the  father 
confessor  for  many  of  his  troubled  patients. 
In  the  recent  years,  the  technical  complexi- 
ties and  demands  on  the  struggling  embryo 
physician  have  been  so  all-embracing  and 
demanding  that  little  attention  has  been  de- 
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voted  to  the  broader,  but  exceedingly  signifi- 
cant, intangibles  which,  in  days  far  in  the 
past,  were  so  much  a part  of  the  family 
doctor’s  prestige. 

In  the  practice  of  geriatric  medicine,  there 
is  a need  for  a return  to  the  consideration 
of  the  individual  as  a living  human  being. 
Not  only  the  sick  heart,  the  diseased  kidney 
or  liver,  but  the  patient  with  the  illness  and 
the  impact  of  the  illness  on  the  family  as  a 
whole  must  be  evaluated.  There  is  nothing 
new  in  this  suggestion;  it  is  rather  a return 
to  a philosophy  of  medical  practice  that  has 


been  brushed  aside  or,  shall  we  say,  neglect- 
ed, due  to  the  fervor  of  search  for  the  chem- 
ical intricacies  and  fluctuations  resulting 
from  disease  processes. 

In  our  national  cultural  reformation,  the 
medical  profession,  by  emphasizing  positive 
health,  will  encourage  the  continued  growth 
and  development  of  those  who  are  reaching 
the  higher  altitudes  of  long  life.  By  exercise, 
energetic  leadership  in  the  elimination  of 
sickness,  social  and  economic  barriers  to 
healthier  living,  medical  science  may  find  its 
richest  field.  • 


Sheath  replacement  in  tendon  repair* 
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Experimental  study  with  Ivalon. 


The  repair  of  a tendon  remains  a procedure 
often  followed  by  poor  results.  The  majority 
of  these  failures  can  be  explained  as  the  re- 
sult of  specific  reparative  processes.  Under 
normal  circumstances,  the  tendon  is  embed- 
ded in  a layer  of  areolar  tissue  which  permits 
ample  gliding  motion  and  also  supplies  the 
tendon  with  capillaries  and  lymph  vessels. 
In  areas  of  angulation  of  the  tendon,  tendon 
sheaths  as  specialized  structures  are  neces- 
sary to  provide  support  and  nutritional  ex- 
change. The  tendon  is  confined  within  a 
tunnel  of  unelastic  connective  tissue  fibers 
which  are  lined  with  a smooth  synovial  mem- 
brane. On  the  convex  side  of  the  tunnel,  this 
parietal  synovial  membrane  is  reflected  upon 
itself  and  encloses  the  tendon  within  the 
lumen  of  the  sheath,  functioning  as  a meso- 
tenon  loose  enough  and  elastic  enough  to 

‘Essay  given  second  award  in  1958  Regional  American  College 
of  Surgeons  Original  Resident  Research  Contest. 
tDr.  Hochstrasser  is  Resident  in  Plastic  and  Reconstructive 
Surgery.  From  the  Department  of  Plastic  and  Reconstructive 
Surgery,  W.  H.  Groves  Latter-Day  Saints  Hospital,  Salt  Lake 
City. 
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allow  unhindered  longitudinal  excursion  of  ; 
the  tendon. 

Importance  of  these  surrounding  struc- 
tures becomes  evident  in  injury  to  the  ten- 
don. Healing  of  a repaired  tendon  outside  of 
a tendon  sheath  depends  on  the  fibroblastic 
proliferation  of  the  paratenon.  Within  a pe- 
riod of  about  three  weeks,  the  divided  por- 
tions of  the  tendon  become  united  and  solid.  j 

As  long  as  the  site  of  the  tendon  repair  re-  j 
mains  embedded  in  gliding  structures  (i.e.,  ■ 

fat  tissue) , the  mobility  of  the  tendon  is  not 
unduly  impaired. 

Repair  of  a tendon  within  a sheath,  how- 
ever, will  often  be  unsuccessful.  The  synovial 
layer  on  the  surface  of  the  tendon  as  well  as 
the  synovial  lining  of  the  tendon  sheath  re- 
spond with  proliferation,  becoming  broadly 
attached  to  each  other  with  obliteration  of 
the  capillary  space  between  visceral  and 
parietal  synovial  layers.  The  tendon  is  thus 
firmly  caught  in  scar  tissue  and  is  function- 
less. 

In  the  past,  numerous  attempts  have  been 
made  to  prevent  adhesions  by  replacing  the 
tendon  sheath  with  an  artificial  gliding  sur- 
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face'"’®’®.  In  this  study,  Ivalon*  sheaths  were 
placed  around  repaired  tendons  after  the 
original  tendon  sheaths  had  been  removed. 
It  was  thought  that  in  comparison  to  solid  or 
sheetlike  plastic  structures  used  for  sheath 
replacement,  Ivalon  might  be  porous  enough 
to  permit  vascularization  of  the  repaired  ten- 
don. Furthermore,  when  wrapped  around  a 
glass  rod  and  boiled,  Ivalon  forms  readily  an 
elastic  tube  with  a smooth  inner  surface 
which  possibly  could  permit  unobstructed 
gliding  of  a repaired  tendon. 

Method  and  technic 

In  order  to  study  the  use  of  Ivalon  as  an 
artificial  tendon  sheath,  flexor  profundus 
tendon  repairs  were  carried  out  bilaterally 
on  10  mongrel  dogs,  ranging  from  12  to  17 
pounds  in  weight.  Five  of  these  dogs  suc- 
cumbed to  postoperative  inanition,  possibly 
due  to  inactivity,  or  accidents. 

The  arrangement  of  flexor  tendons  in  the 
dog  is  quite  similar  to  that  in  the  man’s 
hand’.  Each  digit  is  supplied  with  a profundus 
and  sublimis  tendon  which  insert  into  the 
distal  and  proximal  phalanx  respectively.  At 
its  insertion,  the  sublimis  tendon  is  also  di- 
vided into  two  portions,  allowing  the  pro- 
fundus tendon  unobstructed  passage  in  the 
midline.  At  the  metacarpophalangeal  level, 
both  tendons  are  guided  by  a firm  fibro- 
osseus  tunnel  which  is  lined  with  a tendon 
sheath  of  about  1.5  cm.  in  length. 

Following  the  technic  described  by  Gon- 
zales’, the  flexor  tendons  of  the  second  and 
fifth  digit  were  exposed  from  the  mid-palm 
to  the  proximal  phalanx,  the  fibro-osseus 
tunnel  and  the  tendon  sheath  removed,  and 
the  sublimis  tendon  advanced  and  resected. 
The  profundus  tendon  was  divided  within 
the  region  of  the  removed  tendon  sheath.  The 
Ivalon  sheath  was  prepared  by  lightly  wrap- 
ping a 1 cm.  wide  and  0.2  cm.  thick  strip  of 
Ivalon  around  a glass  rod  of  0.3  to  0.4  cm.  in 
diameter.  The  Ivalon  strip  was  secured  with 
gauze  and  boiled  in  water  for  five  minutes 
to  make  a tubular  sheath  with  a smooth  inner 
surface. 

The  divided  tendon  was  threaded  through 
the  Ivalon  tube  and  anastomosed  to  its  cut 
end  with  5-0  silk  sutures.  The  Ivalon  tube 
was  then  slipped  down  over  the  point  of 
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anastomosis.  A similar  anastomosis,  Bunnell 
type,  was  performed  on  the  contralateral  side 
but  the  resected  tendon  sheath  was  not  re- 
placed with  Ivalon.  Complete  relaxation  of 
the  suture  lines  was  obtained  with  a stainless 
steel  suture  through  the  profundus  tendon  at 
the  wrist,  at  which  level  the  tendon  is  still 
undivided  in  its  digital  components.  The  fore- 
legs were  immobilized  in  waterproof  casts 
for  four  weeks. 

Results 

The  10  tendon  repairs  used  for  analysis  in 
this  study  and  10  controls  were  examined 
grossly,  and  with  cross  and  longitudinal  mi- 
croscopic sections.  All  slides  were  stained 
with  hematoxylin  eosin. 

All  10  control  repairs,  where  the  tendon 
was  sutured  after  the  tendon  sheath  was 
completely  removed,  were  firmly  and  nor- 
mally united.  The  site  of  repair  was  immo- 
bilized with  dense  fibrous  adhesions,  as  ex- 
pected, since  there  was  no  remaining  para- 
tendinous  tissue  at  the  level  of  repair  to  pre- 
vent the  attachment  of  the  tendon  to  either 
periosteum  or  dermis. 

In  the  10  repairs  where  the  tendon  sheath 
had  been  replaced  with  Ivalon,  no  gliding  of 
the  tendons  was  found.  The  tendons  were 
adherent  to  the  Ivalon  tube,  and  the  Ivalon 
sheath  itself  was  attached  to  skin  and  bone 
by  heavy  scar  tissue.  In  four  of  the  10  re- 
pairs, the  entire  space  between  the  united 
tendon  and  Ivalon  sheath  was  obliterated 
with  connective  tissue  (Fig.  1).  In  the  re- 
maining six  cases,  the  tendon  ends  were 
separated  and  attached  to  the  Ivalon  sheath 
at  its  ends.  In  the  central  portion  of  the  tube. 


Fig.  1.  The  united  tendon  is  firmly  attached  to  the 
Ivalon  sheath  (arrow)  and  the  sheath  filled  with 
fibrous  tissue. 
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Fig.  2.  The  tendon  is  not  united,  but  retracted  to 
the  distal  thirds  of  the  Ivalon  tube.  The  ends  of 
the  tendon  are  blunt  and  adherent  to  the  Ivalon 
sheath. 


Fig.  3.  Longitudinal  section  of  unsheathed  tendon 
repair  (control  repair).  The  tendon  ends  are  united 
with  fibrous  tissue,  and  broadly  adherent  to  the 
surrounding  soft  tissue. 


Fig.  4.  Cross  section  of  a tendon  within  the  central 
portion  of  an  Ivalon  sheath.  The  tendon  is  par- 
tially necrotic.  There  is  no  ingrowth  of  connective 
tissue  or  vascular  buds  through  the  Ivalon  sheath. 


Fig.  5.  The  Ivalon  sheath  (black  crystalline  struc- 
ture) is  completely  penetrated  by  fibrous  tissue 
which  forms  broad  adhesions  to  the  surface  of  the 
tendon. 

connective  tissue  was  absent  and  the  ends  of 
the  retracted  unhealed  tendons  were  rounded  ' 
and  blunt  (Fig.  2). 

On  microscopic  examination,  the  control 
repairs  showed  fibrous  union  of  the  tendons 
and  massive  proliferation  of  connective  tis- 
sue to  the  surrounding  structures  (Fig.  3) . 

In  the  tendons  with  separation  of  the 
repair  and  adherence  to  the  Ivalon  sheath, 
the  free  ends  of  the  tendon  were  in  some 
instances  necrotic  and  in  others  devoid  of 
connective  tissue  proliferation  or  vascular 
budding  to  supply  the  tendon  repair  (Fig.  4) . 

The  porous  Ivalon  sheaths  were  penetrat- 
ed by  an  ingrowth  of  fibrous  tissue  which 
was  particularly  pronounced  towards  the 
ends  of  the  Ivalon  tube.  In  these  areas,  the 
connective  tissue  fibers  were  broadly  attached 
to  the  surface  of  the  tendon  (Fig.  5) . 

In  repairs  where  the  tendons  were  united 
and  adherent  to  the  Ivalon  sheaths,  the  con-  | 
nective  tissue  had  completely  penetrated  the 
mesh  of  the  Ivalon  sheath  with  obliteration 
of  the  space  between  tendon  and  sheath. 

Summary 

The  patho-physiology  of  tendon  injury 
and  repair  is  outlined.  In  10  controlled  ex- 
periments with  dogs,  flexor  tendon  repairs 
were  performed  and  the  tendon  sheaths  re- 
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placed  with  Ivalon  tubes.  This  investigation 
was  designed  to  establish  the  feasibility  of 
vascularization  of  a repaired  tendon  with  a 
porous  sheath  substitute  (Ivalon)  and  to  de- 
termine the  effectiveness  of  the  Ivalon  sheath 
as  a structure  that  would  allow  gliding  mo- 
tion. 

All  10  control  repairs  united  solidly,  but 
with  dense  adhesions.  Six  of  the  10  repairs 
with  Ivalon  as  an  artificial  tendon  sheath 
resulted  in  nonunion  of  the  tendon,  and  the 
retracted  tendon  ends  were  firmly  adherent 
to  the  ends  of  the  Ivalon  sheath.  In  four  of 
the  10  repairs  with  Ivalon  sheaths,  union  of 
the  tendon  resulted,  but  with  intense  fibrotic 
attachment  along  the  entire  Ivalon  tube. 

Microscopic  sections  showed  penetration 
of  the  Ivalon  sheaths  by  connective  tissue 
with  the  formation  of  fibrous  adhesions  to 
the  tendon  within.  Frequent  nonunion  of  the 


tendon  repair  within  Ivalon  sheaths  was  ap- 
parently caused  by  inadequate  blood  supply 
due  to  insufficient  or  retarded  ingrowth  of 
vascular  buds  through  the  sheath.  In  no  in- 
stance did  the  Ivalon  sheath  provide  a gliding 
surface  for  a repaired  tendon.  • 
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Intravenous  hydroxyzine 
for  postoperative  nausea  and  vomiting 

C.  H.  Moore,  M.D.,  Cheyenne,  Wyoming 


Interesting  observations  on  \ 

parenteral  control  of  the 
frequent  postoperative  nuisance! 


Oral  doses  of  meclizine  hydrochloride  (Bon- 
amine)  alone  or  in  conjunction  with  pyri- 
doxine,  provide  protection  from  nausea  and 
vomiting  during  and  after  anesthesia^’ We 
have  used  this  drug  routinely  as  preoperative 
medication  for  three  years  with  gratifying 
results.  It  can  be  administered  only  orally, 
limiting  its  use  to  patients  where  time  and 
conditions  permit  oral  medication.  Introduc- 
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tion  of  a chemically  and  pharmacologically 
similar  agent  in  parenteral  form  therefore 
led  us  to  investigate  its  efficiency  when  used 
intravenously  immediately  prior  to  surgery. 

Vistaril  Parenteral  Solution*  is  a solution 
of  hydroxyzine  hydrochloride  in  water  for 
injection  U.S.P.  It  has  been  released  for  in- 
vestigation in  strengths  of  25  mgm.  and  50 
mgm.  per  c.c.  and  contains  0.9  per  cent  benzyl 
alcohol  as  a preservative.  Its  chemical  re- 
semblance to  meclizine  can  be  seen  in  the 
strutural  formulae.  Since  hydroxyzine  has 
antihistaminic®,  ataractic^’®,  spasmolytic,  and 
anti-emetic  properties®,  its  actions  are  similar 
to  those  of  promethazine  (Phenergan),  de- 
spite its  chemical  similarity  to  meclizine. 
Unfortunately,  the  usefulness  of  prometha- 
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zine  in  preoperative  medication  is  limited  by 
its  tendency  to  cause  hypotension.  Hydroxy- 
zine, on  the  other  hand,  has  practically  no 
effect  on  blood  pressure’’,  and  has  the  ad- 
vantage of  reducing  the  incidence  of  cardiac 
arrhythmia®.  On  rare  occasions,  parenteral 
hydroxyzine,  when  administered  intramuscu- 
larly, produces  marked  local  discomfort, 
swelling,  or  sterile  abscess  formation.  The 
work  of  Duncan  and  Jarvis®’^®  demonstrat- 
ing the  histolytic  properties  of  similar  con- 
centrations of  benzyl  alcohol  (in  this  case 
used  as  a preservative  in  oily  anesthetic  solu- 
tions) leads  us  to  believe  that  this  phenome- 
non is  probably  due  to  the  preservative, 
rather  than  to  hydroxyzine  per  se.  Since 
hydroxyzine  parenteral  is  not  obtainable 
without  the  preservative,  and  in  order  to 
facilitate  observation  of  the  effects  of  the 
drug,  slow  intravenous  injection  was  utilized 
in  this  study. 

The  method 

Patients  who  were  to  receive  an  intra- 
venous infusion  in  conjunction  with  the  ad- 
ministration of  an  anesthetic  were  used  as 
the  subjects  for  this  study.  One  hundred 
patients  were  used  in  the  study  and  selection 
was  random,  except  for  the  fact  that  it  is 
unusual  to  induce  anesthesia  in  children  with 
intravenous  agents  on  this  service. 

Premedication  consisted  of  barbiturates 
by  mouth  the  night  before  surgery  and  pre- 
operatively,  followed  by  appropriate  doses  of 
meperdine  (Demerol)  or  morphine  sulfate 
and  scopolomine  intramuscularly  one  and 
one-half  hours  preoperatively. 

After  the  patient  had  been  placed  on  the 
operating  table  and  pulse,  respiratory  rate, 
and  blood  pressure  had  been  recorded,  100 
mgm.  of  hydroxyzine  parenteral  solution  was 
injected  intravenously,  taking  10  to  15  sec- 
onds for  the  injection.  The  patient  was  then 
observed  for  a five-minute  period,  after  which 
anesthesia  was  begun.  In  most  cases,  the 
needle  used  for  injection  of  hydroxyzine  was 
also  used  for  subsequent  infusions  and  drugs. 
Where  anticipation  of  awkward  surgical  po- 
sition or  prolonged  postoperative  infusions 
made  it  seem  desirable,  a device  permitting 
placement  of  a polyethylene  catheter  in  a 
vein  without  resort  to  cut-down  (Deseret 


Intracath)  was  utilized,  but  the  technic  re- 
mained essentially  unchanged. 

In  all  cases  where  their  use  was  deemed 
advisable,  electronic  monitoring  devices  were 
used  to  supplement  the  usual  physical  meth- 
ods of  determining  the  condition  of  the  ) 
patient.  Postoperatively,  the  patients  were 
closely  observed  in  the  recovery  room  until 
fully  recovered  from  anesthesia  and  both  the 
patient  and  his  clinical  record  were  followed 
by  the  anesthetist  for  a period  ranging  from 
one  day  to  three  months.  The  site  of  injection 
(which  had  been  recorded  preoperatively) 
was  checked  for  evidence  of  local  inflamma- 
tion and  postoperative  vomiting  was  noted. 
Retching,  not  productive  of  vomitus,  was 
recorded  as  “emesis,”  but  nausea  (a  purely 
subjective  phenomenon  and  subject  to  varia- 
tions in  memory  and  personality)  was  not 
recorded.  Table  1 shows  the  distribution  in 
regard  to  age  groups,  type  of  surgery,  and 
type  of  anesthetic. 

Results 

Of  100  patients  who  received  100  mgm.  of 
hydroxyzine  intravenously  immediately  be- 
fore induction  of  anesthesia,  seven  exhibited 
retching  and/or  vomiting  during  the  im- 


TABLE  1 

Distribution  of  cases  by  age,  operation, 
and  anesthetic 
(100  cases) 


Distribution  by  age: 

Youngest  patient  9 years 

Oldest  patient  87  years 


75  per  cent  of  patients  were  between  25 
and  70  years  of  age. 


Distribution  by  type  of  surgery: 

Thoracic 

Neuro-  Ortho-  (&  Cardio-  Miscel- 

surgical  pedic  vascular)  Abdominal  laneous 

30  20  7 25  18 


Distribution  by  principal  anesthetic 
administered  (relaxants  not  tabulated): 
Meperidine,  nitrous  oxide  (with  or 


without  thiopental)  40 

Pentothal,  nitrous  oxide  9 

Cyclopropane  40 

Regional  5 

Ether  6 
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mediate  postoperative  period.  The  ataractic 
properties  of  the  drug  could  not  be  accurately 
assessed  in  this  study,  since  all  patients  had 
already  received  adequate  preoperative  med- 
ication; however,  it  was  noted  that  the  state 
of  consciousness  remained  essentially  un- 
changed. Despite  the  fact  that  the  series  in- 
cluded a disproportionately  large  number  of 
neurosurgical  procedures  (Table  1),  no  sig- 
nificant cardiac  arrhythmia  was  observed. 

Twenty-seven  patients  displayed  an  inter- 
esting phenomenon  varying  from  a simple 
clearing  of  the  throat  to  a violent  bout  of 
coughing  immediately  following  injection;  in 
most  cases,  this  phenomenon  was  transitory, 
mild,  and  self -limiting,  but  in  one  case  it  was 
of  sufficient  violence  to  cause  us  to  discon- 
tinue injection  after  50  mgm.  had  been  ad- 
ministered. In  another  case,  moderate  laryn- 
gospasm  on  induction  of  anesthesia  followed; 
this  may  or  may  not  have  been  associated 
with  the  laryngeal  stimulation  caused  by 
hydroxyzine  injection.  Two  patients  suffered 
from  a mild,  transient,  postoperative  phlebitis 
at  the  site  of  injection.  One  patient,  who 
showed  no  signs  of  phlebitis  in  the  immediate 
period  following  surgery,  was  seen  three 
months  postoperatively  and  found  to  have 
sclerosis  of  the  vein  which  had  been  used 
at  his  initial  surgery.  However,  this  patient 
had  a polyethylene  catheter  in  place  in  the 
vein  for  five  days  postoperatively. 

Discussion 

From  our  clinical  experience  and  a re- 
view of  the  literature,  it  is  evident  that  the 


TABLE  2 

Results  in  100  patients  treated  preopera- 
tively  with  intravenous  hydroxyzine' 
{vistaril  parenteral) 

No.  of  Postoperative  Side  actions  and 

patients  emesis  complications 


100  7 Cough  on  injection 27 

Generalized  flush  on 

injection  1 

Substernal  burning 

sensation  (heartburn)..  1 
Sclerosis  of  injected  vein  1 
Pain  on  injection  (over 
course  of  injected  vein)  1 
Phlebitis  1 


prophylactic  use  of  antiemetics  reduces  the 
incidence  of  postoperative  nausea  and  vomit- 
ing. Waters’  study,  covering  1,000  anesthetics, 
and  carried  out  without  the  use  of  antiemet- 
ics^^’^-,  would  lead  us  to  expect  an  incidence 
of  nausea  and/ or  vomiting  of  23  per  cent  with 
nitrous  oxide-thiopental,  35  per  cent  with 
cyclopropane,  and  57  per  cent  with  ether. 
Even  after  making  allowances  for  the  fact 
that  our  series  included  only  vomiting,  it  is 
obvious  that  hydroxyzine  had  a favorable 
effect.  According  to  the  results  of  Albertson, 
et  al.^,  the  incidence  of  postoperative  vomit- 
ing following  the  use  of  meclizine  (Bona- 
mine)  preoperatively  is  18.5  per  cent.  Kin- 
ney-, who  did  not  separate  vomiting  per  se 
from  “nausea  and  vomiting,”  observed  an 
incidence  of  23.7  per  cent  nausea  and/or 
vomiting  following  the  use  of  meclizine  pre- 
operatively. 

It  is  concluded  that  parenteral  hydroxy- 
zine is  superior  to  meclizine  in  the  prophy- 
laxis of  postoperative  vomiting. 

Summary 

Hydroxyzine  hydrochloride  (Vistaril  pa- 
renteral) was  administered  intravenously  to 
100  patients  in  conjunction  with  anesthesia 
and  surgery.  The  incidence  of  postoperative 
vomiting  was  7 per  cent,  versus  an  expected 
incidence  of  23  to  57  per  cent  without  any 
antiemetic  or  18.5  per  cent  with  meclizine. 
The  most  constant  and  annoying  side  effect 
encountered  was  coughing  immediately  fol- 
lowing injection,  which  occurred  in  27  per 
cent  of  cases. 

No  patient  in  this  series  demonstrated  any 
significant  cardiac  arrhythmia  in  the  course 
of  anesthesia  or  surgery  — a phenomenon 
worthy  of  further  study.  No  patient  exhibited 
any  depression  of  blood  pressure  attributable 
to  the  drug.  It  is  concluded  that  hydroxyzine 
exerts  an  antiemetic  effect  on  the  surgical 
patient  which  is  superior  to  that  of  meclizine, 
as  well  as  protection  against  cardiac  arrhyth- 
mia, which  is  worthy  of  further  study.  Side 
effects  of  the  drug  were  limited  to  directly 
irritative  effects  on  organs  and  tissues.  It  is 
the  belief  of  the  author  that  these  may  well 
be  the  result  of  the  use  of  0.9  per  cent  benzyl 
alcohol  as  a preservative  in  this  preparation 
— an  agent  which  has  known  irritative  and 

histolytic  effects.  • references  on  next  page 
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removal  of  ruptured 
intervertebral  discs* 


Ralph  M.  Stuck,  M.D.,  Denver 


A new  approach  to  the 
ruptured  cervical  disc. 


The  classical  or  complete  posterior  cervical 
laminectomy  for  the  removal  of  cervical  le- 
sions of  the  spinal  cord  and  other  interspinal 
structures  described  by  Stookey^’  ^ and  by 
Elsberg^'  ® was  a standard  procedure  until  the 
last  few  years.  During  this  long  period  of 
time,  no  other  approach  to  the  cervical  inter- 
spinal structures  was  developed  in  spite  of 
the  fact  that  in  dealing  with  large  ruptured 
cervical  discs  great  difficulties  were  encoun- 
tered and  often  the  results  were  anything  but 
perfect.  Of  course,  some  modification  of  the 
procedure  occurred  as  the  location  and  char- 
acter of  the  lesion,  the  consistency  of  the  disc 
and  the  location  and  extent  of  the  osteophytes 
demanded  it.  But  the  approach  was  invari- 
ably posterior  (Fig.  1). 

A simple  “buttonhole”  posterior  cervical 
laminectomy  involves  few  hazards  and  brings 
about  gratifying  results  if  the  disc  is  small, 
soft  and  ruptured  laterally  against  a solitary 

•Presented  at  the  56th  Annual  Meeting  of  the  Wyoming  State 
Medical  Society,  Jackson  Lake  Lodge,  June  13,  1959. 


nerve  root.  But,  unfortunately,  most  cervical 
intervertebral  discs  requiring  removal  are 
not  so  conveniently  placed,  nor  are  all  discs 
soft  and  easy  to  remove.  Hazards  are  multi- 
plied by  the  posterior  approach  if  the  rup- 
tured disc  is  firm,  if  it  is  overlapped  by  osteo- 
phytes that  encroach  upon  the  spinal  cord, 
if  it  is  large  or  medially  placed,  or  if  it  in- 
volves other  discs.  Multiple  ruptured  discs 
are  much  more  common  than  was  formerly 
recognized. 

When  these  conditions  are  approached 
posteriorly,  they  require  complete  laminec- 
tomy or  hemilaminectomy.  During  these  pro- 
cedures, intraspinal  structures  may  be  dam- 
aged by  handling  and  any  compression  of 
the  spinal  cord  existing  before  operation  may 
be  increased.  The  enveloping  dura,  nerve 
roots  or  the  spinal  cord  may  be  accidentally 
seared  as  epidural  veins  surrounding  the 
spinal  dura  are  coagulated  to  secure  adequate 
exposure  of  the  ruptured  discs.  The  spinal 
cord  may  be  damaged  and  deficiencies  of 
neural  function  result  when  the  spinal  cord 
is  retracted  in  the  transdural  approach  to 
the  lesion.  Inevitable  neurologic  deficiency 
results  if  the  spinal  cord  cannot  be  retracted 
enough  to  expose  the  lesion  for  removal  with- 
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out  cutting  one  or  more  spinal  nerve  roots. 

Even  after  adequate  exposure  of  the  lesion 
and  removal  of  the  protruding  disc,  other 
operative  hazards  are  numerous  and  the 
chance  of  damage  to  the  neural  structures  is 
increased.  The  disc  space  must  be  explored 
for  additional  fragments  that  must  be  re- 
moved; the  lateral  or  medial  osteophytes  that 
may  have  developed  around  the  ruptured 
disc  must  usually  be  chipped  away  by  ham- 
mer and  chisel.  Deep  incisions  made  posteri- 
orly in  the  neck  result  in  muscle  and  pro- 
prioceptive disabilities  that  cause  patients  to 
be  dizzy  and  unsteady  for  months  and  often 
to  walk  with  such  a wide  base  that  they  may 
require  a cane.  The  period  of  rehabilitation 
is  long. 

A review  of  the  literature  will  reveal  no 


reference  to  an  anterior  approach  to  the 
problem  of  ruptured  cervical  intervertebral 
disc  until  the  1958  publications  of  Smith  and 
Robinson’’,  Cloward®  and  Dereymaeker  and 
Mulier®'^®.  These  surgeons  had  determined 
that  most  of  the  cervical  portion  of  the  verte- 
bral column  could  be  easily  reached  surgi- 
cally by  the  anterior  approach  and  reported 
their  experience.  Smith  and  Robinson  and 
Dereymaeker  and  Mulier  had  developed  an 
anterior  approach  primarily  for  removal  of 
the  disc  and  interbody  fusion.  The  fusion  was 
brought  about  by  placing  a plug  of  bone 
between  the  intervertebral  bodies.  Cloward, 
however,  not  only  designed  an  anterior  pro- 
cedure for  removal  of  the  ruptured  disc  and 
interbody  fusion,  but  also  added  the  refine- 
ment of  nerve  root  and  spinal  cord  decom- 
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pression  by  removal  of  the  encroaching  osteo- 
phytes (Fig.  2) . After  removing  the  disc  and 
making  a half-inch  drill  hole  through  the 
disc  space,  he  proceeded  with  a small  angu- 
lated  curet  to  remove  whatever  osteophytes 
were  at  the  midline  posteriorly  and  to  extri- 
cate the  osteophytes  posterio-laterally  in  the 


nerve  foraminae.  In  order  to  secure  firm 
fusion  and  to  prevent  slipping,  he  used  a 
round  plug  of  bone,  large  in  relation  to  the 
size  of  the  vertebral  bodies  being  fused. 

The  chief  advantage  of  the  Cloward  pro- 
cedure over  the  Smith  and  Robinson  and  the 
Deremaeker  and  Mulier  procedures  is  that 
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the  spinal  cord  and  nerve  roots  are  decom- 
pressed after  the  removal  of  the  ruptured 
disc. 

The  anterior  procedure  in  itself  has  many- 
other  advantages  over  posterior  laminectomy. 
The  possibility  of  damage  to  neural  struc- 
tures is  lessened  by  decompression  of  the 
spinal  cord  and  nerve  roots  by  extraction  of 
the  compressing  discs  and  the  osteophytes, 
a procedure  that  avoids  excessive  handling  of 
the  spinal  nerve  roots  and  the  spinal  cord. 
Disturbances  of  balance  from  major  surgery 
in  the  back  of  the  neck  do  not  result.  The 
discomfort  caused  by  the  dysphagia  and 
tracheitis  folio-wing  anterior  excision  is  usual- 
ly short-lived.  Patients  often  wake  up  from 
the  anesthetic  without  pain.  With  the  de- 
crease in  neck  pain  and  muscle  spasm,  mo- 
bility of  the  neck  is  usually  increased  in  spite 
of  the  fusion.  At  operation,  inspection  of  the 
bone  plug  during  full  range  of  motion  of  the 
head  and  neck  reveals  the  two  vertebrae  so 
solidly  locked  together  that  a neck  brace  or 
other  support  is  seldom  needed.  Patients  are 
usually  allowed  up  on  the  second  day  and  are 
often  released  from  the  hospital  on  the  fourth 
or  fifth  day  to  complete  their  convalescence 
at  home. 

In  contrast  to  posterior  laminectomy  for 
removal  of  ruptured  cervical  intervertebral 
disc,  the  anterior  approach  has  these  ad- 
vantages: 


1.  Ruptured  disc  or  discs  and  osteophytes 
can  be  extracted  from  neural  structures. 

2.  Hazards  of  handling  neural  structures 
are  reduced. 

3.  Neural  injury  resulting  from  electro- 
coagulation of  epidural  veins  is  avoided. 

4.  Complete  removal  of  the  osteophytes  is 
simplified. 

5.  Interbody  fusion  is  accomplished. 

6.  Disturbances  of  gait  and  balance  are 
avoided. 

7.  The  period  of  rehabilitation  is  short- 
ened. • 
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Make  your  reservations  now 

Members  of  your  Scientific  Program  Com- 
mittee have  worked  hard  to  prepare  a program 
for  the  Annual  Session  meeting  which  they  be- 
lieve will  be  a stimulating  experience  to  every 
physician  in  our  Society.  This  is  not  the  usual 
scientific  program  that  is  presented  in  varying 
form  for  many  years  to  keep  us  abreast  of  clinical 
medicine.  Our  perspective  of  modern  medicine  is 
indeed  narrow  if  we  are  not  aware  of  the  signifi- 
cant trends  in  basic  research.  This  is  the  area 
which  we  wish  to  emphasize  at  the  meeting  in 
Estes  Park.  The  committee  has  been  successful  in 
obtaining  the  nation’s  leading  research  scientists 
in  the  fields  of  electronmicroscopy,  biochemistry 
and  genetics,  and  metabolism.  This  program  will 
present  to  you  the  opportunity  to  get  a first-hand 
report  of  the  work  that  is  being  accomplished  and 
the  amazing  results  that  are  being  obtained  in 
these  fields.  This  information  will  be  presented 
by  the  men  who  are  actually  engaged  in  the  re- 
search programs,  and  you  will  have  a chance  in 


the  panel  discussions  to  ask  questions  that  may 
be  of  particular  interest  to  you.  Don’t  let  the  scien- 
tific content  scare  you  away.  These  men  are  all 
able  to  present  this  information  in  a manner  that 
we  can  understand  and  appreciate. 

Set  aside  the  dates  of  September  14  to  17  for 
the  Annual  Session  meeting  in  Estes  Park.  Make 
your  reservations  early.  We  believe  that  hotel  and 
motel  accommodations  will  be  difficult  to  get  if 
you  wait  too  long. 


National  Cancer  Conference 

Minneapolis  will  be  the  site  of  the  Fourth 
National  Cancer  Conference  on  September  13-15, 
1960.  Theme  of  the  conference,  which  is  sponsored 
by  the  American  Cancer  Society  and  the  National 
Cancer  Institute,  will  be,  “Changing  Concepts  Con- 
cerning Cancer.” 

Further  information  may  be  obtained  from: 
Medical  Affairs  Department,  American  Cancer 
Society,  521  West  57  Street,  New  York  19,  N.  Y. 
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Cancer  of  the  stomach*  ' 


Walter  L.  Palmer,  M.D.,  Chicago  i 


Diagnosis  is  not  difficult, 

but  procedures  are  time-consuming 

and  uncomfortable. 

Surgery  is  our  only  present  answer. 
Over-all  five-year  survival 
is  still  under  10  per  cent. 


Dr.  Robert  Sawyer  in  the  April,  1959,  issue 
of  the  Rocky  Mountain  Medical  Journal  gave 
a comprehensive  review  of  the  problem  of 
gastric  cancer.  In  this  supplementary  paper 
I shall  emphasize  aspects  which  seem  to  me 
to  be  of  particular  interest. 

Etiology 

While  we  appear  to  be  far  from  an  answer 
to  the  question  of  the  cause  of  gastric  cancer, 
there  are  a number  of  tantalizing  clues.  The 
geographic  variations  are  most  puzzling. 
Table  1,  taken  from  the  exhaustive  paper  by 
Dr.  Charles  Flood  of  New  York,  shows  a 
completely  baffling  variation  in  the  inci- 
dence in  both  males  and  females,  with  a fre- 
quency in  the  Japanese  four  or  five  times 
that  in  the  Caucasian  population  of  the 
United  States.  Finland  and  Iceland  approach 
the  Japanese  rate.  Steiner  found  no  particu- 
lar difference  in  the  frequency  of  gastric 
cancer  in  Caucasoids,  Negroids  and  Mexicans 
in  Los  Angeles,  but  he  did  find  higher  levels 
in  the  Japanese.  This  higher  level  in  Jap- 
anese has  been  found  in  Hawaii  also.  It  is 
estimated  further  that  the  average  age  of 
appearance  of  gastric  cancer  in  Japan  is  at 
least  a decade  earlier  than  it  is  in  the  white 
population  of  the  United  States.  At  the  other 
end  of  the  scale  is  the  report  by  Bonne  that 


•Presented  July  23,  1959,  at  the  13th  Annual  Rocky  Mountain 
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22  references  has  not  been  included  because  of  space  limita- 
tions. 


“there  is  a nearly  total  absence  of  gastric  ] 
cancer  among  the  native  Malay  population  of  1 
Java.”  These  geographical  or  racial  variations  < 
are  completely  unexplained.  [ 

Another  strange  fact  is  the  decrease  in  i 
the  incidence  of  gastric  cancer  in  both  men  j 
and  women  in  the  United  States  over  the  \ 
past  25  years,  as  shown  in  the  statistics  com-  • 
piled  by  Dr.  Hammond  (Fig.  1,  2).  During 
this  period  the  incidence  of  certain  cancers  ; 
has  remained  stationary,  whereas  others,  , 
especially  pulmonary,  have  increased.  This  ; 
changing  incidence  has  been  observed  in  i 
Western  Europe  as  well  as  in  the  United 
States.  Tazaki,  indeed,  in  a beautiful  paper  , 
presented  last  year,  gave  figures  collected  in  ^ 
Japan  from  1915  to  1954  showing  a gradual  ' 
shift  in  the  relative  frequency  of  gastric  can- 
cer from  49  per  cent  of  all  cancer  in  1921  to 
21  per  cent  in  1954  (Table  2) . The  explana- 
tion of  this  worldwide  decrease  in  the  inci- 


TABLE  1 

Mortality  from  cancer  of  the  stomach 
in  different  countries* 

“Average”  death  rate 
per  100,000 
(Ages  35-74) 

Country  Period  Male  Female 


Japan  

...1951 

200 

112 

Finland  

...1951-3 

216 

120 

Iceland  

...1940-9 

209 

130 

Norway  

...1952 

131 

67 

Netherlands  

...1950-2 

116 

70 

Denmark  

...1951-2 

96 

56 

France  

...1952 

94 

51 

England,  Wales  . 

...1951 

94 

48 

Sweden  

...1952 

90 

59 

Israel  

...1951 

86 

58 

U.S.A. 

(nonwhites)  ... 

...1952 

76 

33 

Canada  

..1950 

75 

38 

Venezuela  

..1950 

65 

44 

U.S.A.  (whites)  . 

.1952 

48 

24 

♦Flood,  Charles  A.:  Ann.  Tnt.  Med., 

48:920  (1958) 

40 


Rocky  Mountain  Medical  Journal 


WHITE  MALE  CANCER  DEATH  RATES  BY  SITE 
United  States,  1930"  1956 


i CUYLFR  HAMMOND  ANNALS  OF  INTERNAL  MEDICINE  50  2 1959 


Fig.  1.  Decreasing  incidence  of  gastric  cancer 
(white  males). 

WHITE  FEMALE  CANCER  DEATH  RATES  BY  SITE 
United  States,  1930-  1956 

32r 
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Fig.  2.  Decreasing  incidence  of 
(white  females). 

gastric  cancer 

TABLE  2 

Gastric 

cancer  in  Japan  (autopsy)* 

Author 

Year 

Per  cent  of 
all  cancers 

Ishibashi, 

Takatsu  

1915 

44.0 

Harada  . 

1921 

48.89 

Tanaka  ... 

1934 

39.7 

Koochino 

1939 

35.7 

Abe  

1948 

33.08 

Yoshida, 

Miyake  

1954 

21.1 

*Tazaki,  Yuzo:  Clinical  Aspects  of  Gastric  Carcinoma  in 
Japan.  1958. 


dence  of  gastric  cancer  is  also  completely 
unknown. 

The  question  of  the  role  of  heredity  is  now 
as  uncertain  as  it  was  in  1938  when  Kon- 
jetzny  concluded  that  it  was  not  possible  to 
say  that  cancer  was  inherited,  although  a 
certain  general  or  organ  predisposition  might 
be  transmitted.  Graham  and  Lilienfeld  in  a 
recent  critical  and  exhaustive  review  reached 
the  conclusion  that  the  results  do  “suggest 
that  gastric  cancer  is  concentrated  in  some 
families  more  than  in  others.” 

The  progressive  increase  in  the  incidence 
of  gastric  cancer  with  the  advancing  decades 
of  life  (Fig.  3)  has  been  recognized  for  many 
years,  as  has  the  greater  susceptibility  of 
males  over  females  of  approximately  two  to 
one,  but  neither  of  these  phenomena  has  been 
explained.  The  higher  incidence  of  gastric 


Fig.  3.  Progressive  increase  in  incidence  of  gastric 
cancer  with  age. 
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cancer  in  patients  with  pernicious  anemia  has 
been  confirmed  again  by  Zamcheck  and  his 
associates,  being  6.5  per  cent  in  one  series 
of  108  autopsies  and  11.9  per  cent  in  another 
series  of  59  autopsies.  This  fact  is  quite  in 
accord  with  the  concept  espoused  so  ably  by 
Konjetzny  of  gastritis  as  a precursor  of  can- 
cer. In  Konjetzny’s  view,  cancer  never  de- 
velops in  a normal  mucosa.  Benign  gastric 
ulcer  likewise  was  regarded  by  him  as  a pre- 
cursor of  cancer  and  for  the  same  reason, 
i.e.,  it  arose  in  an  abnormal  “gastritic”  mu- 
cosa. 

As  yet,  the  experimental  laboratory  has 
shed  relatively  little  light  on  gastric  cancer, 
although  various  workers  have  reported  the 
induction  of  tumors  in  mice  or  rats.  The  prob- 
lem is  a difficult  one,  but  there  can  be  no 
doubt  of  the  production  of  metastasizing  ade- 
nocarcinomas of  the  pyloric  stomach  in  mice 
by  Stewart  and  Lorenz  using  carcinogenic 
hydrocarbons.  Other  animals  thus  far  have 
proved  refractory  to  this  and  other  carcino- 
gens. No  one  has  yet  succeeded  in  demon- 
strating the  roles  of  viruses  or  of  hormones 
in  gastric  cancer. 

Diagnosis 

From  the  practical  point  of  view,  the  first 
problem  is  the  diagnosis  of  gastric  neoplasm. 
The  surgeons  naturally  press  for  early  di- 
agnosis. This  is  understandable  because  thus 
far  the  only  form  of  therapy  which  can  be 
said  to  be  of  definitive  or  curative  value  is 
removal  of  the  tumor.  The  difficulties  in 
early  diagnosis  are  numerous.  The  disease  is 
usually  insidious  in  onset,  and  the  patient 
does  not  appreciate  the  significance  of  the 
few  symptoms  present.  Consequently,  there 
is  often  a delay  of  several  months  before  he 
consults  a physician.  The  physician’s  thresh- 
old of  suspicion  for  cancer  may  be  high  or 
low;  it  is  influenced  considerably  by  the 
symptoms  described  by  the  patient  and  by 
the  patient’s  attitude  toward  them.  If  the 
symptoms  are  vague  and  of  short  duration, 
and  if  the  physical  examination  is  negative, 
the  patient  and  the  physician  may  be  re- 
luctant to  make  further  studies,  hoping  that 
with  diet  and  medication  the  symptoms  will 
disappear.  The  question  of  the  completeness 
of  the  examination  or  the  decision  of  how 
far  one  should  go  in  the  examination  of  the 


patient  is  difficult  and  calls  for  great  care  j 
and  discretion  on  the  part  of  the  physician,  i 
Certainly  the  routine  blood  count  should  be  i 
done.  Examination  of  the  feces  for  occult  ; 
blood  is  a nuisance,  but  it  is  worthwhile  be-  | 
cause  some  blood  will  be  found  in  more  than  | 
half — probably  in  80  per  cent — of  the  patients 
with  gastric  cancer;  the  statistics  vary.  In 
my  opinion  a gastric  analysis  is  also  worth- 
while, although  gastric  cancer  can  occur  with 
almost  any  secretory  pattern;  the  higher  the 
secretion  of  acid,  the  less  the  likelihood  of 
cancer. 

The  most  universally  employed  and,  on 
the  whole,  the  most  useful  diagnostic  pro- 
cedure is  the  roentgenologic  examination.  In 
spite  of  the  recent  furor  over  radiation  haz- 
ards, it  is  now  becoming  clear  that  diagnostic 
studies  involve  a minimal  amount  of  radia- 
tion and  are  thoroughly  justifiable.  Conse- 
quently, the  x-ray  examination  should  be 
carried  out  early  in  all  patients  suspected  of 
harboring  a neoplasm.  The  method  is  so  satis- 
factory that  doctors  and  patients  alike  tend 
to  fall  into  the  habit  of  considering  it  perfect, 
which  it  is  not.  Like  all  procedures,  the  re- 
sults depend  to  some  extent  upon  the  skill 
and  experience  of  the  examiner  and  upon  his 
equipment.  The  reliability  of  examination 
also  depends  to  some  extent  upon  the  co- 
operation of  the  patient  and  upon  his  ana- 
tomic build.  Thus,  in  a study  made  by  Dr. 
Klotz  of  patients  later  proved  to  have  gastric 
cancer,  30  per  cent  of  the  x-ray  examinations 
were  reported  as  indecisive,  although  even- 
tually a positive  diagnosis  was  made  before 
operation  in  88  per  cent.  Consequently,  a 
negative  roentgenologic  report  is  not  entirely 
reliable  and  an  indecisive  one  certainly  is 
not.  The  gastroscopic  examination  disclosed 
the  lesion  in  80  per  cent  of  this  group  of 
patients.  The  combination  of  the  two  pro- 
cedures reduced  the  diagnostic  error  to  6 per 
cent. 

In  our  hands  the  most  accurate  and  also 
the  most  time  consuming  diagnostic  proce- 
dure is  that  of  exfoliative  cytology.  The 
method  is  too  laborious  to  be  used  for  screen- 
ing; it  has  to  be  reserved  for  selected  pa- 
tients. Table  3 shows  that  in  740  patients 
without  gastric  cancer,  the  incidence  of  “false 
positives”  was  approximately  half  of  1 per 
cent,  whereas  in  131  patients  with  cancer,  the 
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TABLE  3 

Gastric  cytology 

740  patients  without  cancer 

Cytology  negative  

-.736 

Cytology  positive  

..  4 

(error) 

131  patients  with  cancer 

Cytology  positive  

..125 

Cytology  negative  

..  6 

(error) 

TABLE  4 

X-ray  vs.  cytology 
(131  proven  gastric  cancers) 


X-ray  Cytology 

Number  Per  cent  Number  Per  cent 


Cancer  81  61  125  95 

Inconclusive  27  20  0 

No  cancer 23  19  6 5 


incidence  of  “false  negatives”  was  5 per  cent. 

In  the  eyes  of  the  cytologist  the  method 
is  much  more  discriminating  than  the  roent- 
genologic examination,  although  it  is  only 
fair  to  say  that  in  Table  4 the  x-ray  figures 
are  based  upon  the  initial  impression  of  the 
radiologist. 

A current  study  by  Strandjord  and  his  as- 
sociates in  our  Department  of  Radiology  has 
shown  that  of  282  cases  of  proved  gastric 
cancer,  the  correct  diagnosis  was  made  radio- 
logically  in  78  per  cent,  an  inconclusive  di- 
agnosis was  made  in  6 per  cent,  and  an  in- 
correct diagnosis  was  made  in  16  per  cent. 
Twenty-seven  of  these  282  cases,  almost  10 
per  cent,  simulated  benign  ulcer  radiological- 
ly  in  that  no  mass  was  present,  but  the  radi- 
ologists made  the  correct  diagnosis  of  cancer 
in  14  of  the  27. 

The  differentiation  of  benign  and  malig- 
nant ulcer  has  been  and  still  is  a difficult  and 
controversial  subject.  We  have  contended 
that  even  without  the  assistance  of  exfolia- 
tive cytology,  but  by  utilizing  all  of  the  di- 
agnostic aids,  the  error  should  not  exceed  5 
per  cent.  With  the  aid  of  the  cytologic  exam- 
ination, the  error  should  be  reduced  still 
further.  In  a sense,  no  error  is  acceptable,  but 
we  think  that  the  present  diagnostic  error  is 
within  the  range  of  the  mortality  from  par- 
tial gastrectomy. 

Exploratory  laparotomy  is  not  as  satisfac- 


tory as  it  has  been  presumed  to  be.  The  diffi- 
culty in  the  differentiation  between  benign 
and  malignant  ulcer  is  fully  as  great  at  the 
operating  table  as  it  is  preoperatively.  The 
difficulty  in  the  differentiation  between  large 
gastric  folds  and  infiltrative  tumor  is  attested 
by  the  number  of  partial  or  total  gastrecto- 
mies performed  for  the  former  condition — 
benign  giant  rugal  folds.  Small  ulcerating 
cancers  and  indeed  larger  soft  polypoid  can- 
cers may  be  missed  at  operation. 

Therapy 

In  the  treatment  of  gastric  cancer  two 
things  stand  out:  (1)  The  only  definitive 
therapy  at  the  present  time  is  surgical  re- 
moval of  the  tumor;  and  (2)  there  seems  to 
be  little  ground  for  hope  that  surgery  will 
ever  be  able  to  cure  more  than  a relatively 
small  per  cent  of  the  patients  afflicted  with 
this  disease.  The  innumerable  reports  are  dis- 
couraging. Thus  Raffl  and  Kelley  obtained  a 
five-year  survival  of  only  6.6  per  cent  in 
patients  subjected  to  resection  and  a crude 
over-all  survival  rate  of  2.0  per  cent  for  all 
patients  admitted  to  the  hospital.  McNeer 
and  his  associates  report  a five-year  survival 
of  25  per  cent  of  patients  undergoing  “cura- 
tive operation.”  The  absolute  five-year  sur- 
vival in  the  decade  1941-50  was  9.1  per  cent. 

Table  5 shows  the  mean  five-year  survival 
in  the  462  patients  treated  at  the  University 
of  Chicago  in  the  period  from  1946  to  1955, 
inclusive.  None  of  the  patients  treated  palli- 


TABLE  5 

Cancer  of  the  stomach 
1946-1955,  inclusive 

No.  of  5- 

■year 

survival 

Treatment 

patients  Number 

Per  cent 

Definitive  surgery 
Extent  of  tumor 
Localized  

....  54 

23 

43 

Distant  spread 
(regional  lymph 
node)  

....187 

17 

9 

— 

— 

— 

TOTAL  

...241 

40 

17 

Palliative 

Extent  of  tumor 
Distant  spread  

....221 

0 

0 

TOTAL  

...462 

40 

9 
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atively,  whether  by  surgery  or  not,  survived 
five  years.  In  the  small  group  of  54  patients 
in  whom  the  tumor  at  operation  was  found 
to  be  localized,  the  five-year  survival  was  43 
per  cent,  as  compared  with  9 per  cent  for 
those  with  lymph  node  involvement. 

In  gastric  cancer,  as  indeed  in  all  cancer, 
there  are  phenomenal  differences  in  the  rate 
of  growth.  Some  malignant  neoplasms  are  so 
slow  in  their  evolution  that  they  are  almost 
benign  tumors;  others  are  acute,  rapidly 
spreading,  explosive  invasions  of  the  body 
with  cancer  cells.  The  morphologic  differ- 
ences in  these  lesions  have  been  studied  care- 
fully, but  the  explanation  of  the  variation  is 
not  apparent.  As  MacDonald  and  Kotin  have 
phrased  it:  “Biologic  predeterminism,  rather 
than  the  time  or  type  of  surgical  treatment, 
governs  (the)  end  results  in  gastric  carci- 
noma.” The  basic  factors  in  “biologic  prede- 
terminism” are  almost  completely  unknown. 


Summary 

I have  endeavored  to  present  a few  of  the 
puzzling  facets  of  the  incidence  of  gastric 
cancer.  The  diagnostic  problems  are  not 
great,  provided  the  necessary  facilities  are 
available  and  the  patients  are  willing  to  en- 
dure the  time  consuming  and  uncomfortable 
procedures  required.  The  over-all  accuracy 
of  these  procedures  is  high.  Surgical  removal 
of  the  tumor  provides  the  only  effective 
therapy;  its  success  depends  largely  upon  the 
type  of  cancer  present.  If  the  lesion  is  local- 
ized, approximately  half  of  the  patients  will 
survive  partial  resection  of  the  stomach  five 
years  or  longer.  Unfortunately,  the  over-all 
five-year  survival  rate  is  still  under  10  per 
cent.  Our  best  hope  for  the  future  seems  to 
lie  in  some  nonsurgical  method  to  kill  can- 
cer cells,  but  thus  far  there  is  nothing  to 
suggest  how  or  when  such  a therapy  v/ill  be 
found  for  gastric  cancer.  • 


Uterine  prolapse 
in  the  young  nulliparous  female* 

A possible  contributing  factor 

Donald  W.  deCarle,  M.D.,  San  Francisco,  California 


Two  case  reports  illustrate  the  fact 
that  the  anthropoid  pelvis  may  be 
a causative  factor  in  uterine  prolapse. 


In  1947,  H.  O.  Jones,  of  Chicago,  presented  a 
comprehensive  discussion  on  the  subject  of 
uterine  prolapse.  In  it,  he  dealt  primarily 
with  the  multiple  problems  associated  with 
uterine  prolapse  in  general  but  emphasized 
those  related  to  such  a complication  in  the 
young  nulliparous  woman.  In  order  to  stress 
the  latter,  he  presented  the  case  history  of 

♦Presented  before  the  Ogden  Surgical  Society  meeting,  May 
20,  1959. 
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a young  musical  comedy  star  who  did  acro- 
batic dancing.  A part  of  the  dance  consisted 
of  being  tossed  over  a high  wall  near  the 
back  of  the  stage.  During  one  of  these  partic- 
ularly strenuous  dances,  she  was  suddenly 
conscious  of  something  protruding  from  her 
vaginal  orifice.  On  examination,  this  proved 
to  be  a completely  prolapsed  uterus. 

According  to  Jones,  the  immediate  cause 
of  this  condition  was  the  trauma  resulting 
from  being  repeatedly  tossed  over  the  wall. 
The  imponderables  in  this  case,  in  his  opinion, 
however,  were  the  factors  which  allowed  a 
procidentia  to  occur  in  this  particular  young 
lady.  What  was  equally  disturbing  was  the 
selection  of  an  appropriate  operative  pro- 
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cedure  which  would  satisfactorily  replace 
this  young  lady’s  uterus  so  that  she  might 
resume  her  work  with  a minimum  loss  of 
time.  Still  more  important  was  the  selection 
of  a procedure  which  would  in  no  way  inter- 
fere with  normal  intercourse  or  a succeeding 
pregnancy. 

Difficulties  surrounding  this  problem  and 
the  high  percentage  of  indifferent  operative 
results  in  patients  with  this  complication 
were,  in  the  opinion  of  this  operator,  due  to 
failure  in  finding  and  properly  evaluating 
all  the  initiating  factors  relating  to  prolapsus 
uteri. 

Investigation 

Impressed  by  the  work  of  this  author  and 
because  of  the  general  failure  to  improve  the 
treatment  of  these  patients  in  a substantial 
number  of  those  operated,  further  investiga- 
tion was  deemed  justified.  No  actual  effort 
to  invade  this  highly  controversial  field  was 
made,  however,  until  some  five  years  ago. 

It  was  the  original  intent  of  this  investi- 
gation to  discover  a more  intelligent  ap- 
proach, if  possible,  to  the  problem  of  treat- 
ment in  an  effort  to  increase  the  number  of 
patients  with  uterine  prolapse  who  could  be 
successfully  operated.  As  a means  of  accom- 
plishing this  end,  it  was  thought  advisable 
first  to  review  and  wherever  possible  to  re- 
evaluate all  factors  known  to  date  which 
could  contribute  in  any  way  to  this  condition, 
especially  in  the  young  nulliparous  female. 
In  the  second  place,  it  was  felt  equally  es- 
sential to  search  for  any  further  etiologic 
agents  which  could  conceivably  have  been 
previously  overlooked. 

With  these  objectives  in  view  and  on  con- 
sideration of  the  first  of  these  problems 
through  a cursory  review  of  the  voluminous 
literature  relative  to  all  and  sundry  phases 
of  the  subject,  one  is  impressed  with  the  lack 
of  unanimity  of  opinions  both  as  to  the  un- 
derlying anatomic  as  well  as  to  the  causative 
factors  of  uterine  prolapse. 

It  was  only  at  the  end  of  the  last  century 
that  the  contro-^ersy  in  regard  to  the  various 
pelvic  structures  relative  to  the  etiology  of 
uterine  prolapse  was  supposedly  definitely 
settled.  This  was  accomplished  mainly 
through  the  efforts  of  two  investigators  in 
the  field,  namely  Watkins  and  Wertheim.  It 
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was  their  opinion  that  the  only  tissue  struc- 
tures believed  to  be  of  any  marked  value  in 
relation  to  support  of  the  pelvic  organs, 
namely  fascial  formations  and  the  pelvic 
musculature,  were  of  equal  importance. 

Uterine  ligaments 

Since  that  time,  however,  the  entire  sub- 
ject of  anatomy  and  tissue  structure  as  it 
relates  to  uterine  prolapse  has  again  become 
controversial.  As  an  example,  the  relative 
value  of  the  so-called  ligaments  and  other 
fascial  structures  has  again  been  challenged. 
Their  importance  to  pelvic  support,  accord- 
ing to  certain  of  the  authors,  has  been  erro- 
neously based  upon  three  concepts.  The  first 
of  these  maintained  the  existence  of  sheath- 
like condensations  around  the  various  pelvic 
organs.  According  to  the  investigations,  chief- 
ly of  Bell,  Goff,  Koster,  Lisa,  Ricci,  Thom 
and  Kron,  these  condensations  are  not  to  be 
found.  As  to  the  second  of  these  concepts, 
Koster,  Goff  and  Berglas,  and  Rubin,  among 
others,  contend  they  have  satisfactorily 
proved  that  the  so-called  ligaments  of  the 
pelvis  do  not  contain  similarly  described  con- 
centrations of  connective  tissue.  Finally,  this 
same  group  of  investigators  state  that  the 
last  of  these  concepts  which  maintained  the 
fixation  of  the  fascial  connective  tissue  to 
the  boney  pelvic  walls  has,  in  their  opinion, 
never  been  satisfactorily  proved. 

Still  another  example  is  the  result  of  the 
work  of  Berglas  and  Rubin.  By  an  x-ray 
procedure  known  to  them  as  myography, 
they  believe  that  they  have  shown  conclu- 
sively the  greater  importance  of  the  musculo- 
pelvic  floor.  This,  in  their  opinion,  is  particu- 
larly true  of  the  levator  muscles  referred  to 
by  them  as  the  levator  plate.  It  is  their  con- 
tention that  potential  prolapse  depends  pri- 
marily upon  any  change  in  the  so-called 
normal  anatomic  relationship  between  the 
uterus  and  this  levator  plate. 

Finally,  as  early  as  1917,  attention  was 
first  diverted  by  Finley  from  the  fascial  and 
muscular  structures  as  the  exclusive  sources 
of  factors  contributing  to  procidentia.  Since 
then,  it  has  become  a more  or  less  generally 
accepted  opinion  that  prolapse,  especially  in 
the  nulliparous  woman,  can  also  be  associated 
with  various  boney  deficiencies  of  the  pelvis 
and  especially  those  of  the  lower  lumbar 
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and/or  the  upper  sacral  spine.  These  may 
include  all  lesions  from  the  mildest,  such  as 
spina  bifida  occulta  and  meningocele,  to  the 
more  severe,  associated  with  extrophy  of  the 
bladder. 

Other  structures 

Thus,  to  date,  it  would  seem  that  all  sup- 
portive structures,  namely  muscular,  fascial, 
and  boney,  are  all  involved  in  varying  de- 
grees in  the  mechanism  contributing  to  the 
failure  of  adequate  support  of  the  pelvic 
organs. 

What  is  even  more  essential  to  the  solu- 
tion of  this  problem  is  the  recognition  and 
proper  evaluation  of  all  factors  and  forces 
which  have  sufficiently  modified  these  same 
tissue  structures  to  the  point  that  they  no 
longer  give  proper  support  to  the  pelvic  or- 
gans in  general  and  the  uterus  in  particular. 
As  recently  as  1955,  Stearns,  among  the  va- 
rious workers  in  this  field,  stated  that  there 
were  multiple  agents  of  equal  importance 
involved  as  causes  of  this  condition.  The 
three  most  common,  in  his  opinion,  were, 
first,  constitutionally  inadequate  supporting 
tissue;  second,  age  with  its  attending  trophic 
changes;  and  third,  trauma,  especially  that 
of  labor.  To  these  Jacobi  adds  still  a fourth, 
namely  nutritional  deficiencies. 

Constitutional  predisposition 

As  opposed  to  the  opinion  of  these  two, 
as  well  as  that  of  many  other  investigators 
in  this  field,  von  Graff  believes  there  is  only 
one  single,  underlying  causative  factor  in 
the  etiology  of  uterine  prolapse.  In  the  dis- 
cussion of  this  subject,  published  in  1933,  he 
states  that  procidentia,  whenever  it  occurs, 
depends  primarily  on  what  he  calls  “indi- 
vidual constitutional  disposition.”  This  he 
qualifies  as  a functional  inefficiency  of  the 
mesodermal  structures  whose  inherent  “con- 
stitution” is  “definitely  determined  for  each 
individual  at  the  moment  of  fusion  of  her 
parental  germinal  cells.”  This,  in  other  words, 
accounts  for  the  marked  variation  in  be- 
havior in  different  individuals  in  the  pres- 
ence of  the  same  identical  physiologic  event. 
For  example,  von  Graff  points  to  the  recog- 
nized fact  that,  as  opposed  to  the  nulliparous 
woman  with  procidentia,  there  are  numerous 
women  who  may  have  had  up  to  10  or  even 


more  deliveries  with  no  evidence  of  uterine 
descensus. 

According  to  this  theory  of  von  Graff,  all 
other  causative  factors  as  cited  by  Stearns, 
Jacobi  and  others,  such  as  trauma,  age,  and 
nutritional  deficiencies,  are  initiating  agents 
only  of  uterine  prolapse.  They  favor  the  de- 
velopment of  descensus  exclusively  in  those 
individuals  who  possess  such  functional  in- 
efficiency of  the  mesodermal  structures. 

Based  upon  this  reasoning,  von  Graff  di- 
vides all  women  with  uterine  prolapse  into 
four  main  groups  according  to  age  and  to 
intensity  of  this  deficiency.  The  first  of  these 
groups  and  the  one  of  primary  interest  in 
this  discussion  includes  virgins  and  all  other 
nulliparous  women  with  prolapse.  Among 
these,  he  recognizes  certain  stigma  as  evi- 
dence of  mesodermal  inefficiency.  They  in- 
clude spina  bifida  occulta  along  with  dis- 
placements of  the  uterus,  and  various  mani- 
festations of  enteroptosis.  Also  included  in 
this  group  are  certain  structural  types  iden- 
tified by  him. 

Of  all  the  theories  offered  to  date  as  to 
the  factors  underlying  uterine  prolapse,  that 
of  von  Graff,  based  upon  congenital  inade- 
quacy, would  seem  to  offer  the  most  logical 
explanation  of  this  condition,  especially  as 
applied  to  the  nulliparous  female. 

As  previously  stated,  it  became  the  second 
objective  of  this  investigation  to  search  for 
any  other  contributory  agents  which  might 
possibly  have  been  previously  overlooked.  It 
was  hoped  by  this  means  also  to  discover 
further  evidence  which  might  be  found  help- 
ful in  either  proving  or  disproving  von  Graff’s 
theory  of  mesodermal  incompetence.  This 
study,  as  will  become  apparent,  is  still  in  its 
incipiency.  It  must,  therefore,  be  considered 
in  the  nature  of  a preliminary  report  only. 

Although  as  a result  of  Finley’s  discovery, 
x-ray  of  the  lower  spine  had  become  an 
established  procedure  in  the  routine  study 
of  uterine  prolapse,  especially  in  the  nulli- 
parous woman,  a comparative  few  had  been 
shown  to  have  any  evidence  of  boney  defec- 
tion of  this  type.  It  was  decided,  therefore, 
to  study  the  boney  structure  of  the  pelvis  in 
its  entirety. 

The  initial  investigation  was  a complete 
x-ray  study  of  the  boney  pelves  of  two 
patients  who  presented  unusual  problems. 


46 


Rocky  Mountain  Medical  Journal 


Their  case  histories  are  herewith  given  in 
detail. 

CASE  REPORTS 

Case  1:  Miss  M.  A.,  a nulliparous  young  woman 
aged  29,  was  first  seen  because  of  pelvic  discom- 
fort. Physical  examination  was  essentially  nega- 
tive, except  that  the  patient  herself  presented  a 
picture  of  a female  with  general  boney  structure 
definitely  larger  than  average.  Examination  of 
the  pelvis  showed  an  ovarian  cyst  with  a freely 
movable  3°  retroversion  of  the  fundus  and  gen- 
eral pelvic  relaxation.  After  a period  of  observa- 
tion of  some  18  months,  surgery  was  decided  upon 
because  of  enlargement  of  the  cyst  with  symptoms 
suggestive  of  torsion  of  the  pedicle.  Unfortunately, 
because  of  the  pelvic  symptoms,  uterine  suspen- 
sion was  attempted  at  the  time  of  surgery.  It  was 
noted  that  the  pelvis  was  unusually  large  with 
extra  long,  rudimentary  sacro-uterine  ligaments. 
Imbrication  of  the  latter  was  done,  however,  along 
with  a modified  Gilliam  suspension.  Within  two 
months  of  the  operation,  all  pelvic  symptoms  had 
returned.  A recurrence  of  the  retroversion  with 
evidence  of  marked  descensus  was  found.  X-ray 
at  this  time  showed  no  occult  spina  bifida.  Study 
of  the  pelvis  itself,  however,  showed  a large 
anthropoid  type  of  pelvis.  A subsequent  Man- 
chester type  of  procedure  with  amputation  of  a 
markedly  elongated  cervix  was  carried  out.  All 
symptoms  and  findings  again  returned  within  a 
few  months  after  this  second  operation. 

Case  2:  Mrs.  A.  J.,  a nulliparous  married 
woman,  when  first  seen  at  the  age  of  26,  com- 
plained of  some  vaginal  discomfort.  A markedly 
elongated  cervix  with  a freely  movable  retro- 
verted  uterus  with  some  evidence  of  prolapse  was 
found  on  vaginal  examination.  This  patient  con- 
ceived shortly  thereafter  and  delivered  at  term 
without  difficulty.  Although  the  cervix  was  found 
to  protrude  and  descensus  was  more  marked,  sur- 
gery was  deferred.  Following  a second  term  preg- 
nancy, when  the  prolapse  was  increased  and  be- 
cause of  an  active  chest  lesion  which  precluded 
more  pregnancies,  a vaginal  hysterectomy  was 
done.  The  patient  was  then  31  years  of  age.  X-ray 
of  this  pelvis  also  showed  a type  of  pelvis  similar 
to  that  found  in  the  first  patient.  (Her  rather 
large  skeletal  structure,  known  to  Caldwell  and 
his  group  as  the  anthropoid  type,  was  also  noted 
at  this  time.) 

Following  the  x-ray  study  of  these  two 
patients,  it  was  decided  to  investigate  all 
nulliparous  patients  seen  by  us  with  uterine 
prolapse,  of  39  years  or  younger,  and  all 
others  whose  history  of  the  onset  of  this  com- 
plication preceded  this  age.  This  study  con- 
sisted primarily  of  pelvic  x-ray  whenever 
possible,  otherwise  in  clinical  examination 
of  the  pelvis  in  general  and  the  boney  pelvis 
in  particular. 


The  case  histories  of  all  nulliparous  wom- 
en treated  for  uterine  prolapse  in  the  past 
10  years  at  Children’s  Hospital  were  also 
studied.  There  were  some  53  in  all,  out  of 
which  only  10  were  of  39  years  or  younger. 
Since  then,  studies  of  two  more  patients 
have  been  added. 

To  date,  seven  patients  by  x-ray  and  prob- 
ably two  more  out  of  the  14,  were  found  to 
present  evidence  of  the  existence  of  the 
anthropoid  pelvis.  This  pelvis,  with  its  un- 
usually large  inlet,  especially  the  antero- 
posterior dimensions  and  the  presence  of  the 
straight  sacrum,  suggests  definite  inherent 
weakness  of  the  pelvic  sling.  Members  of  the 
x-ray  department  at  Children’s  Hospital  fre- 
quently refer  to  the  woman  with  this  type 
of  pelvis  as  “Fanny  Open  Bottom.”  Recogni- 
tion of  women  with  such  a type  of  pelvis, 
even  in  the  absence  of  an  x-ray,  is  possible. 
The  true  anthropoid  type  of  female,  as  de- 
scribed by  Caldwell  and  Malloy,  is  usually 
taller  than  average  but  may  at  times  have 
short  legs  with  a proportionally  large  torso. 

Discussion 

The  question  naturally  arises  as  to  the 
relative  value  of  such  a study  to  the  over-all 
solution  of  the  problem  of  uterine  prolapse 
in  general  and  in  the  young  nullipara  in  par- 
ticular. One  can  only  say  that  the  larger  size 
and  greater  depth  of  the  pelvis  associated 
with  uterine  prolapse  has  been  previously 
noted  at  various  times  in  the  literature.  How- 
ever, to  our  knowledge,  no  attempt  has  been 
made  thus  far  to  establish  any  particular 
type  of  pelvis  as  predominant  in  these  women 
prone  to  prolapse.  In  view  of  our  findings,  so 
far,  however,  the  possibility  that  one  type 
in  particular,  as  opposed  to  all  others,  strong- 
ly suggests  itself.  This  particular  pelvis  is 
referred  to  by  Caldwell  and  Malloy  as  the 
anthropoid  pelvis;  Murphy  as  “infantile  pel- 
vis,” and  previously  by  Baudoloque  as  the 
“assimilation  pelvis.”  All  imply  faulty  de- 
velopment; all  imply  faulty  mesodermal 
structure,  as  suggested  by  von  Graff. 

In  consideration  of  any  clinical  signifi- 
cance of  such  a finding,  it  should  be  noted 
that  treatment  of  any  complication  of  this 
kind  can  be  divided  into  (1)  preventive,  (2) 
conservative,  and  (3)  definitive. 

Regarding  the  question  of  preventive 
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treatment  in  gynecology  in  general,  Schuman 
in  a recent  talk  stated  that  “in  gynecology, 
we  are  still  entirely  too  surgically  minded. 
We  can  cure  disease  rather  than  attempt  to 
prevent  it.”  He  then  concludes,  “I  believe 
that  it  may  be  said  that  should  the  gynecolo- 
gist devote  himself  with  great  assiduity  to  the 
prevention  of  the  occurence  of  lesions  of  the 
pelvic  organs,  his  work  will  be  crowned  with 
success.” 

Preventive  treatment 

Thus,  the  preventive  forms  of  treatment 
in  this,  as  in  any  other  gynecologic  condition, 
should  assume  a new  importance.  It  is  diffi- 
cult, however,  with  our  present  knowledge, 
to  find  any  application  of  this  or  any  other 
positive  finding  of  any  specific  value  in  the 
preventive  treatment  of  uterine  prolapse  in 
the  nulliparous  woman.  However,  in  our 
opinion,  it  does  have  a definite  applica- 
tion in  preventive  treatment  of  this  condi- 
tion in  general,  especially  in  the  field  of  ob- 
stetrics. It  is  particularly  within  the  province 
of  the  obstetrician  to  choose  those  methods 
of  procedure  in  delivery  which  are  least 
likely  to  further  weaken  supportive  struc- 
tures which  are  already  inherently  defective. 
This  applies  to  any  pelvis  in  which  an  ex- 
trophy of  the  bladder  has  occurred  with  its 
associated  boney  defects.  It  also  applies  to 
any  pelvis  with  other  associated  boney  de- 
fects such  as  meningocele,  spina  bifida,  or 
spina  bifida  occulta.  Finally,  in  our  opinion, 
it  also  applies  to  patients  in  whom  an  anthro- 
poid type  of  pelvis  may  be  found. 

Surgical  treatment 

Because  it  is  of  little  value  to  any  group 
primarily  interested  in  surgery,  the  second 
or  conservative  forms  of  treatment  will  not 
be  considered  here.  The  question  finally 
arises  as  to  any  importance  such  an  investi- 
gation might  have  in  the  definitive  or  surgi- 
cal treatment  of  uterine  prolapse.  Until  that 
day  which  Schuman  visualizes  when  and  if 
all  such  gynecologic  complications  can  be 
entirely  prevented,  surgery  must  play  an 
important  role  in  their  correction.  Thus,  for 


an  indefinite  period  of  time  to  come,  any 
factors  found  which  could  be  of  added  help 
in  approaching  the  problem  of  prolapse, 
especially  in  the  young  nulliparous  woman, 
can  be  of  distant  importance. 

To  be  of  value  in  this  latter  group,  how- 
ever, any  operative  procedure  must  return 
the  uterus  to  its  normal  position.  It  must  not 
interfere  with  normal  intercourse.  Even  more 
important,  it  must  in  no  way  handicap  or 
prevent  a succeeding  pregnancy,  should  that 
occur. 

This  eliminates  a vast  majority  of  the  300 
or  more  surgical  procedures  described  in  the 
past  in  the  treatment  of  uterine  prolapse. 
Assuming  the  large  anthropoid  pelvis  to  be 
present  in  at  least  a definite  percentage  of 
these  patients,  the  presence  of  the  elongated 
sling  and  the  resulting  rudimentary  sacro- 
uterine and  round  ligaments  could  conceiv- 
ably account  for  failure  in  certain  of  these 
procedures.  This  is  especially  true  of  those 
which  depend  upon  these  same  ligaments. 

It  was  not  until  1914  that  the  work  of 
Fothergill,  along  with  that  of  Donald  in  Man- 
chester, dispelled  the  theory  that  a cure  for 
uterine  prolapse  could  only  be  accomplished 
by  narrowing  the  vagina.  This  followed 
closely  upon  the  discovery  of  Machenrodt  of 
the  ligaments  which  bear  his  name.  It  is 
utilization  of  these  ligaments  which  forms 
the  basis  for  the  Manchester  of  Donald- 
Fothergill-Shaw  operation,  described  at  that 
time. 

It  would  seem  that  the  very  fact  that  this 
same  operation  has  survived  even  to  the 
present  proves  it  to  be  the  one  procedure 
which  has  best  corrected  uterine  prolapse 
in  the  largest  number  of  nulliparous  patients 
to  date.  However,  this  fact  combined  with 
the  substantial  percentage  of  failures  in  the 
operative  treatment  of  this  condition,  even 
in  the  most  capable  hands,  would  definitely 
imply  that  there  are  other  factors  which  con- 
tribute to  the  cause  of  procidentia  uteri 
which  as  yet  remain  undetected.  Until  that 
time  when  they  are  discovered  and  properly 
evaluated,  such  an  investigation  as  is  here- 
with presented  would  seem  to  be  definitely 
justified.  • 
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by  five  of  the  leading  contraceptive  products  currently 
available  . . thus  provides  the  extra  margin  of 
assurance  in  conception  control.  The  accelerated 
action  of  Lanesta  Gel  — it  kills  sperm  in  minutes  in- 
stead of  hours  — may  well  mean  the  difference 
between  success  and  failure. 

* Berberian,  D.  A.,  and  Slighter,  R.  G.:  J.A.M.A.  168:2237 
(Dec.  27)  1958. 

In  Lanesta  Gel  7 -chloro-4-indanol,  a new,  effective, 
nonirritating,  nonallergenic  spermicide  produces  im- 
mediate immobilization  of  spermatozoa  in  dilution 
of  up  to  1:4,000.  Spermicidal  action  is  greatly  accel- 


erated by  the  addition  of  10%  NaCi  in  ionic  form. 
Ricinoleic  acid  facilitates  the  rapid  inactivation  and 
immobilization  of  spermatozoa  and  sodium  lauryl 
sulfate  acts  as  a dispersing  agent  and  spermicidal 
detergent. 

Lanesta  Gel  with  a diaphragm  provides  one  of  the 
most  effective  means  of  conception  control. 
However,  whether  used  with  or  without  a 
diaphragm,  the  patient  and  you,  doctor,  can 
be  certain  that  Lanesta  Gel  provides  faster 
spermicidal  action  — plus  essential  diffusion 
and  retention  of  the  spermicidal  agents  in 
a position  where  they  can  act  upon  the 
spermatozoa. 


Supplied:  Lanesta  Exquiset  . . . with  diaphragm  of  prescribed  size  and  type;  universal  introducer; 
Lanesta  Gel,  3 oz.  tube,  with  easy  clean  applicator,  in  an  attractive  purse.  Lanesta  Gel,  3 oz.  tube  with 
applicator;  3 oz.  refill  tube  — available  at  all  pharmacies. 

Manufactured  by  Esta  Medical  Laboratories,  Inc.,  Alliance,  Ohio  Distributed  by  George  A.  Breon  & Co.,  New  York  18,  N.  Y. 


A product 
of  Lanteen® 
research. 


56 


Rocky  Mountain  Medical  Journal 


©ECLOMYCIN  notes: 


Demethylchlortetracycline  Lederte 

pathogen 

sensitivity 


In  addition  to  the  expected  broad- 
spectrum  range  of  effectiveness, 
Declomycin  has  demonstrated  ac- 
tivity against  strains  of  Pseudomo- 
nas, Proteus  and  ^ aerogenes  * un- 


responsive 

refractory 

antibiotics. 


I.  Finland,  M.;  Hirsch,  H.  A.,  and  Kunin,  C. 
M.;  Read  at  Seventh  Annual  Antibiotics  Sym- 
posium, Washington,  D.  C.,  November  5, 
1959.  2.  Hirsch,  H.  A.;  Kunin,  C.  M.,  and 
Finland,  M.:  Munchen.  med.  Wchnschr.  To  be 
published.  3.  Roberts,  M.  S.;  Seneca,  H.,  and 
Lattimer,  J.  K.:  Read  at  Seventh  Annual 
Antibiotics  Symposium,  Washington,  D.  C., 
November  5,  1959.  4.  Vineyard,  J.  P.;  Hogan, 

J. ,  and  Sanford,  J.  P.:  Ibid. 

Capsules,  150  mg.  — Pediatric  Drops,  60 
mg./cc.  — New  Syrup,  cherry-flavored,  75 
mg.,  5 cc.  tsp.,  in  2 fl.  oz.  bottie  — 3-6  mg. 
per  lb.  daily  in  four  divided  doses. 


or  highly 


to  other 


■ 


1 
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GREATER  ACTIVITY. ..  FAR  LESS  ANTIBIOTIC  ...  SUSTAINED-PEAK  CONTROL  ...  "EXTRA-DAY”  PROTECTION  AGAINST  RELAPSE 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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14th  Annual 
Rocky  Mountain 

No  Registration  Fee 

Approved  for  10  Hours  A.A.G.P.  Category  I Credit 

Tuesday,  July  19 

Afternoon 

2:00-5:00 — Registration 


PROGRAM 


Wednesday,  July  20 

Morning 

8 :00-4 :00 — Registration 

J.  Robert  Spencer,  M.D.,  Denver,  Chairman  of 
Conference 

9:00 — Addresses  of  Welcome 

Cyrus  W.  Anderson,  M.D.,  Denver,  President-elect, 
Colorado  State  Medical  Society 

Canning  E.  Likes,  M.D.,  Lamar,  President, 
Colorado  Division,  American  Cancer  Society,  Inc. 

Greetings  from  the  American  Cancer  Society,  Inc. 
Warren  H.  Cole,  M.D.,  Chicago,  President, 
American  Cancer  Society,  Inc. 

Symposium:  Skin  Cancer — Recognition  and  Treat- 
ment 

Moderator,  Osgoode  S.  Philpott,  M.D.,  Denver 

Participants:  R.  Lee  Clark,  Jr.,  M.D.,  Surgeon; 
A.  James  French,  M.D.,  Pathologist;  Roy  L.  Kile, 
M.D.,  Dermatologist;  Wendell  G.  Scott,  M.D., 
Radiologist. 

Question  and  answer  period 

12:00  Noon — Round  Table  Luncheon 
Presiding,  A.  E.  Lubchenco,  M.D.,  Denver 

Afternoon 

Presiding,  Valentin  E.  Wohlauer,  M.D.,  Brush 

2:00 — “Benign  and  Malignant  Tumors  of  Tracheo- 
bronchial Tree,”  H.  W.  Schmidt,  M.D.,  Rochester, 
Minn. 


QcufUJiJi. 

Conference 


2:30 — “Peculiarities  of  Skin  Cancer,”  Roy  L.  Kile, 
M.D.,  Cincinnati,  Ohio 

3:00 — “Newer  Concepts  of  Gastric  Ulcer  and  Can- 
cer,” Wendell  G.  Scott,  M.D.,  St.  Louis,  Mo. 

3:30 — “Benign  Tumors  of  the  Esophagus,”  H.  W. 
Schmidt,  M.D.,  Rochester,  Minn. 

Evening 

Presiding,  Banning  E.  Likes,  M.D.,  Lamar 
6:30 — Cocktail  Hour 
7 :30 — Dinner 

Presentation  of  Awards,  N.  Paul  Isbell,  M.D., 
Denver 

Speaker,  Hon.  Jennings  Randolph,  United  States 
Senator,  West  Virginia,  “Take  Time  for  Laughter.” 

Thursday , July  21 

Morning 

8:00-12:00  noon — Registration 

Presiding,  J.  Robert  Spencer,  M.D.,  Denver 

9:00 — Greetings  from  the  American  Medical  Asso- 
ciation 

E.  Vincent  Askey,  M.D.,  Los  Angeles,  President, 
American  Medical  Association 

Symposium:  Thyroid  Lumps 

Moderator,  Kenneth  C.  Sawyer,  M.D.,  Denver 

Participants:  R.  Lee  Clark,  Jr.,  M.D.,  Surgeon;  A. 
James  French,  M.D.,  Pathologist;  Wendell  G.  Scott, 
M.D.,  Radiologist;  Willard  P.  VanderLaan,  M.D., 
Internist. 

Question  and  answer  period 

12:00  Noon — Round  Table  Luncheon 
Presiding,  Ervin  A.  Hinds,  M.D.,  Denver 

Afternoon 

Presiding,  William  A.  H.  Rettberg,  M.D.,  Denver 

2:00 — “Salivary  Gland  Tumors,”  A.  James  French, 
M.D.,  Ann  Arbor,  Mich. 

2:30 — “Economics  of  Cancer  Detection  and  Treat- 
ment,” R.  Lee  Clark,  Jr.,  M.D.,  Houston,  Texas 
3:00 — “A  Critique  of  Adrenalectomy  for  Cancer,” 
W.  P.  VanderLaan,  M.D.,  La  Jolla,  Calif. 

3:30 — “Clinical  Significance  of  Dysphagia,”  H.  W. 
Schmidt,  M.D.,  Rochester,  Minn. 

Adjourn 
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Denver,  July  20-21 


^unt^uet 


Headquarters  Hotel  for  the  Conference  is  the 
Denver  Hilton.  A block  of  rooms  has  been  re- 
served for  physicians  and  their  families.  To 
make  your  reservation,  write  to  the  Denver 
Hilton,  Denver  2,  Colo. 


’peUi 


ters 


Hon.  Jennings  Randolph, 
United  States  Senator, 
West  Virginia 


E.  Vincent  Askey,  M.D. 

Los  Angeles,  President, 
American  Medical  Association 


R.  Lee  Clark,  Jr.,  M.D. 

Surgeon,  Houston,  Director  and 
Surgeon-in-Chief, 

University  of  Texas 
M.D.  Anderson  Hospital  & 
Tumor  Institute 


Warren  H.  Cole,  M.D. 

Chicago,  President, 

American  Cancer  Society,  Inc. 


A.  James  French,  M.D. 
Pathologist,  Ann  Arbor, 
University  of  Michigan, 
Chairman, 

Department  of  Pathology 


Roy  L.  Kile,  M.D. 
Dermatologist,  Associate 
Professor  of  Dermatology, 
University  of  Cincinnati 
College  of  Medicine 


H.  W.  Schmidt,  M.D., 
Internist,  Rochester, 

Head,  Section  of  Medicine, 
Mayo  Clinic 


Wendell  G.  Scott,  M.D., 
Radiologist,  St.  Louis, 

Professor  of  Clinical  Radiology, 
Washington  University 


Willard  P.  VanderLaan,  M.D. 
Internist,  La  Jolla,  Head, 
Department  of  Endocrinology, 
Scripps  Clinic  and  Research 
Foundation 
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Obituary 

EDWARD  S.  LAUZER 

Dr.  Edward  S.  Lauzer,  78,  one  of  the  out- 
standing physicians  and  surgeons  in  Rock  Springs 
for  44  years,  died  Sunday,  May  1,  in  the  Sweet- 
water County  Memorial  Hospital. 

Born  January  29,  1882,  in  Hutchinson,  Minne- 
sota, Dr.  Lauzer  came  to  Rock  Springs  in  1905 
as  physician  for  the  Union  Pacific  Coal  Company 
and  Union  Pacific  Railroad.  He  later  went  into 
private  practice. 

Dr.  Lauzer  also  served  several  terms  as  mayor 
of  Rock  Springs. 

After  his  retirement  in  1946,  Dr.  Lauzer  did 
cancer  research  in  California  and  then  moved  to 
Cora  to  the  C and  L Bar  Ranch  where  he  lived 
until  the  time  of  his  death. 

He  is  survived  by  a stepdaughter,  Mrs.  Thomas 
Kitchen,  and  a grandson,  Thomas  Kitchen,  both 
of  Cora. 


Obituaries 

Lakewood  loses  one  of  its  best 

George  E.  Mason,  M.D.,  died  on  May  7,  1960, 
in  Colorado  General  Hospital.  Dr.  Mason  was  born 
in  Sandoval,  Illinois,  on  March  20,  1905,  and  was 
a graduate  of  St.  Louis  University  Medical  School 
in  1931.  He  settled  in  Evergreen,  Colorado,  in  1933 
and  received  his  Colorado  license  the  same  year. 
In  1946  he  moved  to  Lakewood  where  he  practiced 
medicine  until  this  year.  He  was  a member  of  the 
Clear  Creek  Valley  Medical  Society,  as  well  as  the 
Colorado  State  Medical  Society. 

Dr.  Mason  was  a World  War  II  veteran  and 
was  active  in  the  Veterans  of  Foreign  Wars  and 
the  American  Legion.  St.  Anthony’s  Hospital  was 
where  he  practiced  and  he  served  on  many  im- 
portant committees  at  that  hospital.  Surviving  the 


doctor  are  his  wife,  two  daughters,  a son  and 
his  mother. 

Death  ends  50-year  work 

Royal  Haughlelin  Finney  died  in  Pueblo  on 
January  25,  1960.  Dr.  Finney  was  born  in  1883  in 
Indiana  Territory  and  moved  to  La  Junta,  Colo- 
rado, with  his  parents  as  a small  boy,  his  father 
being  chief  surgeon  for  the  Santa  Fe  Railway  at 
La  Junta  for  many  years.  Dr.  Finney  graduated 
from  Harvard  University  Medical  School  in  1910 
and  was  licensed  to  practice  in  Colorado  in  the 
same  year.  He  settled  in  Pueblo  and  had  practiced 
in  that  city  since  that  time. 

Dr.  Finney  was  cited  at  the  Annual  Staff  Din- 
ner for  his  50th  year  of  affiliation  with  St.  Mary- 
Corwin  Hospital.  In  1950  he  became  a life  emeri- 
tus member  of  the  Colorado  State  Medical  Society. 

Survivors  include  his  widow,  two  sons  and  a 
sister.  One  of  his  sons,  Dr.  R.  Milton  Finney,  prac- 
tices in  Houston,  Texas. 


Mary  Swift  Memorial  Lecture 

September  3 — this  is  the  date  of  the  next  Mary 
Swift  Memorial  Lecture.  Dr.  John  A.  Newman, 
Secretary  of  the  Mary  Swift  Memorial  Tumor 
Clinic  and  Registry,  Butte,  Montana,  advises  that 
Drs.  John  M.  Waugh  and  Malcolm  Dockerty, 
members  of  the  staff  of  the  Mayo  Foundation  for 
Medical  Education  and  Research,  will  be  guest 
speakers  at  the  Butte  meeting. 


30th  Aimtial  Meeting  of 
Biological  Photographic  Association 

Photographers  and  scientists  interested  in  the 
application  of  new  photographic  technics  and 
equipment  in  the  field  of  biology  will  convene  in 
Salt  Lake  City,  Utah,  this  summer  for  the  30th 
annual  meeting  of  Biological  Photographic  Asso- 
ciation. The  meeting  will  be  held  August  23rd 
through  26th  with  headquarters  at  the  Hotel  Utah 
Motor  Lodge.  For  further  information  please  con- 
tact: Arland  E.  Olson,  Utah  State  University, 
Veterinary  Science  Dept.,  Logan,  Utah. 
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Utah’s  New  Headquarters  Building 


The  Utah  State  Medical  Association  took  its 
rightful  place  in  the  community  last  year  with 
the  completion  of  new  construction  and  remodel- 
ing at  its  building,  42  South  5th  East,  Salt  Lake 
City. 

Also  occupying  the  building  is  the  Salt  Lake 
County  Medical  Society.  The  completely  reno- 
vated structure  provides  adequate  space  for  both 


the  Utah  State  Medical  Association  and  the  Salt 
Lake  County  Medical  Society. 

Also  provided  is  extra  space  for  any  future 
expansion.  Besides  the  auditorium  which  will  ac- 
commodate approximately  100  persons,  the  build- 
ing has  a board  room  for  Council  meetings.  A total 
of  three  meetings  can  be  held  within  the  structure 
concurrently  without  interference. 


Top  left:  View  of  the  executive  offices  showing 
Mr.  Harold  Bowman,  Executive  Secretary.  Top 
right:  Inside  entrance.  Middle  left:  View  of  hall- 
way, showing  filing  system.  Middle  center:  Ex- 
terior view  of  the  new  headquarters  building. 
Middle  right:  Interior  view  showing  a portion  of 


the  auditorium.  Bottom  left:  View  of  the  interior 
of  the  office  showing  Mrs.  Maxcine  Fry,  Miss 
Arlene  Hillman,  and  Miss  Verdene  Arthur.  Bottom 
right:  Council  room  with  seating  capacity  of  18 
plus  overflow  of  10  could  he  seated  in  adjoining 
room. 
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Tenth  Annual  Conference 
Reno  Surgical  Society 

The  Mapes  Hotel 
Reno,  Nevada 
August  18-20,  1960 

Wednesday,  August  17 

Cocktail  Party,  Nevada  Room,  The  Mapes  Hotel 

Thursday,  August  18 

Morning 

Carcinoma  of  the  Mouth — Grantley  W.  Taylor, 
M.D.,  Weston,  Massachusetts 

Management  of  Stress  Incontinence  in  the  Female 
— John  C.  Ullery,  M.D.,  Columbus,  Ohio 
Postoperative  Pain — Proper  Approach  to  Manage- 
ment— John  J.  Bonica,  M.D.,  Tacoma 
Safety  and  Hazards  of  Atomic  Energy — John  H. 
Lawrence,  M.D.,  Berkeley 

Afternoon 

Chemistry  and  Pharmacology  of  Hypovolemic 
Shock — Jonathan  E.  Rhoads,  M.D.,  Philadelphia 
Diagnosis  and  Management  of  Electrolyte  Deple- 
tion States — J.  Max  Rukes,  M.D.,  San  Francisco 
Treatment  of  Pancreatitis — J.  Englebert  Dunphy, 
M.D.,  Portland 

Treatment  of  Fresh  Thoracic  Trauma — Paul  C. 
Samson,  M.D.,  San  Francisco 

Friday,  August  19 

Morning 

Tissue  and  Organ  Transplants — J.  Englebert 
Dunphy,  M.D. 

Esophageal  Hiatus  Hernia — Paul  C.  Samson,  M.D. 
Acute  Renal  Failure — J.  Max  Rukes,  M.D. 


Gross  Pathology,  Diagnosis  and  Clinical  Manage- 
ment of  Ovarian  Enlargements — John  C.  Ullery, 
M.D. 

Preventive  Surgery — The  Calculation  of  the  Risks 
and  Gains — Jonathan  E.  Rhoads,  M.D.,  Panel 
Discussion 

Afternoon 

Regional  Anesthesia  in  Surgical  Practice — John 
J.  Bonica,  M.D. 

Management  of  Lymph  Node  Metastases — Grant- 
ley  W.  Taylor,  M.D. 

Evening 

Barbecue — Dance — Entertainment 

Saturday,  August  20 


Morning  ! 

Panel  Round  Table  Discussion  With  Questions 
From  Attending  Physicians — John  W.  Cline,  M.D., 
San  Francisco,  Moderator 


The  Scientific  Exhibit,  A.M.A. 

Clinical  Meeting,  Washington,  D.  C., 
November  28-December  1,  1960 

Application  forms  for  space  in  the  Scientific 
Exhibit  at  the  Washington,  D.  C.,  Clinical  Meeting 
of  the  American  Medical  Association,  November 
28  to  December  1,  are  now  available.  They  may  be 
procured  by  writing  directly  to  Charles  H.  Bram- 
litt,  M.D.,  Director,  Department  of  Scientific  As- 
sembly, American  Medical  Association,  535  N. 
Dearborn  St.,  Chicago  10,  Illinois.  Applications 
close  on  August  1. 

The  “Hull”  award  will  be  presented  for  the 
first  time  at  this  meeting  to  the  best  exhibit  on  a 
scientific  subject  which  has  not  been  previously 
shown  at  a medical  meeting.  The  award  will  con- 
sist of  a gold  medal  and  an  honorarium  of  $250. 
The  winning  exhibit  will  be  approved  for  showing 
in  the  Scientific  Exhibit  at  the  1961  Annual  Meet- 
ing of  the  A.M.A.  which  will  be  held  in  New 
York  City. 

Dr.  Thomas  G.  Hull  will  personally  present  the 
award  to  the  recipient. 


A loving  tribute  to  a 

Bill  Reinbold,  business  associate  and  friend, 
died  suddenly  Wednesday,  June  22.  He  had  just 
arrived  in  Estes  Park  to  make  a last  minute  check 
on  the  exhibit  area  that  he  was  installing  for  the 
Nuclear  Medicine  Society  meeting. 

Bill,  as  the  owner  and  head  of  the  William 
H.  Reinbold  Decorating  Company,  had  been  the 
retained  decorator  for  Colorado  State  Medical 
Society  meetings  for  a dozen  years.  He  had  gained 
respect  of  the  many  doctors  and  exhibitors  who 
had  the  privilege  of  learning  the  cooperative, 
friendly  enthusiasm  he  demonstrated  in  his  serv- 
ices— not  only  to  the  Colorado  State  Medical  So- 


friend  of  medicine 

ciety  but  a vast  number  of  medical  meetings  in 
Colorado  and  the  other  Rocky  Mountain  states. 

His  rare  qualities  of  dedication,  honesty,  and 
warmth  of  character  lifted  him  above  the  ordinary 
relationship  of  a retained  associate.  He  gave  of  his 
services  liberally,  but  he  gave  much  more  than 
that — no  request  was  too  simple,  nor  too  large  for  ) 
his  immediate  attention.  None  of  us  realizes  fully  < 
how  much  he  did  to  make  our  medical  meetings  I 
successful.  We  shall  learn,  and  we  shall  miss  him.  j[ 
He  will  long  be  remembered,  for  many  of  our  lives  f 
have  been  enriched  for  having  known  and  worked  i 
with  him.  ♦ 
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Data  based  on  pH  measurements  in  11  patients  with  peptic  ulcer' 


At 

the 

site 

of 

peptic 

ulcer 


Following  determination 
of  basal  secretion, 
intragastric  pH  was 
continuously  determined 
by  means  of  frequent 
readings  over  a 
two-hour  period. 


100 


neutralization 
is  much 
faster  and 
twice 
as  long 
with 


120 


Minutes 


Neutralization 
with  new  Creamaiin 


Neutraltzation 
with  standard 
aluminum  hydroxide 


NewnprAI 

yiAl  IM^antacid 

uKtHI 

flHUN  TABLETS 

UBORATORIES 
New  York  18,  N.  Y. 


New  proof  in  vivo'  of  the  much  greater  efficacy  of  new  Creamaiin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  by  an  intragastric  pH  electrode,  showthat  newCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3.5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamaiin  provides  virtually  the  same  effects  as  a liquid 
antacid^  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant-tasting,  new  Creamaiin  antacid 
tablets  will  not  produce  "acid  rebound”  or  alkalosis. 

Each  new  Creamaiin  antacid  tabiet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy- 
droxide gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 

Dosage:  Gastric  hyperacidity  — from  2 to  4 tablets  as  necessary.  Peptic 
ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am. 
Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959. 

for  peptic  ulcera  gastritis*  gastric  hyperacidity 


for  July,  1960 


Proven 

in  over  five  years  of  elinical  use  and 
more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 

Outstandingly  Safe 

• simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 

• no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

• does  not  produce  ataxia,  change  in  appetite  or  libido 

• does  not  produce  depression,  Parkinson-like  symptoms, 
jaundice  or  agranulocytosis 

• does  not  impair  mental  efficiency  or  normal  behavior 
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for 

the 

tense 

and 

nervous 

'patient 


Despite  the  introduction  in  recent  years  of  “new  and  dif- 
ferent” tranquilizers,  Miltown  continues,  quietly  and 
steadfastly,  to  gain  in  acceptance.  Generically  and  under 
the  various  brand  names  by  which  it  is  distributed, 
meprobamate  (Miltown)  is  prescribed  by  the  medical 
profession  more  than  any  other  tranquilizer  in  the  world. 

The  reasons  are  not  hard  to  find.  Miltown  is  a known  drug, 
evaluated  in  more  than  750  published  clinical  reports.  Its 
few  side  effects  have  been  fully  reported;  there  are  no 
surprises  in  store  for  either  the  patient  or  the  physician. 
It  can  be  relied  upon  to  calm  anxiety  and  tension  quickly 
and  predictably. 


i 


Usual  dosage:  One  or  two 
400  mg.  tablets  t.i.d. 

Supplied : 400  mg.  scored  tablets, 
200  mg.  sugar-coated  tablets; 
or  as  MEPROTABS*—  400  mg. 
unmarked,  coated  tablets. 


Miltown 

meprobamate  (Wallace) 

WALLACE  laboratories/  New  Brunswick,  N.  J. 


*TRADE-MARK 


CM.2053 


when  that  early  Monday  morning  telephone 
caU  is  from  a weekend  do-it-yourselfer 

. . and  this  morning,  Doctor,  my  back 
is  so  stiff  and  sore  I can  hardly  move.” 

now. . . there  is  a way  to  prompt,  dependable 
relief  of  back  distress 


the  pain  goes  while  the  muscle  relaxes 


POTENT  — rapid  relief  in  acute  conditions 

SAFE  — for  prolonged  use  in  chronic  conditions 

notable  safety  — extremely  low  toxicity;  no  known 
contraindications;  side  effects  are  rare; 
drowsiness  may  occur,  usually  at  higher  dosages 

rapid  action,  sustained  effect— starts  to  act 
quickly,  relief  lasts  up  to  6 hours 

easy  to  use— usual  adult  dosage  is  one  350  mg. 
tablet  3 times  daily  and  at  bedtime 

supplied  — as  350  mg.,  white,  coated  tablets, 
bottles  of  50;  also  available  for  pediatric  use: 

250  mg.,  orange  capsules,  bottles  of  50 


& 


WALLACE  LABORATORIES,  New  Brunswick,  New  Jersey 


T.M, 


(CARISOPRODOL  WALLACE) 
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CORRESPONDENCE  ; 

" - 

EDITOR’S  NOTE — The  author  of  the  following 
letter  has  understandably  requested  that,  if  pub- 
lished, all  names,  including  his  own,  be  deleted. 
Even  without  the  names,  we  believe  it  will  warm 
many  a heart. 

To  the  Editor: 

Ever  so  often  in  the  daily  course  of  events  one 
encounters  an  individual  conspicuous  by  his  mag- 
nanimity, selflessness,  and  genuine  dedication  to 
duty.  Unfortunately,  such  an  individual  is  becom- 
ing a rarity — even  among  the  medical  profession. 

Because  I have  had  the  privilege  of  knowing 
such  a person  for  the  past  10  years — and  because 
he  is  a member  of  the  medical  profession  in 

I have  been  prompted  to  write 

you  concerning  his  notable  attributes. 

My  subject  is  Dr. I have 

known  Dr. for  nearly  10  years. 

During  that  time  he  has  been  our  family  doctor. 
During  the  time  I have  been  privileged  to  know 

Dr. , I have  been  amazed  at  his 

professional  skill  and  even  more  awed  by  his 


genuine  devotion  to  duty  and  outstanding  kindness. 

As  far  as  myself  and  my  family  are  concerned. 

Dr. is  an  epitome  as  a doctor. 

I have  a chronic  illness  for  which  I need  con- 
tinuous treatment  and  care.  In  our  early  years  of 
marriage,  my  wife  and  I were  in  reasonably  good 
financial  condition  and  were  able  to  pay  our 
doctor  bills  regularly.  With  the  arrival  of  four 
children,  our  responsibilities  became  greater.  With 
increased  responsibilities  came,  suddenly  and  un- 
expectedly, an  unusual  surge  of  illness  to  several 
members  of  the  family.  This  illness  involved  great 
expenditures  for  prescription  drugs,  the  calling  in 
of  specialists,  surgery,  and  long  months  of  hos- 
pitalization for  one  or  more  members  of  the  family. 
We  were  backed  up  against  the  financial  wall  and 
had  serious  difficulty  paying  our  bills,  medical 
and  otherwise. 

All  through  this  troublous  time — a period  of 

nearly  five  years — Dr.  stuck 

by  our  family.  Time  and  time  he  administered 
valuable  care  to  various  members  of  the  family 
when  payment  for  his  services  was  impossible. 
During  this  period  he  was  more  than  just  a family 
physician.  He  was  a true  friend. 

Knowing  our  financial  position,  he  sternly  or- 
dered us  not  to  pay  until  we  could  afford  to  do  so. 
Once  during  this  period  I tried  to  pay  him  some- 
thing for  his  fine  work  and,  when  he  found  out 
that  I had  borrowed  from  a finance  company  to 


3 -way  support 
for  the 

aging  patient... 


ASSISTS  PROTEIN  UPTAKE 
IMPROVES  MENTAL  OUTLOOK 
AIDS  NUTRITIONAL  INTAKE 


Geriatric  Vitamins-Minerals-Hormones-d-Amphetamine  Lederle 


Each  capsule  contains:  Ethinyl  Estradiol  0.01  mg.  • Methyl 
Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin 
A (Acetate)  5,000  U.S.P.  Units  • Vitamin  D 500  U.S.P.  Units  • 
Vitamin  8,2  with  AUTRINIC®  Intrinsic  Factor  Concentrate  1/15 
U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo- 
flavin (Bj)  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HCI  (B.) 
0.5  mg.  • Calcium  Pantothenate  5 mg.  • Folic  Acid  0.4  mg.  • 
Choline  Bitartrate  25  mg.  • Inositol  25  mg.  • Ascorbic  Acid  (C) 


as  Calcium  Ascorbate  50  mg.  • 1-Lysine  Monohydrochloride 
25  mg.  • Vitamin  E (Tocopherol  Acid  Succinate)  10  Int.  Units  • 
Rutin  12.5  mg.  • Ferrous  Fumarate  (Elemental  iron,  10  mg.) 
30.4  mg.  • Iodine  (as  Kl)  0.1  mg.  • Calcium  (as  CaHPda)  35  mg. 
• Phosphorus  (as  CaHP04)  27  mg.  • Fluorine  (as  CaF2)  0.1  mg.  • 
Copper  (as  CuO)  1 mg.  • Potassium  (as  K2SO4)  5 mg.  • Manganese 
(as  Mn02)  1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO) 
1 mg.  • Boron  (as  Na2B407.10H20)  0.1  mg.  Bottles  of  100,  1000. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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do  so,  he  literally  “blew  sky  high”  and  tried  to 
return  the  money.  Now  that  we  are  back  on  our 
feet  a little  bit,  we  are  beginning  to  catch  up, 
although  we’re  still  far  behind.  Although  it  is 
necessary  for  me  to  see  him  nearly  twice  a month, 
we  never  get  a bill. 

In  addition  to  his  generosity  and  adherence  to 

the  Hippocratic  oath.  Dr.  is 

highly  dedicated  to  his  profession.  He  constantly 
keeps  up  on  new  developments  within  the  medical 
profession.  I happen  to  know  that  he  loves  medi- 
cine, that  he  is  not  satisfied  to  rest  on  his  present 
knowledge  but  is  constantly  reading  up  on  his 
field. 

If  the  medical  profession  in  the  United  States 
within  the  next  few  years  is  able  to  stave  off  the 
great  pressure  now  being  exerted  for  some  form 
of  socialized  medicine,  it  will  owe  its  success  in 

this  fight  to  men  like  Dr. For 

when  men  like  Dr.  look  at  a 

patient  across  their  desks,  they  see  not  just  a case 
but  a human  being,  a fellow  human  being  whose 
suffering  will  be  relieved — whose  life  will  be  a 
little  bit  happier — because  they  have  augmented 
their  professional  skills  with  a sense  of  ideals. 

I consider  the  information  I have  set  down  in 
this  letter  to  be  confidential  and  presume  that  it 
will  be  treated  as  such.  In  no  way  would  I wish 

Dr. to  know  that  it  was  I that 

wrote  this  letter  to  you.  However,  I felt  that  the 


fine  work  of  this  man  should  be  called  to  the 
attention  of  responsible  people  within  the  medical 
profession. 

Sincerely, 


To  the  Editor: 

In  the  February  20  issue  of  the  Rocky  Mountain 
Medical  Journal,  R.  J.  Groeger,  M.D.,  raised  va- 
rious objections  to  direct-mail  advertising  by 
the  pharmaceutical  industry.  Dr.  Groeger  asked 
whether  this  kind  of  promotion  was  necessary  at 
all,  and  asked  how  much  money  could  be  saved 
and  passed  on  to  the  consumer  by  its  elimination. 
As  most  physicians,  he  places  a great  deal  of  reli- 
ance upon  the  detail  man  as  a source  of  product 
information.  However,  because  of  the  time  lapse 
between  calls,  direct  mail  and  journal  advertising 
both  help  remind  the  physician  about  new  and 
improved  products  brought  to  his  attention  by  the 
detail  man.  In  addition,  new  and  important  infor- 
mation about  a product  often  comes  to  light  be- 
tween a salesman’s  calls,  and  direct  mail  is  the 
quickest  way  to  reach  the  physician. 

The  cost  of  direct  mail  adds  less  than  one  per 
cent  to  the  cost  of  pharmaceuticals  sold  by  Eli 
Lilly  and  Company.  Discontinuing  direct  mail 
would  effect  virtually  no  savings  that  could  be 
passed  on  to  the  consumer.  In  fact,  direct  mail  is 
one  means  of  advertising  that  makes  lower  prices 


When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 


for  July,  1960 


69 


A biochemical  compound 
used  to  diminish  intestinal 
gas  in  healthy  persons 
and  those  patients  having 
digestive  disorders  ■ 


MNUUISE 


Each  Kanulase  tablet  contains  Dorasef 
320  units, combined  with  pepsin,  N.F., 
150  mg.;  glutamic  acid  HCI,  200  mg.; 
pancreatin,N.F.,500mg.;oxbileextract, 
100  mg.  Dosage;  1 or  2 tablets  at  meal- 
time. Supplied;  Bottles  of  50  tablets. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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possible.  Research  has  shown  that  direct  mail  does 
encourage  additional  sales  and,  consequently,  it  is 
useful  in  permitting  a high  volume  to  establish  a 
lower  unit  price.  The  premise  that  a high  volume 
achieves  a lower  price  is  the  basis  of  all  advertis- 
ing programs  in  the  pharmaceutical  industry,  as 
well  as  in  all  American  industry,  and  both  have 
found  that  direct  mail  plays  a significant  role  to- 
ward that  end.  In  the  total  view,  direct  mail 
advertising  benefits  both  the  industry  and  con- 
sumer. 

Whether  such  advertising  is  of  value,  each 
physician  must  decide  for  himself.  Honesty  and 
substance  of  the  copy  are  what  he  must  consider. 
But  whatever  the  quality,  it  undeniably  reflects 
the  integrity  of  the  maker.  It  thus  serves  as  a 
helpful  guide  in  the  choice  of  medicinals. 

Sincerely  yours, 

ELI  LILLY  AND  COMPANY, 
Gene  E.  McCormick 


until  visiting  hour!" 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to 
fit  the  most  difficult 
cases.  An  expert 
eye-maker  is  in  our 
office  at  all  times  to 
give  your  patients 
the  satisfaction  they 
must  have.  In  busi- 
ness since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  MA.  3-5638 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


(FORTIFIED  TRIPLE  STRENGTH) 
Buffered  to  control  a normal  voginol  pH. 

The  new,  improved  P.A.F.  formula  now  in- 
cludes— sodium  lauryl  sulfate  and  alkyl  aryl 
sulfonate,  providing  high  surface  detergent 
activity  in  acid  and  alkaline  media. 

P.A.F.'s  low  surface  tension  increases  pene- 
tration into  the  vaginal  rugae  and  dissolution 
of  organisms  including  trichomonas  and 
fungus. 

P.A.F.'s  high  surface  activity  liquefies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 
Non-irritating,  non-staining,  no  offensive 
after-odor. 


G.  M.  CASE  LABORATORIES 
San  Diego,  California 


SIGN  OF  QUALITY  . . . 

SIGN  OF  FLAVOR! 

UNITED  "ALL  STAR"  DAIRIES  MILK  is  vacuum  filtered  for  better  taste 
by  our  exclusive  "flavor-guard"  Process  . . . removing  all  unwanted  flavors, 
leaving  only  the  sweet,  natural  taste  of  milk — any  season,  all  year  'round! 
UNITED  "ALL  STAR"  DAIRY  Milk  is  available  on  home  route  delivery. 

UNITED  "ALL  STAR " DAIRY,  INC. 

AComa  2-1655 

2401  W.  6th  Ave.  at  Valley  Highway 
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How  Supplied : Trancopal  Caplets® 

200  mg.  (green  colored,  scored),  bottles  of  100. 
100  mg.  (peach  colored,  scored),  bottles  of  100. 

Dosage : Adults,  200  or  100  mg.  orally  three  or  four 
times  daily.  Relief  of  symptoms  occurs  in  from 
fifteen  to  thirty  minutes  and  lasts  from  four  to  six 
hours. 

'ft 

References : 1.  Lichtman,  A.  L.:  Kentucky  Acad.  Gen. 
Pract.  J.  4:28,  Oct.,  1958.  2.  Lichtman,  A.  L.:  Scientific 
Exhibit,  Internet.  Coll.  Surgeons,  Miami  Beach,  Pla.,  Jan. 
4-7,  1959.  3.  Gruenberg,  Friedrich;  Current  Therap.  Res. 
2:1,  Jan.,  1960.  4.  Kearney,  R.  D.:  Current  Themp.  Res. 
2: 127,  April.  1960. 


LABORATORIES 
New  York  18,  N.Y. 


(aftAN©  OF  GHLO'RMeZANONE)  AN©  CAPLCTS^  TRAD-EMASKS  Rifi..  U.S.  fAT..  i 


When  summertime 
chores  bring  on 

LOW  BACK  PAIN 

IhMcopaC 

Brand  of  chiormezanone 

relaxes  skeletal 
muscle  spasm  — 
ends  disability. 


to  Gruenberg,  “In  addition  to  relietung  muscle  spasm  m a variety 
of  musculoskeletal  and  neurologic  conditions,  Trancopal  also  exerts 
a marked  tranquilizing  action  in  anxiety  and  tension,  states.”® 
Kearney*  found  . . that  Trancopal  is  the  most  effective  oral  skeletal 
muscle  relaxant  and  mild  tranquilizer  currently  available.” 

Side  effeete  are  rare  and  mild.  “Trancopal  is  exceptionally  sMe  for 
cluucai  use.”®  In  the  70  patients  with  low  back  pam  treated  by 
Gruenberg,®  the  only  side  effect  noted  was  mild  nausea  wMch  oc- 
curred in  2 patients.  In  Lichtman’s  group,  “No  patient  diseontmued 
chlormethazanone  [Trancopal]  because  of  intolerance.”’- 


When  any  of  a host  of  summer  activities  brings  on  low  back  pain 
associated  with  skeletal  muscle  spasm,  your  patient  need  not  be  dis- 
abled or  even  uncomfortable.  The  spasm  can,  be  relaxed  with 
Trancopal,  and  relief  of  pain  and  disability  will  follow  promptly. 

Lichtman*'®  used  Trancopal  to  treat  patients  with  low  back  pain, 
stiff  neck,  bursitis,  rheumatoid  arthritis,  osteoarthritis,  trauma,  and 
postoperative  muscle  spasm.  He  noted  that  Trancopal  produced 
satisfactory  relief  in  817  of  879  patients  (excellent  results  in  268, 
good  in  448  and  fair  in  101).  ^ 

Gruenberg®  prescribed  Trancopal  for  70  patients  with  low  back 
pain  and  observed  that  it  brought  marked  improvement  to  all.  “In 
addition  to  relieving  spasm  and  pain,  with  subsequent  improvement 
in  movement  and  function,  Trancopal  reduced  restlessness  and 
irritability  in  a number  of  patients.”®  In  another  series,  Kearney* 
reported  that  Trancopal  produced  relief  in  181  of  193  patients 
suffering  from  low  back  pain  and  other  forms  of  musculoskeletal 
spasm. 

Trancopal  enables  the  anxious  patient  to  work  or  play.  According 


Medical  prepayment  and  our 
social  philosophy 

“A  curious  paradox  of  some  contemporary  so- 
cial philosophy  is  the  idea  that  man  should  spend 
what  he  earns  for  his  pleasures  rather  than  for 
what  he  needs.  It  is  appropriate,  so  this  reasoning 
goes,  that  he  should  buy  a television  set,  a vacation 
in  Florida  or  an  outboard  motor  boat,  because 
these  are  cardinal  rights.  But  for  something  that 
he  really  needs,  such  as  his  life  or  his  health,  or 
the  life  of  his  child,  someone  else  should  pay.  This 
may  be  the  government,  his  employer,  his  union, 
his  great-aunt  or  anyone  else  who  can  be  cajoled 
or  coerced  into  paying  the  price  for  him.  If  no  one 


else  will  pay  for  it,  the  doctor  should  serve  him 
for  nothing.” 

This  observation  by  Dr.  C.  Marshall  Lee,  Jr.,* 
raises  a question  of  crucial  importance  not  only 
to  the  medical  economy  but  to  the  whole  pattern 
of  our  American  society. 

For,  as  Dr.  Lee  puts  it,  the  attitude  he  describes 
“may  be  acceptable  for  the  child  of  an  indulgent 
parent,  but  it  is  not  appropriate  for  a free  man 
in  a free  society.” 

What  can  the  doctor  do  to  counteract  this 


•“The  Challenge  of  Medical-Care  Insurance,”  C.  Marshall 
Lee,  Jr.,  M.D.,  Assistant  Medical  Director,  John  Hancock 
Mutual  Life  Insurance  Company,  The  New  England  Journal 
of  Medicine,  262:7,  pp.  332-42,  Feb.  18,  1960. 


Picker  X-Ray,  Rocky  Mountain,  Inc. 

4925  East  38th  Ave.— Tel.  DUdley  8-5731 

Denver  7,  Colorado 

EMERY  L.  GRAY, 

Vice  President 

Colorado  Springs,  Colorado 

WM.  J.  BETTS 

J.  D.  Colvin,  1342  Edith  Lane.  MElrose  5-8768 

J.  K.  DUNN 

Salt  Lake  City,  Utah 

D.  JOHNSON 

R.  S.  Cook,  479  East  7th  South,  ELgin  9-9871 

T.  LARSH 

The  Emory  John  Brady  Hospital 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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Photos  used  with  patient’s  permission. 


How  new  Dianabol  rebuilt  muscle  tissue 
in  this  underweight,  debilitated  patient 


Patient  was  weak  and  emaciated  before 
Dianabol.  R.  C.,  age  51,  weighed  160 
pounds  following  surgery  to  close  a perfo- 
rated duodenal  ulcer.  His  convalescence  was 
slow  and  stormy,  complicated  by  pneumonia 
of  both  lower  lobes.  Weak  and  washed  out, 
he  was  considered  a poor  risk  for  further 
necessary  surgery  (cholecystectomy). 
Because  a conventional  low-fat  diet  and 
multiple-vitamin  therapy  failed  to  build  up 
R.  C.  sufficiently,  his  physician  prescribed 
Dianabol  5 mg.  b.i.d. 


Patient  regains  strength  on  Dianabol.  In  just 
two  weeks  R.  C.’s  appetite  increased  sub- 
stantially; he  had  gained  9V2  pounds  of 
lean  weight.  His  muscle  tone  was  improved, 
he  felt  much  stronger.  After  4 weeks,  he 
weighed  176  pounds.  Biceps  measurement 
increased  from  10"  to  llVz".  For  the  first 
time  since  onset  of  postoperative  pneu- 
monia, his  chest  was  clear.  Mr.  C.’s  physi- 
cian reports:  “He  tolerated  cholecystec- 
tomy very  well  and  one  week  postop  felt 
better  than  he  has  in  the  past  2 years.” 
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Dianabol:  new,  low-cost 
anabolic  agent 


By  promoting  protein  anabolism,  Dianabol 
builds  lean  tissue  and  restores  vigor  in 
underweight,  debilitated,  and  dispirited 
patients.  In  patients  with  osteoporosis 
Dianabol  often  relieves  pain  and  increases 
mobility. 

As  an  anabolic  agent,  Dianabol  has 
been  proved  10  times  as  effective  as 
methyitestosterone.  Yet  it  has  far  less 
androgenicity  than  testosterone  propio- 
nate, methyitestosterone,  or  norethandro- 
lone. 

Because  Dianabol  is  an  oral  preparation, 
it  spares  patients  the  inconvenience  and 
discomfort  of  parenteral  drugs. 

And  because  Dianabol  is  low  in  cost,  it 
is  particularly  suitable  for  the  aged  or 
chronically  ill  patient  who  may  require 
long-term  anabolic  therapy. 

Supplied;  Tablets,  5 mg.  (pink,  scored); 
bottles  of  100. 

Complete  information  sent  on  request. 

Dianabol* 

(methandrostenolone  CIBA) 


converts  protein  to 
working  weight  in  wasting 
or  debilitated  patients 


BA 
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philosophy  and  to  forestall  the  socialization  of 
medicine  which  may  be  its  ultimate  product? 

First,  the  doctor  should  learn  all  he  can  learn 
about  our  voluntary  medical  prepayment  pro- 
grams. Physicians  should  recognize  that,  in  Dr. 
Lee’s  words,  “Far  from  being  the  meddlesome 
‘third  party’  for  which  they  have  an  uneasy  fear, 
(the  prepayment  program)  stands  with  them  in 
the  common  effort  to  preserve  a cherished  concept 
of  freedom.” 

Secondly,  the  doctor — and  only  he — can  make 
these  programs  operate  to  the  satisfaction  of  the 
patient.  Only  he  can  see  to  it  that  the  subscriber 
gets  full  value  for  the  premium  dollar  he  has 
invested  in  our  voluntary  medical  care  program. 

Finally,  the  medical  profession’s  own  sponsored 
Blue  Shield  Plans  offer  the  American  doctor  an 
opportunity  not  only  to  strengthen  and  confirm 
his  patient’s  confidence  in  our  traditional  way  of 
practicing  medicine,  but  also  to  participate  actively 
in  guiding  the  destiny  of  our  medical  prepayment 
program  in  the  days  ahead. 


Taxpayer’s  Psalm* 

1.  The  State  is  my  shepherd;  I shall  not  want. 

2.  It  maketh  me  to  pay  many  taxes  so  it  can 
keep  me  in  my  old  age. 

3.  It  taketh  my  earnings;  it  reacheth  into  my 
bank  account  for  its  solvency’s  sake. 

4.  Yea,  though  I struggle  with  reports  unto  the 
dead  of  night,  I will  not  catch  up;  for  they  are 
with  me  always,  their  penalties  discomfort  me. 

5.  It  has  obliged  me  to  conduct  my  business  in 
the  presence  of  its  agents;  it  fills  my  files  with 
forms;  my  funds  runneth  out. 

6.  Surely,  its  rules  and  regulations  shall  follow 
me  all  the  days  of  my  life;  and  I may  dwell  in  the 
big  house  of  my  Uncle  forever. 


‘Reprinted  from  the  Congressional  Record. 


for  July,  1960 


"The  tranquilizers  have  helped  me  tremendously, 
Doctor!  I give  them  to  the  children." 
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I GUIDE  I 

theT 

REALMS 
OF  THERAPY 
BEST 
ATTAINED 
WITH 


;iT21  MX  1 


(brand  of  hydroxyzine) 


World-Wide  record  of  effectiveness-over  200  labora- 
tory and  clinical  papers  from  14  countries. 

Widest  latitude  of  safety  and  flexibility— no  serious 
adverse  clinical  reaction  ever  documented. 

Chemically  distinct  among  tranquilizers-not  a pheno- 
thiazine  or  a meprobamate. 

Added  frontiers  of  usefulness— antihistaminic;  mildly 
antiarrhythmic;  does  not  stimulate  gastric  secretion. 


Special  Advantages 

Supportive  Clinical  Observation 

...and  for  additional  evidence 

v--^- 

V ’ . - 

unusually  safe;  tasty  syrup, 

10  mg.  tablet 

". . . Atarax  appeared  to  reduce  anxiety 
and  restlessness,  improve  sleep  pat- 
terns and  make  the  child  more  amen- 
able to  the  development  of  new  pat- 
terns of  behavior. . . .”  Freedman,  A. 

M.:  Pediat.  Clin.  North  America  5:573 
(Aug.)  1958. 

Bayart,  J.:  Acta  paediat.  belg. 
10:164,  1956.  Ayd,  F.  J.,  Jr.:  Cal- 
ifornia Med.  07:75  (Aug.)  1957. 
Nathan,  L.  A.,  and  Andelman,  M. 
B.:  Illinois  M.  J.  112:171  (Oct.) 
1957. 

- , 

well  tolerated  by  debilitated 
patients 

“. . . seems  to  be  the  agent  of  choice 
in  patients  suffering  from  removal  dis- 
orientation, confusion,  conversion  hys- 
teria and  other  psychoneurotic  condi- 
tions occurring  in  old  age.”  Smigel, 

J.  0.,  et  al.:  J.  Am.  Geriatrics  Soc. 
7:61  (Jan.)  1959. 

Settel,  E.:  Am.  Pract.  & Digest 
Treat.  8:1584  (Oct.)  1957.  Negri, 
F.:  Minerva  med.  48:607  (Feb. 
21)  1957.  Shalowitz,  M.:  Geri- 
atrics 11:312  (July)  1956. 

A ■ -- 

useful  adjunctive  therapy  for 
asthma  and  dermatosis;  par- 
ticularly effective  in  urticaria 

‘‘All  [asthmatic]  patients  reported 
greater  calmness  and  were  able  to 
rest  and  sleep  better ...  and  led  a 

more  normal  life In  chronic  and 

acute  urticaria,  however,  hydroxyzine 
was  effective  as  the  sole  medica- 
ment.” Santos,  1.  M.,  and  Unger,  L.: 
Presented  at  14th  Annual  Congress, 
American  College  of  Allergists,  Atlan- 
tic City,  New  Jersey,  April  23-25, 1958. 

Eisenberg,  B.  C.:  J.A.M.A.  169:14 
(Jan.  3)  1959.  Coirault,  R.,  et  al.: 
Presse  mSd.  64:2239  (Dec.  26) 
1956.  Robinson,  H.  M.,  Jr.,  et  al.: 
South.  M.  J.  50:1282  (Oct.)  1957, 

IN 

hyperemotive 

ADULTS 

does  not  impair  mental  acuity 

‘‘. . . especially  well-suited  for  ambula- 
tory neurotics  who  must  work,  drive 
a car,  or  operate  machinery.”  Ayd,  F. 

J.,  Jr.:  New  York  J.  Med.  57:1742  (May 

15)  1957. 

Garber,  R.  C.,  Jr.:  J.  Florida  M. 
A.  45:549  (Nov.)  1958.  Menger, 
H.  C.:  New  York  J.  Med.  58:1684' 
(May  15)  1958.  Farah,  L.:  Inter- 
nat.  Rec.  Med.  163:379  (June) 
1956. 
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New  Yorkl7,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 


SUPPLIED:  Tablets,  10  mg.,  2S 
mg.,  100  mg.j  bottles  of  100. 
Syrup  (10  mg.  per  tsp.),  pint 
bottles.  Parenteral  Solution:  25 
mg./cc.  in  10  cc.  multiple-dose 
vials;  50  mg./cc.  in  2 cc.  am- 
pules. 


whenever  digitalis 
is  indicated 


LANOXIN::  Dl 

formerly  known  as  Digoxin  ‘B,  W,  & Co.  ’® 


“If  one 

^pSity  “ 

the  drug  of  ohoi 

o A . rurfcnl  Cooc  P 

B andLevine.  S.^  - .,54^p.23.par- 

Boston.  Little, 


‘LANOXIN’  TABLETS  ‘LANOXIN’  INJECTION  ‘LANOXIN’  ELIXIR  PEDIATRIC 
0.25  mg.  scored  (white)  0.5  mg.  In  2 cc,  {I.M,  or  I.V. ) 0.05  mg.  in  1 cc. 

0,5  mg.  scored  (green) 


BURROUGHS  WELLCOME  & 00.  (U.S.A.)  INC.,  Tuckahoe,  N.Y. 
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Newton  Optical 
Company 

GUILD  OPTICIANS 

Catering  to  Medical  Profession  Patronage 

Phone  KEystone  4-8714 
309  1 6th  Street,  Denver 


Third  International  Congress 
of  Physical  Medicine 

The  Third  International  Congress  of  Physical 
Medicine  will  be  held  August  21-26,  1960,  inclu- 
sive, at  The  Mayflower,  Washington,  D.  C. 

The  preliminary  prospectus  covering  the  inter- 
national conference  carries  in  detail  information 
on  registration,  application  to  present  a paper,  a 
scientific  exhibit,  a scientific  film,  etc.  A copy  of 
this  preliminary  program  may  be  had  on  request 
by  writing:  Dorothea  C.  Augustin,  Executive  Sec- 
retary, Third  International  Congress  of  Physical 
Medicine,  30  N.  Michigan  Avenue,  Chicago  2, 
Illinois. 


NEW  IMPRESSIVE 

Teller  Medical  Center 

W.  44TH  & TELLER 

Now  leasing — immediate  occupancy 

SUITES  INCLUDE: 

• Partitioning  • Scientifically  designed 

• Excellent  parking  • Plumbing 

• Built-ins  • Air  conditioning 

FREDERICK  R.  ROSS  INV.  CO. 

CH.  4-4461 


COMPREHENSIVE 
OLD  AGE  BENEFITS 


A brightens  the  outlook 
A lightens  the  load  of 
poor  nutrition 
A heightens  tissue/ 
bone  metabolism 


Each  capsule  contains:  Ethinyl  Estradiol  0.01  mg.  • Methyl 
Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin 
A (Acetate)  5,000  U.S.P.  Units  • Vitamin  D 500  U.S.P.  Units  • 
Vitamin  B,2  with  AUTRINIC®  Intrinsic  Factor  Concentrate  1/15 
U.S.P.  Unit  (Oral)  • Thiamine  Mononitrate  (B,)  5 mg.  • Ribo- 
flavin (B2)  5 mg.  • Niacinamide  15  mg.  • Pyridoxine  HCI  (BJ 
0.5  mg.  • Calcium  Pantothenate  5 mg.  • Folic  Acid  0.4  mg.  • 
Choline  Bitartrate  25  mg.  • Inositol  25  mg.  • Ascorbic  Acid  (C) 


as  Calcium  Ascorbate  50  mg.  • 1-Lysine  Monohydrochloride 
25  mg.  • Vitamin  E (Tocopherol  Acid  Succinate)  10  Int.  Units  • 
Rutin  12.5  mg.  • Ferrous  Fumarate  (Elemental  iron,  10  mg.) 
30.4  mg.  • Iodine  (as  Kl)  0.1  mg.  • Calcium  (as  CaHPOa)  35  mg. 
• Phosphorus  (as  CaHPOJ  27  mg.  • Fluorine  (as  CaF2)  0.1  mg.  • 
Copper  (as  CuO)  1 mg.  • Potassium  (as  K2SO4)  5 mg.  • Manganese 
(as  Mn02)  1 mg.  • Zinc  (as  ZnO)  0.5  mg.  • Magnesium  (MgO) 
1 mg.  • Boron  (as  Na2B402.10H20)  0.1  mg.  Bottles  of  100,  1000. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pear!  River,  New  York 
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Rocky  Mountain  Medical  Journal 


Correction 

We  have  been  notified  of  an  error  which  ap- 
peared in  the  “Reminds  in  Therapeutics”  feature, 
“Management  of  auricular  fibrillation  with  digi- 
talis and  quinidine,”  carried  in  the  February,  1960, 
issue  of  the  Rocky  Mountain  Medical  Journal.  In 
the  first  paragraph,  item  No.  5 reads,  “Quinidine 
and  digitalis,  particularly  the  latter,  should  be 
given  according  to  the  patient’s  individual  needs 
and  clinical  reactions.”  It  should  have  read,  “Quini- 
dine and  digitalis,  particularly  the  former  . . 


Western  Cardiac  Conference 

The  Western  Cardiac  Conference  of  the  Colo- 
rado Heart  Association  will  be  in  Denver,  August 
16-20,  at  Veterans  Administration  Hospital  and 
Phipps  Auditorium.  The  conference  is  approved 
for  28  hours  of  A.A.G.P.  Category  I credit. 

A variety  of  papers  on  cardiovascular  renal 
diseases  will  be  presented  by  eight  outstanding 
physicians.  Registration  fee  for  Colorado  physi- 
cians is  $10.  Out-of-state  doctors  will  be  charged 
$30. 


Camhy  says:  “CAMBRIDGE  DAIRY  HAS  BEEN  PRODUCING 
QUALITY  MILK  FOR  DENVER  BABIES  SINCE  1892” 

We  Invite  Your  Inspection  and  Appreciate  Your  Recommendation 


CAMBY 


SKyline  6-3651 
690  So.  Colorado  Blvd. 


in  the  Rocky  Mountain  region 


it's  Buckley  Bros,  motors  for 

MERCEDES! 

BENZ 


EUROPE  BOUND? 


We  can  arrange  delivery  of  your  Mercedes- 
Benz  in  any  European  city. 

Port  of  Entry  prices  from  $2,084 


classic  sedans  or  lively  sports  models  . . . 
you  can  see  them  and  drive  them  at  our 
shoiv  rooms. 


AUTHORIZED  SALES  & SERVICE  FOR  STUDEBAKER—MERCEDES  BENZ 

BUCKLEY  BROS,  motors 

660  South  Broadway  Denver,  Colorado  RAce  2-2826 
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iriaminic 


...relief  from  pollen  allergies 

more  complete  than  antihistamines  alone... more  thorough  than  nose  drops  or  sprays 

The  miseries  of  respiratory  allergy  can  be  relieved  so  effectively 
with  Triaminicd'®  Triaminic  contains  two  antihistamines  plus 
the  decongestant,  phenylpropanolamine,  to  help  shrink  the  en- 
gorged capillaries,  reduce  congestion  and  bring  relief  from  rhin- 
orrhea  and  sinusitis.^  Oral  administration  distributes  medication 
to  all  respiratory  membranes  without  risk  of  “nose  drop  addic- 
tion” or  rebound  congestion.^’® 

Each  Triaminic  timed-release  Tablet  provides: 


Phenylpropanolamine  HCI  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate 25  mg. 


also  available: 

TRIAMINIC  JUVELETS®  V2  the  formulation  of  the  Triaminic  Tablet  with  timed-release  action. 
TRIAMINIC  SYRUP  each  teaspoonful  (5  ml.)  provides  ’A  the  formulation  of  the  Triaminic  Tablet. 


References:  1.  Fabricant,  N.  D.:  E.  E.  N.T.  Monthly  37:460  (July)  1958.  2.  Lhotka,  F.  M.:  Illinois  M.  J.  112:259 
(Dec.)  1957.  3.  Farmer,  D.  F.;  Clin.  Med.  5:1183  (Sept.)  1958.  4.  Fuchs,  M.;  Bodi,  T.;  Mallen,  S.  R.;  Hernando,  L, 
and  Moyer,  J.  H.:  Antibiotic  Med.  &.  Clin.  Ther.  7:37  (Jan.)  1960.  5.  Halpern,  S.  R.,  and  Rabinowitz,  H.:  Ann. 
Allergy  18:36  (Jan.)  1960. 

first— the  outer  layer  dissolves 
within  minutes  to  produce 

Relief  Is  prompt  and  prolonged  3 to  4 hours  of  relief 

because  of  this  special  , xu  xu  ■ x a. 

I then  “the  core  disintegrates 

timed-release  action  I^q  give  3 to  4 more 

hours  of  relief 


SMITH-DORSEY  • A division  of  the  wander  company  . Lincoln,  Nebraska 


IN  ORAL  CONTROL  OF  PAIN 

ACTS  FASTER— usually  within  5-15  minutes.  LASTS  LONGER— usually 
6 hours  or  more.  MORE  THOROUGH  RELIEF— permits  uninterrupted 
sleep  through  the  night.  fTARELY  CONSTIPATES —excellent  for 
chronic  or  bedridden  patients. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours.  May  be  habit-forming.  Federal  law 
permits  oral  prescription. 

Each  Percodan’"  Tablet  contains  4.50  mg.  dihydrohydroxycodeinone  hydro- 
chloride, 0.38  mg.  dihydrohydroxycodeinone  terephthalate,  0.38  mg.  homa- 
tropine  terephthalate,  224  mg,  acetytsallcync  acid,  160  mg.  phenacetin,,  and 
32  mg.  caffeine. 

Also  available  — for  greater  flexibility  in  dosage  — Percodan®-Demi:  The 
Percodan  formula  with  one-half  the  amount  of  salts  of  dihydrohydroxyco- 
deinone and  homatropine. 

Literature?  Write 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


Tablets 


Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC 


FOR  PAIN 


U.S.  Pat.  2,628,185 


t 


for 

properly 
balanced 
electrolyte 
'eherapy 
physicians 
prefer 


lOI^YTlE 


PROVEN  EFFECTIVE  WITH  THOUSANDS  OF  PATIENTS 


the  finest 
parenteral 
system 


prescribe 


jsolyte 

ISOLYTE  contains  in  each  100 
ml.:  Sodium  Acetate  N.F.  0.64 
Gm.*;  Sodium  Chloride  U.S.P. 
0.5  Gm.;  Potassium  Chloride 
U.S.P.  0.0"75  Gm.;  Sodium  Cit- 
rate U.S.P.  0.075  Gm.*;  Calcium 
Chloride  U.S.P.  0.035  Gm.;  Mag- 
nesium Chloride  Hexahydrate 
0.031  Gm. 

* Bicarbonate  precursors 


DON  BAXTER,  INC.  • GLENDALE.  CALIFORNIA 


AS  YOU  LIKE 


A medical  potpourri 

Compiled  by  Andrew  M.  Babey,  M.D.,  Las  Cruces,  New  Mexico 


1.  “Dripps,  in  a concise  review  of  these  problems, 
quotes  the  British  Consulting  Pathologist  Com- 
mittee as  follows,  ‘It  appears  unjustifiable  to  place 
any  patient  at  a risk  for  one  pint  of  blood.’  In 
one  large  medical  center  45  per  cent  of  the  pa- 
tients transfused  received  but  a single  unit.  The 
misuse  of  blood  has  promulgated  the  philosophy 
among  several  authorities  that  a single  physician 
in  charge  of  the  blood  bank  should  have  authority 
to  disapprove  individual  transfusion  requests.” 
Finch,  Stuart  C.:  Special  Therapeutics  (Trans- 
fusions). Ibid.,  p.  307. 

2.  “Downs  states  that  ‘circulatory  overloading  is 
now  probably  the  most  common  cause  of  death 
from  transfusions  when  proper  methods  are  em- 
ployed to  prevent  incompatibilities.’  ” Ibid. 

3.  “Depending  on  the  medium  used,  the  growth 
of  typical  tubercle  bacilli  required  from  four  to  12 
weeks.  In  usual  circumstances  a few  true  tubercle 
bacilli,  particularly  those  obtained  from  patients 
after  prolonged  chemotherapy,  may  require  up  to 
15  to  25  weeks  for  growth.”  Mitchell,  R.  S.,  and 
Bower,  P.  C.:  Diseases  of  the  Respiratory  System, 
ibid.,  p.  359. 

4.  “Patients  with  leaking  abdominal  aortic  aneu- 
rysms may  appear  to  be  stabilized  an  hour  or  two 
after  the  initial  bleeding  episode  and  seem  more 
comfortable,  as  in  the  present  case.  These  are 
treacherous  lesions,  however,  and  one  must  pro- 
ceed posthaste  to  repair  them  surgically.  We  have 
been  falsely  reassured  in  the  past  by  the  apparent 
improvement  of  a patient  who  has  had  what 
seemed  to  be  a ‘little  leak,’  booked  an  operation 
on  the  regular  list  for  the  following  day  and  seen 
death  result  from  a massive  bleeding  episode  in 
the  middle  of  the  night.  Dissecting  aneurysms 
behave  similarly,  and  it  behooves  us  to  try  to 
make  the  diagnosis  as  early  as  possible  and  to 
operate  before  the  patient  is  in  desperate  straits 
with  hemorrhagic  shock  or  pericardial  tampo- 
nade.” Shaw,  Robert  S.:  Discussion  in  Case  No. 
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45321,  Case  Records  of  the  Massachusetts  General 
Hospital,  New  England  J.  Med.  261:294  (Aug.  6), 
1959. 

5.  “It  is  puzzling  that  in  people  with  chronic  pul- 
monary disease  the  hematocrit  almost  always  re- 
mains below  about  60  per  cent,  whereas  in  people 
with  polycythemia  vera  or  with  congenital  heart 
disease  it  may  rise  to  75  per  cent.”  Freymann,  J.  G.: 
Discussion  in  Case  45311,  Case  Records  of  the 
Massachusetts  General  Hospital,  New  England  J. 
Med.  261:242  (July  30),  1959. 

6.  “It  is  a man’s  duty  to  provide  moderately  for 
his  family,  but  anything  beyond  this  may  be  a 
detriment  to  his  descendants.”  Mayo,  C.  H.,  and 
Mayo,  W.  J.:  Aphorisms,  edited  by  F.  A.  Willius, 
Springfield,  Charles  C.  Thomas,  1951. 

7.  “In  patients  complaining  of  weakness  which  is 
not  readily  explained,  think  of  adrenal  insuffi- 
ciency, chronic  brucellosis,  myasthenia  gravis,  hy- 
perparathyroidism, and  hyperthyroidism.”  Thorn, 
George  W.:  Second  Annual  Shannon  Lectureship 
in  Medicine,  delivered  in  San  Angelo,  Texas,  Oc- 
tober 18,  1958. 

8.  “When  weakness  is  associated  with  no  weight 
loss,  you  can  rule  out  Addison’s  disease.”  Ibid. 

9.  “In  patients  with  polydipsia  and  polyuria,  think 
not  only  of  diabetes  but  renal  disease,  hyperaldo- 
steronism, Vitamin  D intoxication  and  severe  po- 
tassium depletion.”  Ibid. 

10.  “Every  patient  with  hypertension  should  be 
thought  of  as  a possible  Cushing’s  disease,  hyper- 
aldosteronism  or  pheochromocytoma.”  Ibid. 

11.  “Always  think  of  Cushing’s  disease  in  a patient 
with  spontaneous  ecchymoses.  Such  patients  are 
very  susceptible  to  bruising  and  subcutaneous 
bleeding.”  Ibid. 
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The  choice  of  confidence... 


diagnostic  x-ray  equipment 
planned  for  private  practice! 


Few  who  purchase  x-ray  equipment  have 
time  to  thoroughly  test  the  quality  of  mate- 
rials, workmanship  and  technical  perform- 
ance offered  by  all  the  makes  of  x-ray  units. 
And  happily  this  is  not  necessary. 

The  manufacturer’s  reputation  is  worth 
more  than  anything  else  to  you  in  choosing 
x-ray  equipment,  one  of  the  most  complex 
professional  investments  you  will  ever  face. 

General  Electric  has  created  “just  what 
the  doctor  ordered”  in  the  200-ma  Patrician, 
in  terms  of  both  reasonable  cost  and  operat- 
ing qualities.  Here  diagnostic  x-ray  is  ideally 


tailored  to  private  practice.  Patrician  pro- 
vides everything  you  need  for  radiography 
and  fluoroscopy  — and  with  consistent  end 
results,  since  precise  radiographic  calibration 
is  as  much  a part  of  the  Patrician  combina- 
tion as  it  is  of  our  most  elaborate  installa- 
tions. For  complete  details  contact  your  G-E 
x-ray  representative  listed  below. 


IRvgress  /s  Our  Most  {mportanf  defect 

GENERAL^  ELECTRIC 


DIRECT  FACTORY  BRANCHES 

BUTTE 

103  N.  Wyoming  St.  • Phone  2-5871 

DALLAS 

1616  Oak  Lawn  Avenue 
Riverside  1-1568-1569-1560 

DENVER 

3031  E.  40th  Ave.  • DUdley  8-4088 
SALT  LAKE  CITY 
215  S.  4th,  E.  . EMpire  3-2701 


RESIDENT  REPRESENTATIVES 
ALBUQUERQUE 

C.  C.  CARTER,  708  California  St.,  S.E.  • Phone  3-3585 
BILLINGS 

M.  E.  BALE,  2725  Miles  Ave.  • ALpine  9-9660 
COLORADO  SPRINGS 

I.  S.  PRICE,  907  Skyway  Blvd.  • MElrose  2-0060 
EL  PASO 

T.  B.  MOORE,  8303  Magnetic  Street  • SKyline  5-4474 
MISSOULA 

J.  W.  TREDIK,  2404  Skyline  Dr.  • Phone  9-nr5S 
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Of  course,  women  like  “Premarin’® 


riiHERAPY  for  the  menopause  syn- 
drome  should  relieve  not  only  the 
psychic  instability  attendant  the  con- 
dition, but  the  vasomotor  instability 
of  estrogen  decline  as  well.  Though 
they  would  have  a hard  time  explain- 
ing it  in  such  medical  terms,  this  is 
the  reason  women  like  “Premarin.” 
The  patient  isn’t  alone  in  her  de- 


votion to  this  natural  estrogen.  Doc- 
tors, husbands,  and  family  all  like 
what  it  does  for  the  patient,  the  wife, 
and  the  homemaker. 

When,  because  of  the  menopause, 
the  psyche  needs  nursing— “Premarin” 
nurses.  When  hot  flushes  need  sup- 
pressing, “Premarin”  suppresses.  In 
short,  when  you  want  to  treat  the 


whole  menopause,  (and  how  else  is 
it  to  be  treated?),  let  your  choice  be 
“Premarin,”  a complete  natural  es- 
trogen complex. 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 
AyerstLaboratories  • New  York  5; 

16,  N.  Y.  • Montreal,  Canada  " 


Protection  against  loss  of  income  from 
accident  and  sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

Wf  Handsome  Professional  Appointment  Book  '"1*® 
sent  to  you  FREE  upon  request 


Sometime  soon 

(Like  Today) 

you  should  call 

Publishers  Press 

1830  CURTIS  STREET,  DENVER  2 

for  your 


PRINTING  NEEDS 


We  Print  . . . 

CATALOGS,  MAGAZINES,  BOOKLETS, 
FOLDERS,  NEWSPAPERS,  PAMPHLETS, 
REPRINTS,  LETTERHEADS,  BROCHURES 

and  many  other  items! 

and  pride  ourselves  in  the 
personal  attention  we  give! 

Call  KEystone  4-4257 

Leo  Brewington  Ralph  Rauscher 


EAst  2-361  1 


LIMB  SHOP 

1478  BIRCH  STREET 
DENVER,  COLORADO 


ARTIFICIAL  ARMS 
AND  LIMBS 


IVAN  LONG 

CERTIFIED  PROSTHETIST 


Oculist  Prescription  ? Guild  Dispensing 
Service  Exclusively  c Opticians 

Shadford-Fletcher  Optical  Co. 

218  16th  Street,  AC.  2-2611  Main  Office 
3705  E.  Colfax  (Medical  Center  Bldg.),  FL.  5-0202 
1801  High  Street,  FL.  5-1815 
2465  South  Downing,  SP.  7-2424 
DENVER,  COLORADO  ? 

S 1140  Spruce  Street 
^ Boulder,  Colorado 


PROMPT  SERVICE  I 
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THE  HOSPITAL  BENEFIT  ASSURANCE  PLAN 
GUARANTEED  RENEWABLE 
FOR  LIFE 


life  insurance  COMPANJ, 


THEH.B.  A. 


A L E G A I 


home  OFFICE  FIRST 


street  at  WILLETTA 


July 


I960 


w 


tsti 


5*!'' 


f our  folders  describing ^the 
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,,i.cyholderS  Port-n^°f 
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^ ^our  prescription  blanK, 
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find  w B ^ ^ - 

. ...n,r  trnurs. 


Very  truly  yours, 


Duke  R.  aasklns. 
Medical  Director 


M.  h* 


pRG-.rme 


Offices  in : 

Suite  3, 1045  Acoma  Street 
Denver,  Colorado 

422  Continental  Bank  Building 
Salt  Lake  City,  Utah 
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FOR 

SULFONAMIDE 

THERAPY 


NEW 


DRAP 

DASAGE 

F4RM 

CHERRY 

FIAV»RED 


N Acetyl  Sulfomethoxypyridazine 


PEDIATRIC  DROPS 

□ single,  daily-dose  effectiveness  l i rapid, 
sustained  action  against  sulfa-susceptible 
organisms  □ 125  mg.  sulfamethoxypyrlda- 
zine  activity  per  cc.  in  10  cc.  squeeze  bottle 

Dosage:  First  day,  2 cc.  (250  mg.)  for  each  20  lbs.  body  weight;  thereafter,  1 cc. 
(125  mg.)  for  each  20  lbs.  Should  be  given  once  a day  immediately  after  a meal. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Slow  it 
down  with 

SERPASIL  Serpasii  has  proved  effective  as  a heart-slowing  agent  in  the 
(reserpine ciBA)  following  conditions:  mitral  disease;  myocardial  infarction; 
cardiac  arrhythmias;  neurocirculatory  asthenia;  thyroid  toxicosis;  excitement  and  effort 
syndromes;  cardiac  neurosis;  congestive  failure.  Serpasii  should  be  used  with  caution  in 
patients  receiving  digitalis  and  quinidine.  It  is  not  indicated  in  cases  of  aortic  insufficiency. 


supplied:  Tablets,  0.1  mg.,  0.25  mg.  (scored)  and  1 mg.  (scored).  Complete  information  available  on  request. 


CIBA 


2/28t9Md 


SUMMIT-NEW  JERSEY 


New  hooks  received 

New  hooks  received  are  acknowledged  in  this 
section.  From  these,  selections  will  be  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  be  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 


Current  Therapy — 1960:  Edited  by  Howard  F.  Conn,  M.D. 
Philadelphia.  W.  B.  Saunders  Co.,  1960.  808  p.  Price:  $12.00. 
Christopher’s  Textbook  of  Surgery:  Edited  by  Loyal  Davis, 
M.D.  7th  edition.  Philadelphia,  W.  B.  Saunders  Co.,  1960.  1551 
p.  Price:  $17.00. 

The  Older  Patient:  By  twenty-one  authors:  Edited  by  Wingate 
M.  Johnson,  M.D.  New  York,  Paul  B.  Hoeber,  Inc.,  1960.  589  p. 
Price:  $14.50. 

Clinical  Obstetrics  and  Gynecology,  Vol.  2,  No.  4,  December 
1959.  New  York,  Paul  B.  Hoeber,  Inc.,  1959.  Price:  $18.00  per 
year. 

New  and  Nonofficial  Drugs:  By  American  Medical  Association, 
Council  on  Drugs.  Philadelphia,  J.  B.  Lippincott  Co.,  1960. 
464  p. 

Basic  Office  Dermatology:  By  Stuart  Maddin,  M.D.,  J.  L. 
Danto,  M.D.,  and  W.  D.  Stewart,  M.D.  Springfield,  C.  C. 
Thomas  Co.,  1960.  308  p.  Price:  $11.75. 

Your  Heart;  A Handbook  for  Laymen:  By  H.  M.  Marvin,  M.D. 
Garden  City,  Doubleday  & Co.,  1960.  335  p.  Price:  $4.50. 

Drugs  of  Choice,  1960-1961:  Edited  by  Walter  Modell,  M.D. 
St.  Louis,  C.  V.  Mosby,  1960.  958  p.  Price;  $13.50. 

Smoking  and  Health:  By  Alton  Ochsner,  M.D.  New  York, 
Julian  Messner,  Inc.,  1959.  108  p.  Price:  $3.00. 

Anatomy;  a Regional  Study  of  Human  Structure:  By  Ernest 
Gardner,  M.D.,  D.  J.  Gray,  Ph.D.,  and  Ronan  O’Rahilly,  M.D. 
Philadelphia,  W.  B.  Saunders  Co.,  1960.  999  p.  Price:  $15.00. 
Clinical  Obstetrics  and  Gynecology,  Vol.  3,  No.  1,  March  1960. 
New  York,  Paul  B.  Hoeber,  Inc.  Price:  $18.00  per  year. 


Book  reviews 

Hope  Deferred:  By  Jeanette  Seletz.  N.  Y.,  Vantage  Press, 
1943,  1959.  546  p.  Price:  $4.50. 

In  1924,  there  appeared  a book  entitled  “Arrow- 
smith”  by  one  Sinclair  Lewis,  Nobel  Laureate. 
This  work  became  a prototype  for  the  modern 
medical  novel,  supplying  ingredients  which  the 
public  has  come  to  expect.  The  hero  is  either  to- 


tally indigent  or  a millionaire  playboy,  struggles 
valiantly  through  the  maelstrom  of  medical  school, 
only  subsequently  to  pit  his  altruism  against  the 
prejudices  and  follies  of  atavistic  professional  col- 
leagues. This  dish  never  lacks  corn.  Lloyd  C. 
Douglas’s  “The  Magnificent  Obsession”  added 
tears,  and  Morton  Thompson’s  “Not  as  a Stranger” 
a dash  of  spice.  Frank  Slaughter’s  steady  stream 
of  pulp  literature  is  characterized  mainly  by  sev- 
eral dashes  of  the  latter.  A refreshing  change  was 
briefly  provided  by  Andre  Soubiran’s  three-tome 
novel  “Men  in  White”  and  Gerald  Green’s  “The 
Last  Angry  Man,”  in  which  sociologic  and  eco- 
nomic problems  confronting  physicians  were  por- 
trayed. 

One  of  the  latest  additions  to  this  series  of 
medical  novels  is  “Hope  Deferred”  by  Jeanette 
Seletz.  It  is  difficult  at  times  to  delineate  which 
age  group  this  book  is  intended  for.  True  to  form, 
the  hero  is  impoverished,  either  initially  or  even- 
tually, of  hard  currency,  parents,  friends,  and  a 
wife  as  he  meanders  through  medical  college,  in- 
ternship and  a residency,  most  of  the  time  in  an 
inexplicable  daze.  The  sole  driving  interest  in  his 
rather  banal  life  is  Neurosurgery  (with  a capital 
N),  always  a mystical  subject  to  a readily  impres- 
sionable citizenry.  The  negative  features  of  the 
book  unfortunately  far  outweigh  its  principal  posi- 
tive asset,  namely,  the  evident  sincerity  of  style 
and  narration.  The  bulk,  contrariwise,  is  marred 
by  a jejune  story,  with  sterile  character  studies 
and  a predictable  plot.  It  is  unlikely  the  book  will 
appeal  even  to  Hollywood  in  its  present  form 
unless  Sal  Mineo  or  Fabian  be  called  on  to  portray 
the  lymphatic  young  Dr.  Jone  Brent. 

Physicians  have  long  been  aware  that  the  most 
fascinating  tales  in  medicine  can  be  culled  from 
the  biographies  of  eminent  physicians.  The  suc- 
cessful appearance  in  recent  years  of  semi-fiction- 
alized versions  of  the  lives  of  Ignaz  Semmelweis 
and  John  Hunter,  and  accounts  by  Jurgen  Thor- 
wald  of  surgical  progress  during  the  19th  century 
attest  to  this  fact.  Might  not  Miss  Seletz  direct  her 
writing  talents  to  far  better  advantage  with  models 
such  as,  say.  Pare,  Vesalius  or  Laennec? 

David  C.  Schechter,  M.D. 


THE  CHILDREN’S  HOSPITAL  ASSOCIATION 

OF  DENVER 

NON-SECTARIAN— NON-PROFIT 


OCA  CUSHMAN  wing  newly  opened 
with  improved  facilities  to 
serve  your  patients 


Providing  medicinal  and  surgical  aid 
to  sick  and  crippled  children  of 
the  Rocky  Mountain  Region 
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Principles  of  Disability  Evaluation:  By  Wilmer  Cauthorn 
Smith,  M.D.  Philadelphia,  J.  B.  Lippincott  Co.,  1959.  210  p. 
Price:  $7.00. 

Every  physician  engaged  in  rating  disabilities, 
or  testifying  in  court  regarding  relationship  of 
injury  to  a medical  condition,  will  want  to  read 
this  short  treatise.  The  author  demonstrates  his 
long  experience  with  the  subject.  He  served  as  a 
member  of  the  Oregon  State  Industrial  Accident 
Commission  for  many  years. 

The  first  introductory  section  consists  of  spe- 
cific remarks  on  medical  testimony,  reports,  and 
such  a pertinent  subject  as  excessive  time  loss. 
Helpful  suggestions  are  given  in  order  to  make 
an  objective  evaluation  in  the  presence  of  a multi- 
tude of  subjective  complaints. 

The  third  section  on  Relationship  is  excellent. 
The  relationship  of  injury  and  disability  due  to 
direct  and  indirect  causes  is  discussed  thoroughly 
and  logically.  One  can  recommend  this  section 
highly. 

The  fourth  and  last  section  on  Disability  Evalu- 
ation has  less  to  recommend  it.  Granted  that  this 
is  a difficult  subject,  this  reviewer  found  that  the 
author  does  not  clarify  the  situation.  Fortunately, 
there  are  available  more  extensive  texts  on  the 
disability  evaluation  such  as  that  of  McBride 
(1953).  Surprisingly,  he  includes  no  bibliography 
or  references.  New  work  is  being  done  by  such 
men  as  Mr.  Bert  Hanman  in  Massachusetts,  on 
the  positive  approach  to  ability  evaluation,  using 
physical  ability  profiles.  Workmen’s  Compensation 
legislation  was  passed  for  the  benefit  of  the  in- 
jured worker,  on  the  basis  of  his  resulting  loss 
of  ability  to  work.  It  seems  logical  to  scientifically 
evaluate  this  ability  for  work  by  the  best  means 
at  hand,  instead  of  the  traditional  disability  rating. 

John  D.  Leidholt,  M.D. 

Diseases  of  the  Nose,  Throat  and  Ear:  Edited  by  Chevalier 
Jackson,  M.D.,  and  Chevalier  L.  Jackson,  M.D.,  with  the 
collaboration  of  61  outstanding  authorities.  2nd  edition.  Phila- 
delphia, W.  B.  Saunders  Co.,  1959.  886  p.  Price:  $20.00. 

As  in  the  first  edition  of  this  very  useful  book, 
the  broad  aspects  of  otolaryngology  are  presented 
and  brought  up  to  date.  It  best  fulfills  its  aim  as 
a ready  and  ample  reference  text  for  daily  use 
by  practitioners.  Some  texts  now  recommended  for 
medical  students  suffer  by  comparison  in  this  re- 
spect. Specialists  also  can  find  in  it  ready  guidance 
and  a wealth  of  encompassing  information  consid- 
ering that  61  authorities  contributed  in  fields  of 
their  special  interests.  The  reader  will  find  that 
after  a lapse  of  14  years  since  the  first  edition, 
many  sections  have  been  rewritten  as  well  as  new 
articles  by  new  authors  added  to  keep  pace  with 
the  great  progress  in  this  field.  Diseases  of  the 
oral  cavity  and  salivary  glands,  traumatic  and 
maxillo-facial  surgery,  corrective  and  nasal  plastic 
surgery,  as  well  as  other  related  aspects  of  head 
and  neck  surgery  have  been  given  due  prominence. 
Laryngology  and  bronchoesophagology  have  been 
excellently  presented  and  brought  up  to  date  by 
the  editors  in  their  usual  comprehensive  manner. 


The  fast-moving  advances  in  otology  have,  in 
general,  been  modernized,  although  the  most  re- 
cent tympanoplastic  and  reconstructive  measures 
presently  being  done  to  preserve  and  improve 
hearing  in  ears  that  have  been  damaged  by  chronic 
middle  ear  and  mastoid  diseases  have  escaped  the 
attention  they  deserve.  All  in  all,  the  volume  is 
well  rounded,  highly  authoritative,  profusely  illus- 
trated and  competently  edited. 

Herman  J.  Laff,  M.D. 

Mazer  and  Israel’s  Diagnosis  and  Treatment  of  Menstrual  Dis- 
orders and  Sterility:  Edited  by  S.  Leon  Israel,  M.D.  4th  edition. 
New  York,  Paul  B.  Hoeber,  Inc.,  1959.  666  p.  Price:  $15.00. 

This,  the  fourth  edition  of  a standard  and  popu- 
lar text  on  menstrual  disorders  and  sterility,  has 
been  completely  rewritten,  and  represents  the 
work  of  Dr.  Israel  alone.  There  have  been  many 
advances  in  the  understanding  and  treatment  of 
these  conditions,  and  this  revision  brings  the  book 
very  much  up  to  date. 

Perhaps  the  most  outstanding  feature  is  the 
practicality  of  its  contents.  Too  often,  exhaustive 
and  authoritative  works  such  as  this  are  full  of 
theory  and  generalities  as  to  treatment.  Here  is  a 
book  that  in  lucid  style  gives  you  what  is  known 
about  the  condition,  explicit  directions  for  diag- 
nosis, what  can  be  done  about  treating  it,  with 
exact  dosage  of  drugs,  and  what  to  expect  in  the 
way  of  results.  What  more  can  a general  practi- 
tioner or  a specialist  ask? 

Maxwell  A.  Abelman,  M.D. 
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no  irritating  crystals'-  uniform  concentration  in  each  drop" 
STERILE  OPHTHALMIC  SOLUTION 

NEO-HVDEITRASOI 

PREDNISOLONE  21- PHOSPHATE-NEOMYCI N SULFATE 


2,000  TIMES  MORE  SOLUBLE  THAN 

“The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  in  the  patient’s 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop.’’^ 


PREDNISOLONE  OR  HYDROCORTISONE 

1.  Lippmann,  0.:  Arch.  Ophth.  57:339,  March  1957. 

2.  Gordon,  D.M.:  Am.  J.  Ophth.  46:740,  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL®.  In  5 cc.  and  2.5  cc. 
dropper  vials.  Also  available  as  0.25%'  Ophthalmic 
Ointment  NEO-HYDELTRASOL  (with  neomycin  sulfate) 
and  0.25%>  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  & Co.,  iNa 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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A Vacation  from  Hay  Fever 
is  a Real  Vacation 

ANYWHERE  - ANYTIME 


Just  a "poof” of  fine  nTz  spray 

brings  relief  in  seconds,  for  hours 


nTz  is  a potentiated,  balanced 
combination  of  these  well  known 
synergistic  compounds : 
Neo-Synephrine®  HCl,  0.5% 

- dependable  vasoconstrictor 
and  decongestant , 

Thenfadil®  HCI,  0.1% 

~ potent  topical 
antihistaminic. 

Zephiran®  Cl,  1:5000 

- antibacterial  wetting 
agent  and  preservative. 


Supplied  in  leakproof  ^ ^ 

pocket  size  ' ' ' 'i'; 
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MONEY  AVANTED:  10%  interest.  Payable  monthly, 
if  desired.  Well  diversified  and  well  secured.  No 
minimum  nor  maximum  amount  to  qualify  for  full 
return.  No  mandatory  investment  period.  Time  tested. 
AA^rite  for  full  particulars.  Box  7-1-12,  Rocky  Moun- 
tain Medical  Journal,  8.35  Republic  Bldg.,  Denver  2. 

7-1-12 


DOCTOR'S  OFFICE  SPACE  available  in  Perl  Mack 
Shopping  Center.  For  details  contact  Dr.  Charles 
Lapan,  7069  Pecos,  HArrison  9-3529.  7-2TF 


CDINICAL  BUILDING.  AATll  build  to  your  specifica- 
tions and  lease  or  sell  on  your  land  or  ours.  Denver 
area.  Financing  arranged.  Shaw  Brewer  Construction 
Company.  CH.  4-8157.  7-33 


U^NIA'^ERSITY  TRAINED  general  surgeon,  board  eligi- 
ble, desires  position  in  group,  association,  or  solo 
practice.  Available  July  1961.  References  and  inter- 
view will  be  furnished.  Experience  in  gynecology, 
thoracic,  and  cancer  surgery.  Box  7-51,  Rocky  Moun- 
tain Medical  Journal,  835  Republic  Bldg.,  Denver  2. 

7-51 


BEAUTIFUL  NEAA'  Applewood  A^alley  Medical  Center 
in  Metropolitan  Denver’s  choicest  location  has  one 
single  suite  left.  Completely  air  conditioned.  No  other 
medical  building  in  this  area.  Call  BE.  7-1865  or  write 
Byron  AA'ilson,  10355  AA'est  18th,  Denver  15.  7-63 


Quality  Drugs  Courteous  Service 
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SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood 
and  V icinity 


EARNEST  DRUG 

217  1 6th  Street 

Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH — CLEAN — COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


FOR  MEDICAL  MEN 

now  available  in  Denver's  exclusively 
Medical-Dental  Building  . . . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager. 

KE  4-5271 

REPUBLIC  BUILDING  CDRPORATION 

1624  Tremont  Place  • Denver  2,  Colorado 


AA'E  HAVE  OPENING  for  the  right  young  General 
Practitioner  in  a small  group.  Surgical  experience 
desired  but  not  essential.  Ideal  working  conditions  in 
new  building — agricultural  area  on  the  plains.  Start- 
ing salary  depending  on  experience  with  early  part- 
nership. Good  income,  nice  town,  liberal  time  off.  Box 
7-42,  Rocky  Mountain  Medical  Journal,  835  Republic 
Bldg.,  Denver  2.  7-42 


PRACTICE  FOR  SALE:  Southwestern  Colorado  gen- 
eral practice  and  equipment,  grossing  $47,000,  10,000 
population,  100-bed  open  hospital.  AA^ill  introduce, 
total  $6,000  including  x-ray  and  electrocardiograph. 
Box  5-41,  Rocky  Mountain  Medical  Journal,  835  Re- 
public Bldg.,  Denver  2.  5-41 


FOR  SALE:  Burton  Spotlight,  $15.  Sclar  Tomkins 
Suction  and  Ether  Unit  with  stand,  $125.  E.N.T. 
chair,  $40.  Baumonometer,  $20.  Cameron  Surgical 
Unit,  $75.  Microtherm  (Raytheon),  $325.  Maico  Stetha- 
tron,  $30.  Baby  Scales  (Professional),  $15.  Soap  Dis- 
penser (Foot  Operated),  $8.  Spencer  Bright  Line 
Haemocytometer,  $7.50.  Hospital  Bed  Complete  (New 
Mattress),  $45.  Corner  Table  (Blond),  $18.  Instruments 
of  all  kinds  at  about  1/3  cost.  The  equipment  is  all 
in  good  condition.  Call  or  write  Harry  G.  Knapp,  M.D., 
Rifle,  Colo.  6-2TF 


AVAILABLE  NOAV,  office  space  for  physicians,  sur- 
geons, specialists.  New  addition  in  the  modern, 
air-conditioned  Arvada  AVest  Professional  Building, 
containing  occupied  prescription  pharmacy  and  three 
dentists.  Space  for  eight  doctors  with  custom  finish- 
ing to  suit  your  requirements.  Suburban  convenience 
near  new  million-dollar  Arvada  Square  Shopping 
Center,  and  adjacent  to  the  300  unit  Arvada  Square 
Garden  Apartments.  Off-street  parking  for  75  cars. 
Arvada  has  a population  of  22,000  people  and  is  the 
fastest  growing  suburban  city  in  the  Denver  metro- 
politan area,  with  only  six  medical  doctors  at  present. 
AA'^rite  or  phone  Mr.  O.  S.  Forsberg,  President,  Fors- 
berg  Development  Company,  10010  AV.  59th  Place, 
Arvada  (Denver),  Colo.  Phone  HA  4-4455.  6-6TF 


INTERNIST,  PEDIATRICIAN  IMMEDIATELY:  Ex- 
panding long  established  group;  Colorado  city  of 
125,000;  two  years  or  more  training  essential;  good 
guarantee;  opportunity  partnership  three  years.  Full 
information  to;  Box  6-6TF,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2.  6-6TF 


LOCUM  TENENS  desired  by  resident  with  five  years’ 
experience  in  general  practice  and  one  year  of 
general  surgery.  Licensed  in  Colorado  and  Montana. 
AVould  prefer  summer  months.  Please  write  Box  6-73, 
Rocky  Mountain  Medical  Journal,  835  Republic  Bldg., 
Denver  2.  6-73 


GENERAL  SURGEON — 41;  Board  certified;  family; 

veteran;  experienced  in  general,  gyn,  urologic, 
traumatic  surgery;  desires  to  relocate  in  AVest  or 
Southwest;  able  to  do  limited  general  practice.  AVrite 
Box  6-81,  Rocky  Mountain  Medical  Journal,  835  Re- 
public Bldg.,  Denver  2.  6-81 


DOCTOR  AV  ANTED:  AA'^ell  paying  general  practice. 

Growing  locality.  Complete  line  of  very  fine  equip- 
ment at  a sacrifice.  This  opportunity  should  be  inves- 
tigated. AVrite  Box  6-3TF,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2.  6-3TF 


PSYCHIATRIST  AV  ANTED:  College  in  Southern  Mon- 
tana looking  for  Board  Eligible  Psychiatrist  to  take 
on  part-time  teaching  and  student  psychotherapy  at 
the  college.  Remainder  of  the  time  could  be  divided 
between  private  practice  in  city  of  17,000,  and/or 
local,  state-supported,  mental  health  clinic.  Local 
elementary  educational  system  excellent.  Local  fish- 
ing, hunting  and  skiing  equal  to  anything  in  our 
nation.  Box  6-93,  Rocky  Mountain  Medical  Journal, 
835  Republic  Building,  Denver  2.  6-93 


OPENING  FOR  ASSOCIATE  physician  in  established 
office  at  excellent  location  in  Northwest  Denver. 
Doctor  moving  enjoyed  large  practice,  very  substan- 
tial part  of  which  will  remain  for  new  doctor.  Re- 
maining associate  physician  is  well  established  in- 
ternist. For  details  and  inspection  call  GLendale 
5-7557.  5-8TF 


NORTH  DENVER  MEDICAL  OFFICE  for  rent  in 
practically  new  building  at  $3.00  per  square  foot 
per  year.  Recently  vacated  by  G.P.  seeing  thirty 
patients  per  day.  Call  AVard  Anthony  at  HArrison 
2-2373.  6-53 


PHARMACIST,  experienced  in  retail  and  hospital 
pharmacy,  desires  to  contact  doctor  or  group  of 
doctors  with  view  of  establishing  ethical  pharmacy 
in  clinic.  Replies  kept  in  strict  confidence.  AVrite: 
Box  5-33,  Rocky  Mountain  Medical  Journal,  835  Re- 
public Bldg.,  Denver  2.  5-33 
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WANT  ADS— Continued 


PARTNERSHIP  OPPORTUNITY  for  general  practi- 
tioner in  Denver  suburb.  Investment  required.  Send 
complete  resume.  Box  6-lTP,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2.  6-lTF 


PARTNERSHIP,  associate  or  entire  practice  plus 
house,  southern  part  of  Colorado.  Room  for  two 
men.  For  further  information  write  W.  W.  McKinley, 
M.D.,  Monte  Vista,  Colo.  6-4TF 


EXCELLENT  SOLO  GENERAL  PRACTICE  for  sale 
in  Colorado  Western  Slope  city.  Office  lease  avail- 
able. For  further  information  please  write  Box  4-42, 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver  2.  4-42 


NEW  MEXICO:  Well-established  general  practice  of 
recently  deceased  physician  in  city  of  25,000.  New, 
completely  equipped  office  for  sale  or  lease.  Write: 
Box  5-lTF,  Rocky  Mountain  Medical  Journal,  835 
Republic  Bldg.,  Denver  2.  5-lTF 


CLINIC  for  three  doctors,  available  by  July  1.  New 
area  between  Thornton,  Perl  Mack,  and  North  Glen. 
Rent  reasonable,  utilities  furnished.  Contact  Mr.  or 
Mrs.  James  Louie,  Monday  through  Saturday  at  J & H 
Pharmacy,  phone  AT  7-5257,  from  10  a.m.  to  9 p.m. 

5-53 


ASSOCIATE  desired  for  an  excellent,  established  gen- 
eral practice  in  New  Mexico  town  of  12,000.  For 
information  call  FL.  5-1214  after  5 p.m.,  in  Denver, 
or  write:  Box  5-6TF,  Rocky  Mountain  Medical  Journal, 
835  Republic  Bldg.,  Denver  2.  5-6TF 


FOR  RENT  OR  LEASE:  New  professional  building 
now  under  construction,  office  space  available  ap- 
proximately July  1,  1960.  Located  at  44th  and  Teller. 
For  information  write  Raymond  J.  Delio,  6506  W.  25th 
Ave.,  Edgewater,  Colo.  4-14 


GENERAL  PRACTITIONER’S  office  for  sale  or  lease, 
40  W.  Alameda,  Denver.  Building  approximately  15 
years  old,  recently  remodeled  and  air  conditioned. 
Approximately  750  square  feet.  Possibility  of  assum- 
ing large  portion  of  present  neighborhood  and  indus- 
trial practice.  Present  owner  moving  to  Englewood 
to  practice  with  another  physician.  Write:  Box  3-4TF, 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver.  3-4TP 


NEVADA  COMMUNITIES  seeking  physicians  include 
Wells,  Carlin,  Austin,  Beatty,  Pioche,  and  Haw- 
thorne. Write  Mr.  Nelson  B.  Neff,  Executive  Secre- 
tary, Nevada  State  Medical  Association,  P.O.  Box  2790, 
Reno,  Nevada,  for  further  information  regarding  these 
opportunities.  5-TF 


VACANCY  in  Denver  Medical  Clinic,  1401  Jackson,  be- 
cause of  illness.  Four  rooms,  reception  room  and 
other  facilities,  including  large  off  street  parking. 
You  pay  only  rent  and  one-third  share  of  receptionist 
salary.  Full  use  of  Clinical  and  X-ray  Laboratory  serv- 
ice including  supplies.  Lease  if  desired.  For  details 
call  DExter  3-6939.  7-TF 


M.D.,  AGED  30,  returning  from  service  in  Indonesia, 
desires  locum  tenens  or  association  with  Christian 
physicians  beginning  about  August,  1960.  Licensed  in 
Colo,  and  Kansas,  married,  2 children.  Write:  Herbert 
Friesen,  M.D.,  Pakis/Taju,  Java,  Indonesia.  12TF 


VERY  LARGE  PRACTICE  for  sale  in  town  of  12,000, 
serving  a population  of  60,000.  Rent  in  new  building 
$115.00.  Four  large  rooms  fully  equipped  with  two 
examination  tables.  X-ray,  Thermo  Copying  machine, 
etc.  Doctor  deceased  August  5,  1959.  Write  Box  868. 
Durango,  Colorado.  11-5TF 


f 

Kowdij^ 

Registered  Trade  Maris 

BOB'S  PLACE 

Trade  Mark 

A Bob  Cat  for  Service 

TEXACO  PRODUCTS 

300  South  Colorado  Boulevard 

Cow  Town,  Colo. 

for  today’s 
active  mother 
and  tomorrow’s 
healthy  baby 


Ulvical  Meets  Her  Need 
for  a Complete  Prenatal  Supplement 

Today’s  children  need  attention,  guidance  and 
love.  That  next  baby  needs  attention  too;  nutri- 
tion which  meets  all  of  his  demands  so  that  he  will 
arrive  healthy  and  happy. 

An  active  mother  provided  with  maximum  iron, 
calcium  and  vitamins  during  her  prenatal  waiting 
will  be  healthy  and  happy  too.  Ulvical  provides 
her  with  a maximum  amount  of  iron,  absorbable 
calcium  and  vitamins  in  one  small  sugar  coated 
tablet.  Recommend  Ulvical . . . you’ll  know  they’re 
both  healthy. 


More  easily  tolerated . . . 

TETANY  OVERCOME 

usually  within  24  hours 

OPTIMAL  HEMOGLOBIN  LEVELS 

in  spite  of  sub-ocidity 

ULVICAL,  THE  PREFERRED  PRENATAL  SUPPLEMENT 
IS  NOW  EVEN  BETTER! 

Each  white  sugar  coated  tablet  contains: 


Calcium  Pyrophosphate 

(Co  150  mg.,  P 120  mg.) 7.5  gr. 

Ferrous  Sulfate,  U.S.P. 

(Fe  38  mg.) 3 gr. 

Vitamin  A 1,500  USP  units 

Vitamin  D,  Natural 

(Irradiated  Ergosterol) 200  USP  units 

Thiamine  Mononitrate  (Bi) 1 mg. 

Riboflavin  (Bo) 2 mg. 

Ascorbic  Acid  (C) 1 6.66  mg. 

Alpha  Tocopherol  (E) 2 mg. 


THE  ULMER  PHARMACAL  COMPANY 

1400  HARMON  • MINNEAPOLIS  3,  MINNESOTA 
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whenever  there  is  inflammation^ 
siuelling,  pain 

VARIDASE 

STREPTOKINASE-STREPTODORNASe  LEOERLC 

BUCCAL“ 

conditions  for  a 
fast  comeback . . . 


5 days  of  classic  therapy  after  48  hours  of  VARIDASE 

as  in  cellulitis* 

Until  Varidase  stemmed  infection, 
inflammation,  swelling  and  pain,  neither 
medication  nor  incision  and  drainage 
had  affected  the  increasing  cellulitis. 

Varidase  mobilizes  the  natural  healing 
process,  by  accelerating  fibrinolysis,  to 
condition  the  patient  for  successful  primary 
therapy.  Increases  the  penetrability  of  the 
fibrin  wall,  for  easy  access  by  antibodies 
and  drugs . . . without  destroying  limiting 
membrane  . . . and  limits  infiltration. 

Prescribe  Varidase  Buccal  Tablets  routinely 
in  infection  or  injury. 

*Innerfield,  I.:  Clinical  report  cited  with  permission. 
Varidase  Buccal  Tablets  contain: 

10,000  Units  Streptokinase,  2,500  Units  Streptodornase. 

Supplied:  Boxes  of  24  and  100  tablets 

LEDERLE  LABORATORIES, 

A Division  of  American  Cyanamid  Company,  Pearl  River,  N.  Y. 
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/Condition 

^PERKCT! 


. . . that’s  the  only  condition  under  which 
City  Park-Brookridge  milk  is  produced.  For 
over  70  years  we  have  maintained  and  utilized 
the  most  modern  technique  and  equipment. 
In  fact,  many  doctors  have  personally  inspected 
and  approved  our  plant  and  facilities.  At 
City  Park-Brookridge  Farms,  nature’s  “most 
perfect  food”  is  produced  under  only  the  most 
perfect  conditions.  When  you  recommend  milk 
from  City  Park-Brookridge  farms  you  are 
assured  of  premium  quality  at  its  best. 


• • • 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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GONORRHEA  IS  ON  THE  MARCH  AGAIN... 


a new  timetable  for  recovery: 

only  six  capsules  of  TETREX  can  cure  a male  patient  with  gonorrhea  in  just  one  day* 

TETREX  CAPSULES.  250  mg.  Each  capsule  contains: 
TETREX  (tetracycline  phosphate  complex  equivalent  to 
tetracycline  HCI  activity)  — 250  mg. 

DOSAGE:  Gonorrhea  in  the  male  — Six  capsules  of 
TETREX  in  3 divided  doses,  in  one  day. 

^Marmell,  M.,  and  Prigot,  A.;  Tetracycline  phosphate  complex  in  the  treat- 
ment  of  acute  gonococcal  urethritis  in  men.  Antibiotic  Me(d.  &.  Clin.  Ther, 
6:108  (Feb.)  1959. 


I etrex 

U.S. PAT. NO. 2, 791, 609 

THE  ORIGINAL  TETRACYCLINE  PHOSPHATE  COMPLEX 
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when  pollens  harry  the  nnwary 


111  hay  fever,  BENADRYL  provides  simultaneous, 
dual  control  of  allergic  symptoms.  Nasal  congestion, 
lacrimation,  sneezing,  and  related  histamine  reac- 
tions are  effectively  relieved  by  the  antihistaminic 
action  of  BENADRYL.  At  the  same  time,  its  anti- 
.spasmodic  effect  alleviates  bronchial  and  gastro- 
intestinal spasms.  This  duality  of  action  makes 
BENADRYL  valuable  throughout  a wide  range  of 


allergic  disorders. 


BENADRYU  Hydrochloride  (diphenhydramine  hydrochloride, 
Parke-Davis)  is  available  in  a variety  of  forms  including;  Kap- 
seals,®  50  mg.  each;  Kapseals,  50  mg.,  with  ephedrine  sulfate, 
25  mg.;  Capsules,  25  mg.  each;  Elixir,  10  mg.  per  4 cc.;  and  for 
delayed  action,  Emplets,®  50  mg.  each.  For  parenteral  therapy, 
BENADRYL  Hydrochloride  Steri-Vials,®  10  mg.  per  cc,;  and  Am-' 
poules,  50  mg.  per  cc.  „„„ 
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CLINICAL  REMISSION 


IN  A“PROBLEM’' ARTHRITIC 


In  rheumatoid  arthritis  with  diabetes  mellitus.  A 54-year-old  diabetic 
with  a four-year  history  of  arthritis  was  started  on  Decaoron,  0.75  mg./ 
day,  to  control  severe  symptoms.  After  a year  of  therapy  with  0.5  to 
1.5  mg.  daily  doses  of  Decadron,  she  has  had  no  side  effects  and  dia- 
betes has  not  been  exacerbated.  She  is  in  clinical  remission.* 

New  convenient  b.  i.d.  alternate  dosage  schedule;  the  degree  and  extent  of  relief  provided  by 
DECADRON  allows  for  b.i.d.  maintenance  dosage  in  many  patients  with  so-called  “chronic”  condi- 
tions. Acute  manifestations  should  first  be  brought  under  control  with  a t.i.d.  or  q.i.d.  schedule. 

Supplied;  As  0.75  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets  in  bottles  of  100.  Also  available 
as  Injection  DECADRON  Phosphate.  Additional  information  on  DECADRON  is  available  to  physicians 
on  request.  DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

*From  a clinical  investigator’s  report  to  Merck  Sharp  & Dohme. 

DecadioA^ 

Oexamethasone 

TREATS  Vm  PATIENTS  Vm  EFFECTIVELY 

(fsS  MERCK  SHARP  & DOHME  • Division  of  Merck  & Co.,  iNC.,  West  Point,  Pa. 
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A dosage  form  to  meet  the  indmduai 
requiremerits  of  patients  of  all  ages  in  home,  . I 
office,  clkic,  and  hospital:  ^ 

Syncillin  Tahlets— 260  mg — Syoeiilin  Tablets — 125  mg. 
Syncillin  for  Oral  Solution — 60  mJ , bottles — when  reconstitute 

125  mg.  per  5 mb'- 

Syncillin  Pediatric  Drops  — 1 .5  €fm.  botOes.  Calibrated  dropped 

delivers  125:  mg.  ^ 

Complete  inf ormation  on  indications,  dosage  and  precautions  is  included  in  the  officM  circuity  accompanying  each  package. 


BRISTOIi  LABOMTOfillS,  SYRACUSE,  NEW  YORK  ( ( ^miSTOl! 


Carrying  on 
congestion-free 
with  fast-acting 


NASAL  SPRAY 


At  the  first  allergic  sneeze,  two  inhalations  from  the  nTz  Nasal  Spray  act  speedily  to  bring  excep- 
tional relief  of  symptoms.  The  first  spray  shrinks  the  turbinates  and  enables  the  patient  to  breathe 
through  his  nose  again.  The  second  spray,  a few  minutes  later,  opens  sinus  ostia  for  essential 
ventilation  and  drainage.  Excessive  rhinorrhea  is  reduced.  hTz  is  well  tolerated  and  provides  safe 
"inner  space”  without  causing  chemical  harm  to  the  respiratory  tissues. 
nTz  is  a balanced  combination  of  three  thoroughly  evaluated  compounds: 

S eo-Synephrine®  HCI,  0.5%  to  shrink  nasal  membranes  and  sinus  ostia  and  provide 
inner  space 

It  henfadil®  HCI,  0.1%  to  provide  powerful  topical  antiallergic  action  and  lessen  rhinorrhea 
^'ephiran®  Cl,  1:5000  (antibacterial  wetting  agent  and  preservative)  to  promote  spread  and 
penetration  of  the  formula  to  less  accessible  nasal  areas 
nTz  is  supplied  in  leakproof,  pocket  size,  squeeze  bottles  of  20  cc.  and  in  bottles  of  30cc.  with  dropper. 

QUICK  SYMPTOMATIC  RELIEF  OF  HAY  FEVER  OR  PERENNIAL  RHINITIS 

nTz,  NeO'Synephrine  (brand  of  phenylephrine),  Thenfadil  (brand  of  thenyidiamine)  and  LABOR  AT  0 R I E S 

Zephiran  (brand  of  benzalkonium,  as  chloride,  refined),  trademarks  reg.  U.  S.  Pat.  Off.  NcW  York  18,  N.  Y. 
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for  dryness  and  itching,  prickly  heat  and  rash 
intertrigo,  insect  bites,  other  summer  skin  discomforts 


SARDO  acts  promptly  to  help  restore  needed 
natural  oil  and  moisture'  to  dry,  itchy  skin,  by 
helping  to  re-establish  the  normal  lipid-aque- 
ous balance.  Thus  SARDO  eases  irritation, 
soothes,  softens,  brings  sustained  comfort. 

USED  IN  THE  BATH,  SARDO  releases  millions 
of  microfine  water-dispersible  globules*  to  pro- 
vide an  emollient  suspension  which  enhances 
your  other  therapy  ...  in  prickly  heat,  intertrigo. 


insect  bites,  skin  dryness  and  itch  of  atopic  der- 
matitis, eczematoid  dermatitis,  senile  pruritus, 
soap  dermatitis,  etc.' 

Patients  appreciate  pleasant,  convenient,  easy- 
to-use  SARDO.  Non-sensitizing.  Most  economical. 
Bottles  of  4,  8 and  16  oz. 

Write  for  QtampHu  and  literature  . . , 


Sardeau,  Inc. 


75  East  55th  Street 

New  York  22,  New  York 


© 1959  'Patent  Pending,  T.  M.' 
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in  rheumatic  disorders 

whenever  aspirin 
proves  inadequate 


iT  Arsi  7fil  ifi  I n 

^;lilSii#l  CMdLiVr II Vlll  I 


_ braiKl  of  (»f«dniso(i«'ptieny)btttazone 


•:  'V' 


5.-1. 


* 


tEy¥nWtK¥»’^^tP^»c  . 

} dis^orciers,  an  anti-inflammatory  effect 
> more  potent  tflan  that  provided  hy  as 
' Js  often  desirable  to  hasten  recovery 
^nd  get  the  patient  back  to  work. 

I By  combining  the  anti-inflammatory 
I action  of  prednisone  and  phenytbwtdzo 
^eraicoiidln  brings  about  exceptional! 

. rapid  resolution  of  Inflammation  with  n 
^ symptoms  and  restoration  of  function;  .• 
^jnce  Sterazoiidlh  is  effective  in  low  ■ 
dosage,  the  possibility  of  significant 
hypercorlisonisrti,  even  in  long-term 
therapy,  is  substantially  reduced.  . "it 


Each  Ster^oltdin*  conteiffs  prednisoi^^! 

1,38  t»8.;  Butdxoltdtn*,  brand  of  pheaylbulaione,  50  mg.; 
drfod  atominum  hydroxide  gel  100  mg.;  magrteeium  'Xf 

UriaiHoafo  ISO  mg.;  and  homatropine  methylferomWe  1,36  mg.  • 
of  1O0  capsules, 

Seigy,  j^dsley,  Mew  York  ^ 
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If  You  Are... 


COnUs^V) 


Nay  We  Help  You? 


Insurance  protection  varies  as  much  as  our  wonderful'  Colorado  Weather. 

There  is  one  insurance  company  which  was  formed  precisely  to  take  the  confusion  out  of 
Professional  Liability  insurance... EMPIRE  CASUALTY  CO.  was  formed  by  you  and  your 
colleagues  to  offer  complete  coverage  at  low  rates  based  on  actual  loss  experience  of 
members — all  of  whom  are  members  of  the  Colorado  State  Medical  Society. 

We  invite  you  to  call  or  write  the  Insurance  Department  of  Garrett-Bromfield  and  Company 
for  more  information  relating  to  Empire  Casualty  Company's  Professional  Liability 
Insurance. 


GairelTflramrielil 


Operating  Management 

Denver,  Colorado  AComa  2-8621 
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2 Companion  Volumes 


New  (2nd)  F.ditinn!  

Frederick  and  Towner- 
The  Office  Assistant 
in  Medical  Practice 


by  Paul  Williamson,  Af.  D. 

Office  Diagnosis 

New!  Written  from  the  author’s  long  experience 
in  general  practice,  this  book  offers  sound,  ready-to- 
use  advice  on  solving  the  family  physician’s  daily 
diagnostic  problems.  With  the  help  of  simple  line 
illustrations.  Dr.  Williamson  informally  details  those 
diagnostic  techniques  that  can  be  performed  right 
in  your  own  office. 

97  important  signs  and  symptoms  are  discussed.  Be- 
ginning with  symptomatic  evidence,  the  author  takes 
you  back  to  its  possible  causes  to  help  you  arrive 
more  easily  at  a tenable  diagnosis.  You  will  find 
symptoms  such  as  headache,  hypertension,  papular 
rash,  anorexia,  cough,  cyanosis,  heart  murmurs,  con- 
stipation, incontinence,  pain  in  the  breasts,  leu- 
korrhea  clearly  covered.  Where  pertinent.  Dr. 
Williamson  offers  definitive  help  on:  etiology,  his- 
tory taking,  general  examination  of  the  patient, 
x-ray,  laboratory  tests,  drug  therapy,  diagnostic  pit- 
falls  to  avoid,  complications,  etc. 


This  handy  manual  will  save  you  time  and 
money  in  training  an  efficient  office  assistant.  It 
is  packed  with  help  on  every  phase  of  her  job 
—as  receptionist,  secretary,  nurse,  bookkeeper 
and  technician. 

These  are  the  kind  of  problems  on  which  your 
assistant  will  find  valuable  help : W hat  should  you 
say  in  a series  of  collection  letters?  How  do  you 
keep  a narcotics  inventory?  What  should  you 
remember  in  preparing  the  doctor’s  bag?  To 
whom  do  the  patient’s  medical  records  belong? 
How  do  you  sharpen  a hypodermic  needle? 
How  do  you  prepare  a patient  for  pelvic  ex- 
amination? etc. 

The  authors  have  brought  this  new  edition  fully 
up-to-date.  The  chapter  on  Bookkeeping  is  ex- 
panded with  many  new  illustrations  on  the 
"write-it-once”  bookkeeping  system,  etc.  The 
chapter  on  Instruments  is  now  much  more  de- 
tailed and  clearly  illustrated.  Much  new  help  is 
added  on  sterilization. 

By  Portia  M.  Frederick,  InstruCTor,  Medical  Office  Assist- 
ing, Long  Beach  City  College;  and  CAROL  Towner,  Director 
of  Special  Services,  Communications  Division,  American 
Medical  Association.  407  pages,  5%"  x 8",  illustrated.  S5.25. 

New  (2nd)  Edition! 


If  you  are  familiar  with  Williamson’s  Office  Pro- 
cedures (below),  you  know  the  kind  of  useful, 
down-to-earth  help  to  expect  from  this  new  volume. 

By  Paul  Williamson,  M.D.  470  pages.  8"xll",  with  350 
illustrations.  $12.50.  New! 


Office  Procedures 

Dr.  Williamson  fully  discusses  379  useful  manage- 
ment procedures  for  171  common  disorders  and 
diseases  in  this  unusual  book.  Aided  by  crystal  clear 
illustrations,  he  tells  you  exactly  how  to  best  proceed 
with  those  techniques  that  can  be  safely  and  effec- 
tively performed  in  your  own  office.  You  will  find 
precise  descriptions  of:  how  to  irrigate  the  ear;  how 
to  pack  for  nosebleed;  how  to  construct  and  fit  a 
truss  in  inguinal  hernia;  how  to  treat  muscle  tears 
and  ruptures;  how  to  retrieve  a retracted  tendon; 
how  to  properly  incise  and  drain  a breast  abscess;  etc. 

By  Paul  Williamson,  M.D.  412  pages,  8"xll",  with  1100 
illustrations.  $12.50.  Published  1933. 


i 

I Order  from  W.  B.  SAUNDERS  CO  MPA  NY— West  Washington  Sq.,  Phila.  5 


Please  send  me  the  following  books  and  charge  my  account : 

□ Williamson’s  Office  Diagnosis,  $12.50  □ Williamson’sOffice  Procedures,  $12.50 

□ Frederick  & Towner’s  The  Office  Assistant,  $5.25 
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Lifts  depression.. 


You  see  an  improvement  within  a few  days 

Thanks  to  your  prompt  treatment  and  the 
smooth  action  of  Deprol,  her  depression 
is  relieved  and  her  anxiety  and  tension 
calmed  — often  in  a few  days.  She  eats 
well,  sleeps  well  and  soon  returns  to  her 
normal  activities. 


as  it  calms  anxiety ! 

Smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety... 
rapidly  and  safely 

Balances  the  mood  — no  “seesaw’* 
effect  of  amphetamine -barbiturates 
and  energizers.  While  amphetamines 
and  energizers  may  stimulate  the  patient 
—they  often  aggravate  anxiety  and 
tension. 

And  although  amphetamine-barbiturate 
combinations  may  counteract  excessive 
stimulation— t/iey  often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects, 

Deprol’s  smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety— both  at  the 
same  time. 


Acts  swiftly  — the  patient  often  feels 
better,  sleeps  better,  within  a few 
days.  Unlike  the  delayed  action  of  most 
other  antidepressant  drugs,  which  may 
take  two  to  six  weeks  to  bring  results, 
Deprol  relieves  the  patient  quickly  — often 
within  a few  days.  Thus,  the  expense  to 
the  patient  of  long-term  drug  therapy  can 
be  avoided. 

Acts  safely  — no  danger  of  liver 
damage.  Deprol  does  not  produce  liver 
damage,  hypotension,  psychotic  reactions 
or  changes  in  sexual  function— frequently 
reported  with  other  antidepressant  drugs. 


Bibliosrraphy  (13  clinical  studies,  858  patients):^.  Alexander,  L.  (35  patients):  Chemotherapy 
of  depression  — Use  of  meprobamate  combined  with  benactyzine  (2-diethylaminoethyl  benzilote)  hydrochlo- 
ride. J.A.M.A.  166:1019,  March  1,  1958.  2.  Bateman,  J.  C.  and  Carlton,  H.  N.  (50  patients):  Meprobamate 
and  benactyzine  hydrochloride  (Deprol)  as  adjunctive  therapy  for  patients  with  advanced  cancer.  Antibiotic 
Med.  & Clin.  Therapy  6:648,  Nov.  1959.  3.  Beerman,  H.  M.  (44  patients):  The  treatment  of  depression  with 
meprobamate  and  benactyzine  hydrochloride.  Western  Med.  1:10,  March  1960.  4.  Bell,  J.  L.,  Tauber,  H., 
Santy,  A.  and  Pulito,  F.  (77  patients):  Treatment  of  depressive  states  in  office  practice.  Dis.  Nerv.  System 
20:263,  June  1959.  5.  Breitner,  C.  (31  patients);  On  mentol  depressions.  Dis.  Nerv.  System  20:142,  (Section 
Two),  May  1959.  6.  Gordon,  P.  E.  (50  patients):  Deprol  in  the  treatment  of  depression.  Dis.  Nerv.  System 
21:215,  April  1960.  7.  Landman,  M.  E.  (50  patients):  Clinical  trial  of  a new  antidepressive  agent.  J.  M.  Soc. 
New  jersey.  In  press,  1960.  8.  McClure,  C.  W.,  Papas,  P.  N.,  Speare,  G.  S.,  Palmer,  E.,  Slattery,  J.  J., 
Konefal,  S.  H.,  Henken,  B.  S.,  Wood,  C.  A.  and  Ceresia,  G.  B.  (128  patients);  Treatment  of  depression  - New 
technics  and  therapy.  Am.  Pract.  & Digest  Treat.  10:1525,  Sept.  1959.  9.  Pennington,  V.  M.  (135  patients): 
Meprobamate-benactyzine  (Deprol)  in  the  treatment  of  chronic  brain  syndrome,  schizophrenia  and  senility, 
j.  Am.  Geriotrics  Soc.  7:656,  Aug.  1959.  10.  Rickels,  K.  and  Ewing,  J.  H.  (35  patients):  Deprol  in  depressive 
conditions.  Dis.  Nerv.  System  20:364,  (Section  One),  Aug.  1959.  11.  Ruchwarger,  A.  (87  patients):  Use  of 
Deprol  (meprobamate  combined  with  benactyzine  hydrochloride)  in  the  office  treatment  of  depression. 
M.  Ann.  District  of  Columbia  28:438,  Aug.  1959.  12.  Settel,  E.  (52  patients):  Treatment  of  depression  in  the 
elderly  with  a meprobomote-benoctyzine  hydrochloride  combination.  Antibiotic  Med.  & Clin.  Therapy  7:28, 
Jan.  1960.  13.  Splitter,  S.  R.  (84  patients):  Treatment  of  the  anxious  patient  in  general  practice.  J.  Clin.  & 
Exper.  Psychopath.  In  press,  April-June  1960. 


Deprol^' 


£>osa,ge:  Usual  starting  dose  is  1 tablet  q.i.d.  When 
necessary,  this  dose  may  be  gradually  increased  up  to 
3 tablets  q.i.d. 

Composition:!  mg.  2-diethylaminoethyl  benzilate  hydro- 
chloride (benactyzine  HCl)  and  400  mg.  meprobamate. 
Supplied:  Bottles  of  50  light-pink,  scored  tablets.  Write 
for  literature  and  samples. 

#*  WALLACE  LABORATORIES /New  Brunswick,  N.  J. 
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Squibb  Benzydroflumethiazide 


Squibb  Benzydrofluniethiazide  with  Potas$ium  Chloride 

“...a  safe  and  extraordinarily 
effective  diuretic.,.’'  * 


Naturetin  — reliable  therapy  in  edema  and 
hypertension  — maintains  a favorable  uri- 
nary sodium-potassium  excretion  ratio  . , . 
retains  a balanced  electrolytic  pattern: 

“ . . . the  increase  in  urinary  output  occurs 
promptly  . . . ” ^ 

“ . . . the  least  likely  to  invoke  a negative 
potassium  balance  . . . ” ^ 

. a dose  of  5 mg.  of  Naturetin  produces  a 
maximal  sodium  loss.  ’ ’ ^ 

. an  effective  diuretic  agent  as  manifested 
by  the  loss  in  weight . . . ” ^ 

“ no  apparent  influence  of  clinical 

importance  on  the  serum  electrolytes 
or  white  blood  count.”® 

“ ...  no  untoward  reactions  were  attributed 
to  the  drug.  ’ ’ 

Although  Naturetin  causes  the  least  serum 
potassium  depletion  as  compared  with  other 
diuretics,  supplementary  potassium  chloride  in 
Naturetin  c K provides  added  protection  when 
treating  hypokalemia-prone  patients;  in  con- 
ditions where  likelihood  of  electrolyte  imbal- 
ance is  increased  or  during  extended  periods 
of  therapy. 


Numerous  clinical  studies  confirm  the  effec- 
tiveness^'^®  of  Naturetin  as  a diuretic  and 
antihyperlensive  — usually  in  dosages  of  S 
mg.  per  day. 

■ the  most  potent  diuretic,  mg.  for  mg.— more 
than  100  times  as  potent  as  chlorothiazide 

■ prolonged  action  — in  excess  of  18  hours  ■ 
maintains  its  efficacy  as  a diuretic  and  anti- 
hypertensive even  after  prolonged  or  increased 
dosage  use  ■ convenient  once-a-day  dosage  — 
more  economical  for  patients  ■ low  toxicity  — 
few  side  effects— low  sodium  diets  not  necessary 

■ not  contraindicated  except  in  complete  renal 
shutdown  ■ in  hypertension— sigm&c&nt  lower- 
ing of  the  blood  pressure.  Naturetin  may  be 
used  alone  or  with  other  antihypertensive  drugs 
in  lowered  doses. 

Supplied:  Naturetin  Tablets,  5 mg.  (scored) 
and  2.5  mg.  Naturetin  c K (5  c 500)  Tablets 
(capsule-shaped)  containing  5 rag.  benzydro- 
flumethiazide and  500  mg.  potassium  chloride. 
Naturetin  c K (2.5  c 500)  Tablets  (capsule- 
shaped) containing  2.5  mg.  benzydroflumethia- 
zide and  500  mg.  potassium  _ 
chloride. 


References:  1.  David,  N.  .A.;  Porter,  G.  A.,  and  Gray,  R.  H.:  Monographs  on  Therapy  5:60  (Feb.)  1960. 
2.  Stenberg,  E.  S.,  Jr.;  Benedetti,  A.,  and  Forsham,  P.  H.:  Op.  cit.  5:46  (Feb.)  1960.  3.  Fuchs,  M.;  Moyer, 
J.  H.,  and  Newman,  B.E.:  Op.  cit.  5:55  (Feb.)  1960.  4.  Marriott,  H.  J.  L.,  and  Schamroth,  L.;  Op.  cit.  5:14 
(Feb.)  1960.  5.  Ira,  G.  H.,  Jr.;  Shaw,  D.  M.,  and  Bogdonoff,  M.  D.:  North  Carolina  M.  J,  21:19  (Jan.)  1960. 
6.  Cohen,  B.  M.:  M.  Times,  to  be  published.  7.  Breneman,  G.  M.,  and  Keyes,  J.  W.:  Henry  Ford  Hosp.  M.  Bull. 
7:281  (Dec.)  1959.  8.  Forsham,  P.  H.:  Squibb  Clin.  Res.  Notes  2:5  (Dec.)  1959.  9.  Larson,  E.:  Op.  cit.  2:10 
(Dec.)  1959.  10.  Kirkendall,  W.  M.:  Op.  cit.  2:11  (Dec.)  1959.  11.  Yu,  P.  N.:  Op.  cit.  2:12  (Dec.)  1959. 
12.  Weiss,  S.;  Weiss,  J.,  and  Weiss,  B.:  Op.  cit.  2:13  (Dec.)  1959.  13.  Moser,  M.:  Op.  cit.  2:13  (Dec.)  1959. 
14.  Kahn,  A.,  and  Greenblatt,  I.  J.:  Op.  cit.  2:15  (Dec.)  1959.  15.  Grollman,  A.:  Monographs  on  Therapy 
5:1  (Feb.)  1960.  'naturetin'  is  a squibb  trademark. 


Squibb  Quality— the 
Priceless  Ingredient 
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High  in  flavor  but  low  in  fat:  kabobs,  salad  with  cottage  cheese  dressing, 

angel  cake  with  whipped  skim  milk  topping 


The  secret  of  a successful  low-fat 
low-cholesterol  diet  is  acceptance 


Palatability  is  the  key  to  this 
special  diet.  And  these  dishes 
have  real  appetite  appeal. 

Broiled-on-a-skewer  lamb 
kabobs  are  low  in  fat;  so  are 
“surprise”  hamburgers  with  a 
slice  of  pickle  or  onion  sand- 
wiched between  two  thin  patties. 
Cranberry  and  tomato  sauce 
pinch-hit  for  gravy  and  are  mar- 


velous with  meat  loaf.  Chicken 
may  be  basted  with  lemon  and 
herbs  or  a dash  of  orange  juice. 

On  green  salads,  cottage  cheese 
thinned  with  lemon  juice  makes 
an  unusually  satisfying  dress- 
ing. For  a delicious  diet  dessert, 
a slice  of  angel  cake  goes  nicely 
under  fruits— skim  milk  powder 
makes  the  “whipped  cream.” 


United  States  Brewers  Foundation 

If  you’d  like  reprints  of  this  and  11  other  different  diet  menus  for  your  patients, 
write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  N.Y.  17,  N.Y. 


And  with  your 
approval,  a glass  of 
beer  can  add  zest  to 
your  patient’s  diet. 

Fat,  0;  calories,  104/8  oz.  glass 
(Average  of  American  Beers) 
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Filter  Queen  actually  traps-and  holds-the 
minute  particles  found  in  tobacco  smoke! 


Filter  Queen  proves  it  with  the  dramatic  smoke  test.  A 
Filter  Queen  vacuum  cleaner  is  placed  inside  an  air-tight 
clear,  plastic  dome  which  is  then  filled  with  smoke — smoke 
so  dense  the  Filter  Queen  can  barely  be  seen.  Then,  the 
Filter  Queen  is  turned  on. 

In  only  four  seconds  all  traces  of  smoke  have  completely 
vanished ! 

This  is  possible  thanks  to  Filter  Queen’s  remarkable 
patented  Sanitary  Filter  Cone.  Makes  it  ideal  for  hospital 
and  home  use  where  dust  control  is  so  vital.  Air  is  exhausted 
in  a circular  pattern  near  the  top  of  the  unit,  thus  eliminat- 
ing floor  dust  turbulence. 


The  cleaning  ability  of  Filter  Queen  is  unsurpassed., 
permanently  lubricated,  precision-built  one  HP  motor 
the  heart  of  Filter  Queen’s  cleaning  ability.  Its  Cycloi 
Action  assures  sustained  peak  suction  power.  And  accor 
ing  to  a recent  article  in  the  Journal  of  the  Americ 
Medical  Association^  Filter  Queen  was  described,  witho 
reservation,  as  the  quietest  of  all  vacuum  cleaners  testf 
Another  plus  for  hospital  and  home  use.  ; 

Filter  Queen  sanitation  system  is  built  to  last — to  g: 
years  of  dependable  service  even  under  extreme  conditio 
Each  Filter  Queen  is  unconditionally  guaranteed  by  1 


nufacturer — your  assurance  of  quality.  That’s  another 
ison  why  so  many  hospitals  now  use  Filter  Queen. 
iVe  urge  you  to  investigate  Filter  Queen.  You’ll  find  a 
tributor  listed  in  the  Yellow  Pages. 


ler  Queen  Home  Sanitation  System  is  used  by 
(Harvard  Medical  School,  and  in  many  other 
ding  scientific  and  industrial  institutions. 


HOME  SANITATION 
SYSTEM 


A PRODUCT  OF  HEALTH-MOR,  INC.,  Chicago  1 , Illinois 


‘Copies  available  from  Professional  Dept.,  Health-Mor,  Inc., 
203  N.  Wabash  Ave.,  Chicago  1,  Illinois 


Lobular  carcinoma  of  the  breast 

Henry  W.  Toll,  Jr.,  M.D.,  Moderator,  Elmer  W.  Koneman,  M.D.,  Resident  in  Pathology* 


Comprising  less  than  2 per  cent  of  all  breast 
carcinomas,  lobular  carcinoma  is  infrequent.  How- 
ever, a number  of  unique  features  make  this  type 
of  breast  carcinoma  of  importance  far  out  of  pro- 
portion to  its  low  incidence.  Lobular  carcinoma  of 
the  breast  was  first  recognized  and  described  by 
Foote  and  Stewart*  in  1941.  The  disease  specifically 
affects  the  terminal  breast  ductules  and  character- 
istically remains  confined  to  the  ductules  for  a 
prolonged  period  of  time.  Such  carcinoma  in  situ, 
however,  may  ultimately  show  invasion  with  a 
tendency  toward  rapid  spread,  at  which  time  it 
simulates  other  types  of  infiltrating  duct  carci- 
noma. 

The  diagnosis  of  lobular  carcinoma  in  situ 
cannot  be  made  clinically.  A breast  mass  may  be 
incidentally  found  during  a routine  physical  exam- 
ination or  the  patient  may  complain  of  a slowly 
growing  tumor.  Pathognomonic  signs  such  as 
nipple  retraction  or  discharge,  fixation  to  deep 
tissue,  or  “peau  d’orange”  skin  changes  do  not 
occur.  Moreover,  the  diagnosis  cannot  be  made 
upon  gross  examination  of  the  biopsy  specimen. 
Characteristic  firmness,  radiating  fibrous  bands  or 
chalk  streaks  are  absent.  Of  particular  significance 
is  the  frequent  histologic  misinterpretation  of  lobu- 
lar carcinoma  for  such  benign  conditions  as  lobu- 
lar hyperplasia  or  sclerosing  adenosis. 

Because  of  these  unique  features,  the  following 
cases  are  presented  for  discussion: 

Case  1:  A 42-year-old  white  female  first  noted 
a mass  in  her  left  breast  in  October,  1959.  A physi- 
cian was  consulted  in  January,  1960,  because  of 
slow  growth  of  the  mass.  Pain  or  nipple  discharge 
were  not  experienced.  Examination  of  the  left 
breast  revealed  a pyramidal  shaped  freely  mov- 
able firm  mass  in  the  lower  outer  quadrant.  There 
was  no  evidence  of  nipple  retraction  or  changes 
in  the  overlying  skin.  Excisional  biopsy  was  per- 
formed. 


‘Supported  by  grant  from  the  Frieda  L.  Maytag  Memorial 
Cancer  Fund,  Colorado  Division,  American  Cancer  Society. 


The  biopsy  specimen  measured  3.5  x 2.5  cm.  in 
greatest  dimensions.  Sectioning  revealed  a moder- 
ately firm  homogeneous  gray  white  tissue  which 
contained  a few  5 mm.  in  diameter  cysts. 

Microscopic  examination  revealed  background 
changes  of  fibrocystic  disease.  Specific  pathology 
was  related  to  the  lobules  which  showed  changes 
ranging  from  varying  degrees  of  fibrosing  adenosis 
to  lobular  hyperplasia  with  metaplasia  to  ana- 
plasia of  lobular  carcinoma  (Fig.  1).  In  these  latter 
lobules,  proliferating  epithelial  cells  displayed 
pleomorphism,  the  nuclei  were  moderately  hyper- 
chromatic,  and  mitoses  were  noted  in  increased 
numbers.  Although  the  carcinoma  appeared  in  situ 
in  most  areas,  superficial  stromal  invasion  was 
evident  in  a few  foci. 


Fig.  1.  Typical  pattern  of  lobular  carcinoma  in  situ 
of  breast.  (H  & E x 75). 


Discussion 

This  case  well  illustrates  the  lack  of  symptoms 
and  the  slow  growing  nature  of  lobular  carcinoma 
in  situ.  Because  there  was  evidence  of  early  inva- 
sion, a left  radical  mastectomy  was  performed. 
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NEW 

the  physician-requested  addition 
to  the  DONNAGEL  family 


'■ 


Donnaget  with  paregoric  equivalent 

for  better  control  of 
acute  nonspecific 
diarrheas... 


■ mm 


•■mmm 


This  pleasant-tasting  combination 
of  two  outstanding  antidiarrheals— 
Donnagel  and  paregoric- 
delivers  more  comprehensive  relief 
with  greater  certainty  in  acute 
self-limiting  diarrheas. 


Elacli  30  cc.  (1  flutdoimce)  of  Donnagel-PG  contains: 


Powdered  opium  V.S.R 

24.0  mg. 

(equivalent  to 
paregoric  6 ml.) 

Diminishes  propulsive 
contrttctions  and  tenes- 
mus; makes  fecal  matter 
less  liquid 


Kaolin 

6.0  Gm. 

Adsorbent  and  de.- 
mulcent  action 
binds  toxins  and 
irritants;  protects 
intestinal  mucosxt 


Pectin 

142.8  mg. 

Demulcent  action 
complements  ef- 
fect of  kaolin 


ISalural  belladonna  alkaloids 

hyoscyamine  sulfate  0.1037  mg. 

atropine  sulfate  0.0194  mg. 

hyosrine  hydrohromiile  ....0.0065  mg. 

Antispasmodic  action  reduces 
intestinal  hyperinotility ; mini- 
mizes the  risk  of  cramping 


Phenobarbital 

(Vi  gr.)  ....16.2  mg. 

Mild  sedative  ati- 
tion  lessens  ten- 
sion 


StippIietL  Banana  flavored  suspension  in  bottles  of  6 fl.  oz. 

Also  available:  Donnagel®  with  Neomycin  — for  control  of  bacterial  diarrlieas. 

Donnagel®— the  Itasic  formula  — when  paregoric  or  an  antibiotic  is  not  re<[uired. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 

Making  today’s  medicines  tvith  integrity  . . . seeking  tomorrotv’s  ivith  persistence 


Axillary  lymph  nodes  were  negative  for  metastatic 
carcinoma. 

It  may  again  be  emphasized  that  the  biopsy 
specimen  was  more  characteristic  of  fibrocystic 
disease  than  carcinoma  on  gross  examination.  This 
inability  to  diagnose  lobular  carcinoma  in  situ 
upon  gross  examination  has  led  Godwin’  to  advo- 
cate frozen  section  examination  of  all  breast  biopsy 
specimens  in  order  to  detect  the  disease  in  its  pre- 
invasive  state. 

Case  2:  A 47-year-old  white  female  had  a small 
mass  removed  from  her  left  breast  in  1941.  The 
diagnosis  was  fibrocystic  disease.  In  December, 
1959,  a small  mass  developed  at  the  site  of  previous 
biopsy.  By  March,  1960,  the  mass  had  increased  in 
size  and  a physician  was  consulted.  Pain  or  nipple 
discharge  were  not  experienced.  Examination  of 
the  left  breast  revealed  a well  healed  surgical  scar 
beneath  which  was  located  a 3 cm.  in  diameter 
discrete  freely  movable  mass.  At  the  time  of  bi- 
opsy, a second  smaller  mass  was  discovered  at  the 
axillary  border  of  the  breast,  some  2 cm.  lateral 
to  the  original  mass.  Excisional  biopsy  of  both 
masses  was  performed. 

Gross  examination  of  the  small  lateral  mass 
revealed  characteristic  changes  of  infiltrating  duct 
carcinoma.  This  was  confirmed  by  microscopic 
examination.  Although  the  larger  medial  mass  was 
quite  firm,  a definite  diagnosis  of  carcinoma  could 
not  be  made  from  gross  examination.  Histologic 
examination  also  revealed  nests  and  cords  of  cells 
trapped  in  fibrous  tissue  characteristic  of  infiltrat- 
ing duct  carcinoma.  However,  in  many  foci  a pat- 
tern of  lobular  carcinoma  was  identified  (Fig.  2). 
Although  not  conclusive,  the  origin  of  the  infil- 
trating duct  carcinoma  within  the  lobular  carci- 
noma was  suspected. 


Fig.  2.  Pattern  of  lobular  carcinoma  in  conjunction 
with  infiltrating  duct  carcinoma  of  the  breast. 
(H  & E X 75). 


Discussion 

This  case  is  of  interest  in  that  an  invasive 
carcinoma  of  the  breast  developed  at  the  site  of  a 
benign  lesion  which  was  removed  18  years  pre- 


viously. That  lobular  carcinoma  of  the  breast  may 
remain  in  situ  for  years  is  supported  by  a case 
recently  reported  by  Godwin^:  A 64-year-old 
woman  developed  an  invasive  lobular  carcinoma 
of  the  breast  in  1948.  A breast  biopsy  from  the 
same  site  had  been  done  12  years  previously  and 
was  felt  to  be  benign  at  that  time.  Careful  review 
of  the  earlier  sections  by  the  authors  revealed 
lobular  carcinoma  in  situ.  The  case  presented  this 
morning  differs  from  Godwin’s  only  in  the  longer 
time  interval  between  biopsies.  However,  review 
of  the  slides  from  the  1941  biopsy  of  our  case 
revealed  fibrocystic  disease  with  no  evidence  of 
carcinoma.  It  remains  of  interest  that  a lobular 
pattern  was  a prominent  component  of  the  inva- 
sive carcinoma  found  in  the  current  biopsy.  It  is 
possible  that  clinical  manifestation  of  the  lesion 
occurred  only  after  invasion,  supporting  the  cur- 
rent view  that  lobular  carcinoma  of  the  breast 
may  spread  almost  explosively  once  invasion  oc- 
curs. It  would  be  impossible  to  say  how  long  the 
lobular  carcinoma  may  have  remained  in  situ  in 
this  case,  except  that  it  was  less  than  18  years. 

As  noted  in  the  case  history,  carcinoma  was 
present  in  two  foci.  This  probably  represents  intra- 
mammary spread  in  this  case.  However,  it  should 
be  pointed  out  that  lobular  carcinoma  in  siturtends 
to  occur  in  multiple  foci.  Because  of  this  tendency, 
Foote  and  Stewart,  in  their  original  paper,  advo- 
cated simple  mastectomy  as  adequate  treatment, 
provided  that  the  cancer  was  in  situ.  Since  that 
time,  however,  a number  of  cases  have  been  re- 
ported in  which  regional  lymphatic  or  distant  met- 
astasis developed  after  simple  mastectomy  in  pa- 
tients who  were  felt  to  have  had  an  in  situ  cancer. 
Thus,  it  is  evident  that  unless  the  pathologist  does 
serial  sections  of  the  breast  containing  apparent 
lobular  carcinoma  in  situ,  foci  of  invasion  may 
be  missed.  More  significant  is  the  recent  work 
done  by  Ozzello^  at  Columbia  University.  In  a 
study  of  180  cases  of  carcinoma  of  the  breast,  22 
were  considered  to  be  in  situ  at  the  time  the 
lesion  was  diagnosed.  Of  these  22  patients,  two 
subsequently  developed  regional  lymph  node  met- 
astasis, and  a third  patient  died  of  disseminated 
breast  carcinoma  four  years  after  operation.  By 
using  special  histochemical  staining  technics  de- 
signed specifically  to  demonstrate  the  behavior 
of  the  basement  membrane,  foci  of  disruption, 
which  were  not  detected  by  the  conventional 
methods  of  staining,  were  found  in  all  three  of 
these  cases. 

From  these  experiences,  it  is  suggested  that 
radical  mastectomy  should  be  considered  for  lobu- 
lar carcinoma  of  the  breast,  even  if  the  lesion  is 
felt  to  be  in  situ  after  careful  microscopic  exam- 
ination. 

REFERENCES 
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The  physician  listens  to  a tense,  nervous  patient 
discuss  her  emotional  problems.  To  help  her,  he 
prescribes  Meprospan  (400  mg.),  the  only  con- 
tinuous-release form  of  meprobamate. 


She  stays  calm  while  on  Meprospan,  even  under 
the  pressure  of  busy,  crowded  supermarket  shop- 
ping. And  she  is  not  likely  to  experience  any 
autonomic  side  reactions,  sleepiness  or  other 
discomfort. 


Relaxed,  alert,  attentive  . . . she  is  able  to  listen 
carefully  to  P.T.A.  proposals.  For  Meprospan 
does  not  affect  either  her  mental  or  her  physical 
efficiency. 


The  patient  takes  one  Meprospan-400  capsule  at 
breakfast.  She  has  been  suffering  from  recurring 
states  of  anxiety  which  have  no  organic  etiology. 


She  takes  another  capsule  of  Meprospan-400  with 
her  evening  meal.  She  has  enjoyed  sustained 
tranquilization  all  day — and  has  had  no  between- 
dose  letdowns.  Now  she  can  enjoy  sustained 
tranquilization  all  through  the  night 


Peacefully  asleep  . . . she  rests,  undisturbed  by 
nervousness  or  tension.  (Literature  on  Meprospan 
is  available  from  Wallace  Laboratories,  Cran- 
bury,  N.  J.) 


she  calls  it  “nervous  Indigestion’’ 


diagnosis:  a wrought-up  patient  with  a functional 
ga St ro- intestinal  disorder  compounded  by  inade- 
quate digestion,  treatment:  reassurance  first,  then 
medication  to  relieve  the  gastric  symptoms,  calm 
the  emotions,  and  enhance  the  digestive  process, 
prescription:  new  Donnazyme— providing  the  mul- 
tiple actions  of  widely  accepted  Donnatal®  and 
Entozyme®— two  tablets  t.i.d.,  or  as  necessary. 


Each  Donnazyme  tablet  contains 
—In  the  gastric-soluble  outer  layer:  Hyoscyamine 
sulfate,  0.0518  mg.;  Atropine  sulfate,  0.0097  mg.; 
Hyoscine  hydrobromide,  0.0033  mg.;  Phenobarbi- 
tal  (Vb  gr.),  8.1  mg.;  and  Pepsin,  N.  F.,  150  mg. 

In  the  enteric-coated  core:  Pancreatin,  N.  F.,  300  | 
mg.,  and  Bile  salts,  150  mg.  f 


ANTISPASMODIC  - SEDATIVE  - DIGESTANT  S 

DONNAZYME 


A.  H.  ROBINS  COMPANY,  INCORPORATED  » RICHMOND  20,  VIRGINIA 


opens  another  door 
to  your 
patients^  comfort. 


Introducing  CORDELIA’S  comfort  styled, 

SACRO  -ILIAC  SUPPORT 

MODEL  1143 

a durable  garment,  of  easily  laundered 
100%  cotton  figured  jacquard,  recom- 
mended for  most  Sacro-iliac  conditions. 
Many  types  of  figures  can  be  accommo- 
dated by  this  single  garment  because  it 
is  custom -fitted  and  adjustable,  not 
stretched-to-fit.  Special  features  to  as- 
sure comfort  and  support  include  double 
adjustments;  elastic  inserts  at  sides,  top, 
bottom  and  lower  front  center;  continu- 
ous laces  running  through  buckles  to 
achieve  the  right  degree  of  support.  Now 
you  can  offer  a corrective,  helpful,  at- 
tractive answer  to  the  problems  of  many 
women,  by  prescribing  this  CORDELIA 
Sacro-iliac  Support,  which  is  available 
in  all  sizes. 


LONGLINE 
BRA 
MODEL  673 

For  those  of 
your  patients 
whose  pendu- 
lous or  large  bust  requires  a special  support 
we  recommend  that  you  prescribe  this 
youthfulizing  long  line  brassiere  constructed 
with  no  wire  or  excessive  elastic  to  restrict 
circulation.  The  scientific  design  assures  a 
custom-fit,  not  a stretch-to-fit,  providing 
comfort  on  the  first  wearing  without  the 
agonizing  “breaking  in”  period.  Refer  pa- 
tients whose  problem  requires  a corrective 
or  surgical  Cordelia  garment  to  your  local 
surgical  fitter.  Cordelia  has  a model  for 
every  need  and  is  carried  by  quality  houses 
everywhere. 


CORDELIA  has  a 
complete  line  of 
surgical  and  corrective 
garments  for  both 
men  and  women. 


The  merit  of  your  confidence  is  our  key  to  success 
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Co-Pyronir 

keeps  most  allergic  patients 
symptom-free  around  the  clock 


Many  allergic  patients  require  only  one  Pulvule®  Co-Pyronil 
every  twelve*  hours,  because  Co-Pyronil  provides: 

• Prolonged  antihistaminic  action 

• Fast  antihistaminic  action 

plus 

• Safe,  effective  sympathomimetic  therapy 

*Unusually  severe  allergic  conditions  may  require  more  fre- 
quent administration.  Co-Pyronil  rarely  causes  sedation  and, 
even  in  high  dosage,  has  a very  low  incidence  of  side-effects. 

SuppHed  as  Pulvules,  Suspension,  and 
Pediatric  Pulvules. 

Co-Pyronil®  (pyrrobutamine  compound,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

058012 
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July  14  marked  the  end  of  life  for  Dr. 
Casper  F.  Hegner,  one  of  Colorado’s  outstand- 
ing doctors.  Although  stricken  by  tubercu- 
losis in  the  eleventh  year  of  his  brilliant 
youthful  career  as  pathologist  and  surgeon  in 

Cincinnati,  and,  al- 
though  physical  dis- 
f • Hegner  ability  compelled  re- 
past President,  CSMS  tirement  from  his  sur- 
gical practice  12  years 
prematurely,  in  the  interim  he  achieved  for 
himself  remarkable  success  in  medicine  in 
Denver  and  the  Rocky  Mountain  West. 

Dr.  Hegner’s  practice  included  general 
surgery,  yet  he  manifested  early  and  special 
interest  in  surgery  of  the  chest — a field  in 
which  he  was  one  of  the  pioneers  in  this 
region.  His  decisiveness  and  certainty  in  di- 
agnosis, his  insistence  on  meticulous  and 
painstaking  technic  and  procedure  sometimes 
gave  his  confreres  the  impression  that  he  was 
intolerant  to  other  than  his  own  points  of 
view,  but  there  never  was  occasion  to  doubt 
his  integrity  or  surgical  judgment. 

Aside  from  his  practice,  much  of  his 
thought  and  effort  was  devoted  to  medical 
education  and  medical  organization.  He 
joined  the  faculty  of  the  University  of  Colo- 
rado School  of  Medicine  early  in  his  Denver 
residence,  becoming  Professor  of  Surgery 
and  Chief  of  the  Surgical  Staff  (1936-42).  At 
the  same  time  he  was  making  frequent  scien- 
tific contributions  to  local  and  national  medi- 
cal publications.  Dr.  Hegner  was  President  of 
the  Colorado  State  Medical  Society  in  1948- 
49.  He  was  an  active  member  of  the  Ameri- 
can Medical  Association,  the  American  Col- 
lege of  Surgeons,  and  many  other  scientific 
and  professional  organizations.  His  unusual 
capacity  for  making  friends  and  acquiring 
“first  name”  acquaintance  in  these  associa- 
tions, and  his  contributions  to  their  purposes, 
made  him  a national  figure. 

As  was  said  in  fancy  of  Abou  Ben  Adhem, 

“May  his  tribe  increase.”  ^ 

C.  F.  Kemper,  M.D. 


I 


T IS  CURIOUS  that  despite  the  widespread 
public  and  professional  interest  in  homicide 
there  have  been  comparatively  few  compre- 
hensive scientific  studies  of  the  mainsprings 
of  murder.  There  have  been  a number  of 

psychiatric  studies 


Homicide,  Suicide 
And  Crime 
Prevention 


of  individual  mur- 
derers, but  there 
has  been  little  re- 
search which  ana- 
lyzes criminal  slayings  from  a sociologic  per- 
spective. The  present  study  is  therefore  a 
welcome  addition  to  the  literature.  An  au- 
thor, a sociologist,  using  the  detailed  case 
files  of  the  homicide  squad  of  Philadelphia, 
has  produced  a valuable  study  of  588  cases 
of  criminal  homicide,  which  occurred  in  that 
city  between  1948  and  1952.* 

He  is  careful  to  point  out  that  a thorough 
psychologic  examination  of  the  offender  and 
of  the  victim  would  be  necessary  to  unravel 
the  conscious  and  unconscious  determinants 
of  homicide.  Dead  men  tell  no  tales  and  as 
the  offenders  were  not  subjected  to  psychi- 
atric study,  the  author  wisely  admits  that 
his  study  does  not  directly  examine  causality. 
Nevertheless,  his  report  on  the  conditions 
and  circumstances  of  criminal  homicides  is 
a remarkable  fund  of  information,  which 
should  influence  our  efforts  to  prevent  such 
crimes. 

The  attitudes  of  society  are  generally  posi- 
tive toward  the  victim  and  negative  toward 
the  offender,  who  is  often  feared  as  a violent 
and  dangerous  threat  toward  others.  How- 
ever, data  in  the  present  study  mitigate,  de- 
stroy or  reverse  these  connotations  of  victim- 
offender  roles  in  one  out  of  every  four  crim- 
inal homicides.  In  150,  or  26  per  cent,  of  the 
588  homicides,  the  victim  was  the  first  to 
show  and  use  a deadly  weapon,  to  strike  a 
blow  in  an  altercation — in  short,  the  first  to 
commence  the  interplay  of  resort  to  criminal 
violence. 


♦Patterns  in  Criminal  Homicide.  By  Marvin  E.  Wolfgang. 
Philadelphia,  University  of  Pennsylvania  Press,  195S. 
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The  higher  incidence  of  slayings  at  the 
weekend  than  during  the  remainder  of  the 
week  was  attributed  to  payment  of  wages  on 
Friday  and  the  purchase  of  alcohol.  Either 
or  both  the  victim  and  the  offender  had  been 
drinking  immediately  prior  to  the  slaying  in 
nearly  two-thirds  of  the  cases.  Men  kill  and 
are  killed  most  frequently  in  the  street,  while 
women  kill  most  often  in  the  kitchen,  but 
are  killed  in  the  bedroom.  It  is  perhaps  dis- 
tressing to  learn  that,  statistically,  one  stands 
a greater  risk  of  being  murdered  by  a mem- 
ber of  one’s  own  family  than  by  a stranger. 

The  reluctance  of  juries  to  inflict  the 
death  penalty  is  shown  by  the  fact  that  only 
seven  offenders  were  sentenced  to  death. 
Indeed,  more  murderers  inflict  death  upon 
themselves  than  are  put  to  death  by  legal 
execution.  The  author  finds  it  difficult  to 
explain  why  suicide  following  homicide  is 
five  to  six  times  more  frequent  in  England 
than  in  the  United  States.  It  is  disturbing  to 
learn  that  of  6,435  criminal  homicides  in  18 
U.  S.  cities  between  1948  and  1952,  the  police 
were  able  to  make  arrests  in  90  per  cent  of 
cases.  Hence,  one  perpetrator  out  of  every 
10  who  committed  criminal  homicide  known 
to  the  police  was  able  to  escape  apprehension. 

Of  considerable  practical  significance  is 
the  fact  that  64  per  cent  of  the  murderers  had 
previous  arrest  records,  largely  for  offenses 
against  the  person,  including  aggravated  as- 
sault. Many  of  the  persons  previously  arrest- 
ed were  convicted  but  given  relatively  light 
sentences  and  probably  little  constructive  at- 
tention. That  two  out  of  three  of  these  mur- 
derers had  previous  arrest  records  shows  the 
need  to  recognize  early  and  treat  more  care- 
fully the  potential  homicide  offenders.  Under 
the  present  “cash  register”  system  of  punish- 
ment in  Colorado,  the  convicted  offender  is 
sent  to  a penitentiary  for  a varying  number 
of  years  and  is  eventually  released,  regard- 
less of  whether  or  not  he  remains  a danger 
to  society.  Surely,  there  is  a pressing  need 
for  an  indeterminate  sentence  law  under 
which  the  sentence  imposed  by  the  court  is 
for  an  indeterminate  period,  and  the  exact 
time  of  the  defendant’s  release  is  decided 
upon  later  by  an  administrative  board.  Just 
as  the  insane  person  remains  in  a mental  hos- 
pital until  he  is  well  enough  to  be  discharged, 
so  the  criminal  offender  should  remain  con- 


fined until  it  is  reasonably  safe  for  society 
to  set  him  free.  An  effective  indeterminate 
sentence  law  would  require  that  every  effort 
should  be  made  within  the  penitentiary  to 
modify  the  offender’s  pattern  of  antisocial 
behavior. 

An  important  implication  of  the  above 
study  and  statistics  is  that  better  supervision 
of  persons  convicted  of  aggravated  assault,  as- 
sault with  intent  to  kill,  or  a series  of  less 
serious  personal  assaults  may  lead  to  a de- 
crease in  the  number  of  murders  in  our 

society.  John  M.  Macdonald,  M.D., 
Assistant  Medical  Director, 
Colorado  Psychopathic  Hospital 


J.A.M.A.’s  are  sitting  on  the  garage 
floor  awaiting  the  Saturday  pick-up  by  Boy 
Scout  Troop  117.  Other  journals  are  awaiting 
sufficient  reading  time  and  then  they  take 
their  turn  in  the  garage. 

The  originator  of  “Col- 

Colleagues  Everywhere,”  Dr. 

Charles  Dougherty  of  Jean- 
Everyivhere  ette,  Pennsylvania  (603 
Clay  Ave.) , would  like  to 
have  you  write  to  him  for  the  name  of  a 
fellow  physician  overseas  to  whom  you  could 
mail  your  old  journals.  Apparently  many 
areas  have  practically  no  medical  literature 
available  and  their  doctors  welcome  the 
chance  to  catch  up  on  medical  current  events. 
The  cost  to  the  volunteer  “sender”  is  the  cost 
of  mailing  each  journal,  usually  14  to  24 
cents.  The  dividend  in  return  is  the  personal 
satisfaction  of  having  helped  a colleague 
overseas.  An  important  secondary  gain  is  the 
betterment  of  American  relations  abroad  and, 
through  that,  a real  deterrent  to  the  spread 
of  communism.  So : 

Wait!  Don’t  toss  our  R.M.M.J.  in  File  13. 
Save  it  until  after  you  get  your  buddy’s  name 
from  Dr.  Dougherty. 


Be  sure  to  see  pages  64  through  73,  the  pro- 
gram section  in  this  issue,  for  the  outstanding 
Annual  Session  programs  of  Colorado,  Mon- 
tana, Nevada,  Utah  and  Wyoming. 


24 


Rocky  Mountain  Medical  Journal 


The  physician  and  the  future  of  the 
private  practice  of  medicine* 

Lewis  M.  Overton,  M.D.,  Albuquerque.  X.  \I. 


Today  American  medicine  finds  itself  at  the 
crossroads  of  the  future.  Both  roads  are  wide, 
smooth,  and  appear  little  different  as  they 
lead  in  opposite  directions.  However,  if  one 
follows  these  roads  over  the  horizon  with  the 
aid  of  strong  binoculars,  a great  contrast  be- 
comes apparent.  The  road  to  the  left  becomes 
narrow  and  rough  as  it  winds  itself  over  the 
hills.  Along  and  adjacent  to  it  appear  hordes 
of  people,  including  physicians,  laboring  as 
peasants  under  the  strong  arm  of  a tremen- 
dous giant — the  giant  of  socialism.  On  the 
other  hand,  the  other  road  continues  broad 
and  smooth.  There  one  sees  the  happiness  and 
freedom  of  the  individual  who  has  the  right 
to  a life  of  his  choosing.  Which  road  shall  be 
pursued?  The  time  is  no  longer  present  when 
this  decision  can  be  made  by  a mere  flip  of 
the  coin.  The  complete  support  of  all  con- 
cerned will  be  required  in  order  to  arrive  at 
the  right  decision.  Even  then,  it  will  be  most 
difficult  to  avoid  having  the  decision  made 
for  us.  Much  more  suavity  and  diplomacy,  as 
well  as  a keen  insight  into  the  problems,  will 
be  required  for  one  to  maintain  his  indi- 
vidualism and  still  command  the  respect  of 
his  position.  This  is  needed  more  now  than 
at  any  time  in  history. 

To  indicate  to  you  the  probability  of  the 
latter,  a quotation  will  be  taken  from  Arthur 
Schlesinger,  Jr.:  “Our  contemporary  society 
has  little  use  for  the  individualist.  Individ- 
ualism implies  dissent  from  the  group;  dis- 
sent implies  conflict;  and  conflict  suddenly 

•Presidential  Address,  delivered  May  11,  1960,  before  the  78th 
Annual  Meeting,  New  Mexico  Medical  Society,  Albuquerque. 


seems  divisive,  un-American  and  generally 
unbearable.” 

It  will  be  a most  difficult  if  not  an  insur- 
mountable task  to  convince  such  a society 
that  the  preservation  of  freedom  and  indi- 
vidualism is  the  only  means  by  which  our 
present  way  of  life  can  be  preserved,  when 
at  the  same  time  this  society  is  being  sold 
on  the  paramount  importance  of  collective 
security,  not  knowing  that  such  security  im- 
plies the  gradual  deprivation  of  freedom.  One 
is  not  sure  that  a substantial  segment  of  the 
medical  profession  has  not  become  a host  to 
the  same  parasite. 

Franklin  D.  Roosevelt 

Let  us  review  the  progress  and  changes 
that  have  taken  place  in  medicine  since  the 
first  impact  and  subsequent  influence,  im- 
posed on  American  society  by  one  of  the  last 
of  our  great  Americans,  Franklin  D.  Roose- 
velt, to  the  end  that  it  may  better  evaluate 
its  position,  and,  to  some  extent,  determine 
its  future.  First,  may  one  digress  to  clarify 
the  implication  of  the  influence  imposed  by 
Franklin  Roosevelt.  He  was  a great  man  be- 
cause of  the  way  in  which  the  social  and 
economic  changes  initiated  by  him  have  in- 
fluenced our  lives.  This  is  so,  even  though 
many  do  not  consider  this  influence  to  have 
been  to  the  best  interest  of  our  nation.  This 
will  be  discussed  further,  but  now  let  us 
return  to  the  matter  at  hand.  The  discoveries 
and  advances  in  the  medical  sciences  have 
been  so  numerous  and  outstanding  during 
the  last  two  and  one-half  decades  that  they 
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would  have  been  considered  miracles  50  years 
ago.  This  may  be  emphasized  by  a review 
of  the  more  pertinent  developments.  In  the 
late  thirties  chemists  produced  some  sub- 
stances that  inhibited  the  growth  of  certain 
bacteria  in  the  human  body  without  being 
particularly  hazardous  to  the  host.  This  stim- 
ulated the  microbiologists  to  more  minute 
investigation  of  the  environmental  behavior 
of  the  various  bacteria  and  viruses  that  are 
pathogenic  to  man.  The  development  of  the 
vast  horde  of  antibiotic  drugs,  many  with 
selective  action  on  specific  strains  of  bacteria, 
has  been  the  fruit  of  a continuation  of  this 
study.  Further,  such  studies  have  resulted 
in  the  isolation  of  some  of  the  viruses;  thus 
enabling  the  scientist  to  develop  specific  vac- 
cines, such  as  the  Salk  vaccine  for  polio- 
myelitis. These  accomplishments,  together 
with  the  advances  in  diagnosis  and  treatment, 
both  medical  and  surgical,  of  chronic  disease, 
have  enabled  the  physician  to  prolong  the 
life  of  a great  many  more  people  and  to  cure 
most  diseases  in  a much  shorter  period  of 
time.  In  addition,  the  contemporary  progress 
in  other  sciences  has  made  the  physician 
much  more  accessible  to  the  people.  The 
excellent  road  systems  and  high  speed  trans- 
portation has  enabled  him  to  see  and  treat 
many  more  patients  in  the  same  period  of 
time  than  was  possible  for  the  physician  of 
the  horse  and  buggy  days. 

Precarious  position 

The  question  arises  as  to  whether  or  not 
the  rapid  expansion  of  the  scope  of  medicine 
has  consumed  so  much  of  the  physician’s 
time  that  little  remains  for  him  to  devote  to 
insuring  his  freedom.  There  can  be  no  doubt 
that  this  may  be  one  of  the  basic  factors 
responsible  for  the  precarious  position  in 
which  the  private  practice  of  medicine  finds 
itself.  As  ironic  as  it  may  seem,  the  physician 
is  a victim  of  his  own  progress.  For  example, 
the  major  emphasis  placed  on  the  science  of 
medicine  in  our  medical  school  curriculum 
has  so  impressed  the  importance  of  disease 
on  the  student  and  young  resident  that  he 
often  forgets  that  the  host  is  a human  being. 
So  often  the  patient  will  be  referred  to  as 
the  cardiac  in  Ward  B,  rather  than  by  name. 
This  alone  cannot  explain  satisfactorily  the 
impersonal  attitude  of  the  physician  toward 


his  patient  that  is  becoming  prevalent.  How- 
ever, the  correct  and  complete  answer  may 
be  found  in  an  analysis  of  the  impersonal 
society  in  which  the  physician  finds  himself. 
“Our  greatest  aspiration  has  become  peace 
of  mind  and  peace  of  soul.  The  symptomatic 
drug  of  our  age  is  the  tranquilizer.  Together- 
ness is  the  banner  under  which  we  march 
into  the  brave  free  world.”  (Again  to  quote 
Schlesinger.) 

Spark  of  greatness 

If  it  is  true  that  medicine  finds  itself  a 
victim  of  the  combination  of  its  own  progress 
and  the  society  in  which  it  lives,  then  one 
asks  the  question,  why  is  this  so?  The  answer 
may  be  found  in  the  failure  of  our  contempo- 
raries to  develop  a great  leader  of  the  pro- 
fession. Certainly  one  can  find  little  solace 
in  the  failure  of  the  American  people  to 
develop  a great  man  capable  of  nullifying 
the  destructive  influences  imposed  upon 
them  by  the  last  great  personality.  A survey 
of  the  leaders  in  medicine  today  fails  to 
uncover  a Harvey,  Osier,  Cushing  or  Hal- 
sted.  True,  there  are  outstanding  scientists 
but  none  of  these  have  made  any  material 
impact  on  the  future  of  the  practice  of  medi- 
cine. This  should  stimulate  all  concerned  to 
seek  out  and  lend  encouragement  wherever 
a spark  of  greatness  may  be  found.  It  is  evi- 
dent that  the  private  practice  of  medicine 
cannot  be  indifferent  about  its  capacity  to 
survive  and  progress  without  great  men.  The 
free  enterprise  system  may  be  lost  to  medi- 
cine if  it  loses  its  desire  for  heroes  and  its 
ability  to  produce  them. 

The  most  immediate  threat  to  medicine 
as  a private  enterprise  is  the  one  posed  by 
the  politicians.  They  are  losing  no  time  in 
the  promotion  of  unsound  and  undesirable 
schemes  to  governmentalize  medicine.  They 
know  that  salesmanship  of  a product  or  of  a 
point  of  view  is  essential  today.  Therefore, 
to  accomplish  their  goal  they  are  using  every 
known  ruse  to  sell  the  people  on  the  dire 
need  of  better  health  care  for  the  senior 
citizens  and  that  the  only  way  this  need  can 
be  fulfilled  is  through  government  medicine. 
To  the  end  that  they  succeed,  they  refuse  to 
consider  as  important  the  over-all  problems 
of  the  aged.  No  effort  is  being  made  by  them 
to  help  this  group  of  people  to  help  them- 
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selves.  They,  further,  refuse  to  entertain  the 
fact  that  the  older  people  are  still  individuals 
who  desire  to  continue  to  be  active  members 
of  society  to  the  end  that  they  can  live  in 
dignity.  To  illustrate  the  government’s  lack 
of  interest  in  these  people  as  active  members 
of  society,  one  has  only  to  visit  our  own 
state’s  home  for  the  aged.  Here  one  finds  that 
the  elderly  people  are  receiving  good  food 
and  clothing,  but  they  have  lost  their  place 
in  society;  they  can  no  longer  live  in  dignity. 
As  a result  they  are  a depressed,  unhappy 
group. 

If  medicine  is  to  convince  the  people  that 
the  politician’s  solution  to  the  problems  of 
the  aged  is  not  good  for  them,  its  members 
must  realize  the  need  for  better  salesman- 
ship. As  unpleasant  as  it  may  be  to  the  scien- 
tifically oriented  physician,  it  is  essential 
that  he  stand  up  for  what  he  knows  best — 
and,  at  the  same  time,  work  to  assure  that 
it  continues  to  be  the  best.  He  can  promote 
his  point  of  view  in  the  name  of  organized 
medicine,  not  selfishly  but  on  behalf  of  the 
public  interest.  To  accomplish  this,  the  medi- 
cal profession  must  adapt  its  technic  to  the 
times. 

In  jeopardy 

The  more  serious  obstructions  to  the  sur- 
vival of  the  private  practice  of  medicine  have 
been  reviewed.  This  does  not  mean  that 
individualism  and  the  free  choice  of  physi- 
cian are  doomed.  One  cannot  deny,  though, 
that  the  future  of  both  is  in  jeopardy.  To 
overcome  these  obstacles  and  to  reverse  the 
trend  to  that  of  confidence,  respect  and  pres- 
tige, it  will  be  necessary  that  every  physician 
not  confine  his  activities  to  observing  and 


meditating  on  that  which  is  pathologic.  He 
must  be  keenly  aware  of  what  goes  on  around 
him  at  all  times.  He  must  not  shirk  from 
taking  an  active  part  in  the  affairs  of  his 
local  community.  Above  all,  it  becomes  even 
more  important  that  he  breed  confidence, 
respect,  and  admiration  wherever  his  travels 
may  take  him.  How  better  could  the  future 
of  medicine  be  assured  than  by  following 
the  advice  of  Henry  Segerist,  whose  words 
I quote:  “As  doctors,  let  us  stand  shoulder  to 
shoulder  with  mankind.  It  should  not  be  a 
false,  fictitious,  superficial  dignity,  but  a 
deeper  knowledge  of  man  and  life  which 
gives  us  the  ability  to  counsel  and  lead  our 
fellowman.” 

The  frequent  association  of  emotional  and 
other  functional  disturbances  has  made  many 
of  the  educators  in  medicine  cognizant  of  the 
fact  that  the  sick  patient  must  be  considered 
as  a whole  person,  not  just  as  a disease.  One 
can  gain  more  encouragement  that  this  real- 
ization will  bring  about  a return  to  the 
former  thinking  that  medicine  is  both  a pro- 
fession of  the  sciences  and  humanities.  If 
such  can  be  made  a reality  the  medical  stu- 
dent and  resident  will  receive  a background 
in  the  art  of  medicine  during  the  formative 
years.  This  will  do  much  to  restore  the  con- 
fidence and  prestige  that  American  medicine 
has  enjoyed  for  so  long. 

It  is  hoped  that  this  realization  has  not 
come  too  late  and  that  it  may  produce  the 
spark  needed  to  create  another  great  leader 
of  medicine — one  who  may  be  able  to  restore 
the  great  heritage  upon  which  American 
medicine  was  developed. 

Let  us  learn  from  experience  and  not  from 
catastrophe!  • 


American  Board  of  Obstetrics  and  Gynecology 


The  next  scheduled  examination  (Part  1), 
written,  will  be  held  in  various  cities  of  the  United 
States,  Canada,  and  military  centers  outside  the 
Continental  United  States,  on  Friday,  January  13, 
1961. 

Candidates  submitting  applications  in  1960  for 
the  1961  examinations  are  not  required  to  submit 
case  reports  as  previously  required  to  complete 
the  Part  1 examinations  of  this  board.  In  lieu 
of  this  requirement,  new  candidates  are  required 
to  keep  in  their  files  a duplicate  list  of  hospital 
admissions  as  submitted  with  their  application, 


for  submittal  at  the  annual  meeting  in  Chicago 
should  they  become  eligible  to  take  the  Part  2 
(oral)  examinations. 

Reopened  candidates  will  be  required  to  sub- 
mit case  reports  for  review  30  days  after  notifi- 
cation of  eligibility.  Scheduled  Part  1 and  candi- 
dates resubmitting  case  reports  are  required  to 
submit  case  reports  prior  to  August  1 each  year. 

Current  bulletins  may  be  obtained  by  writing 
to;  Robert  L.  Faulkner,  M.D.,  Executive  Secretary 
and  Treasurer,  2105  Adelbert  Road,  Cleveland  6, 
Ohio. 
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Surgery  in  the  management  of 
pulmonary  tuberculosis 

John  M.  Salyer,  Colonel,  M.C.,*  Denver 


This  paper,  presented  from  a 
surgical  viewpoint,  gives  clear 
and  concise  outline  of  the 
management  of  this  still  common 
and  fatal  disease. 


During  the  past  12  years  changing  concepts 
in  the  surgical  management  of  pulmonary 
tuberculosis  have  been  frequent  but  not  as 
numerous  and  baffling  as  the  various  medical 
regimens  employing  combinations  of  time- 
honored  as  well  as  newly  developed  chemo- 
therapeutic agents.  Presently  developed  high- 
ly effective  antimicrobial  agents  singly  or  in 
combinations  are  readily  available  and  seem- 
ingly sufficiently  specific  to  cause  us  to  pon- 
der if  surgery  in  the  treatment  of  pulmonary 
tuberculosis  will  always  be  necessary  in 
countries  with  economic  levels  and  medical 
advancements  comparable  to  ours.  However, 
before  we  envision  such  therapeutic  triumphs 
in  the  management  of  this  still  prevalent 
disease,  we  suddenly  become  aware  of  the 
many  untoward  factors  and  prevailing  cir- 
cumstances that  so  often  deter  such  an  ideal 
therapeutic  program,  i.e.,  successful  manage- 
ment without  the  aid  of  surgical  measures. 

Some  of  these  factors  and  prevailing  situ- 
ations which  immediately  come  to  mind  may 
be  listed  as  follows:  Delay  by  the  patient  in 
seeking  medical  aid;  diagnostic  errors  and 
incomplete  evaluation  by  physicians  and  sur- 


•Cliief,  Department  of  Surgery,  Fitzsimons  Army  Hospital, 
Denver,  Colo.  This  paper  was  presented  before  the  Wyoming 
State  Medical  Society,  June,  1959. 


geons  (such  circumstances  contribute  to  de- 
lay in  proper  treatment,  thus  contributing  to 
the  development  of  irreversible  pulmonary 
lesions) ; economic  factors;  uncooperative  and 
recalcitrant  patients;  drug  hypersensitivities 
unfavorably  influencing  medical  manage- 
ment; inadequate  dosage  or  duration  of  drug 
regimens;  initial  infection  by  or  development 
of  drug  resistant  mycobacteria;  associated 
diseases — e.g.,  silicosis,  malignancy,  etc.;  im- 
proper or  meddlesome  use  of  potent  hormonal 
agents  such  as  corticotropins  and  corticoste- 
roids; infection  by  unusual  acid  fast  strains 
or  mutants  (some  not  presently  understood 
or  fully  evaluated — e.g.,  atypical  chromogenic 
mycobacteria) ; the  less  commonly  occurring 
relapsing  lesions,  and  of  considerable  conse- 
quence, the  ever-present  influence  of  mulct- 
ing or  quackery.  It  is  quite  evident  that  addi- 
tional factors,  not  listed  above,  also  adversely 
influence  the  management  of  tuberculous  dis- 
ease; therefore,  regardless  of  whether  the 
ideal  antituberculous  drug  is  developed  in 
the  near  future,  it  seems  logical  to  predict 
that  surgical  endeavors,  presently  employed 
or  new  technics  to  be  devised,  will  play  an 
important  and  significant  role  in  a consider- 
able percentage  of  therapeutic  efforts  in  the 
management  of  pulmonary  tuberculosis  for 
at  least  two  or  three  future  generations. 

Current  policy  in  surgical  management 

Since  1949  resection  in  the  management 
of  pulmonary  tuberculosis  has  steadily  in- 
creased in  popularity  and  now  most  thoracic 
surgeons  and  medical  chest  specialists  are  in- 
clined to  consider  extirpative  measures  as 
the  best  means  of  treating  this  disease,  i.e.. 
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whenever  the  “post-medical”  residuals  pre- 
sent as  surgical  lesions.  This  policy  in  “thera- 
peutic philosophy”  has  been  so  relatively 
uniform  during  the  past  five  years  that  our 
Medical-Thoracic  Surgery  Review  Board  is 
reluctant  to  recommend  any  measure  other 
than  primary  resection  when  surgical  assist- 
ance seems  in  order.  Primary  extraperiosteal 
thoracoplasty,  extraperiosteal  plombage  and 
Monaldi  drainage  are  always  kept  in  mind 
but  seldom  employed.  By  and  large,  phren- 
emphraxis,  pneumothorax  and  primary  pneu- 
moperitoneum are  procedures  to  be  thought 
of  and  referred  to  only  in  terms  of  historical 
deference.  We  do  employ  pneumoperitoneum 
temporarily  as  an  adjunctive  space  filling 
measure  (a  surgical  expedient)  two  to  four 
days  prior  to  resection  of  lower  lobe  or  basilar 
segments;  one  refill  is  commonly  accom- 
plished three  to  five  days  after  resection 
which  usually  provides  the  desired  elevation 
of  leaf  of  diaphragm  for  a period  of  14  to  21 
days. 

During  the  past  five  years  the  Thoracic 
Surgery  Service  at  Fitzsimons  has  performed 
from  102  to  235  pulmonary  and  pleural  re- 
sections each  year  in  the  treatment  and  di- 
agnosis of  tuberculosis  (only  102  during 
1958) . Our  present  surgical  philosophy,  which 
we  feel  is  sound  and  logical  at  this  time,  is 
exemplified  in  the  following  table  listing  sur- 
gical procedures  rarely  employed  or  dropped 
as  a means  of  management  by  the  Thoracic 
Surgery  Service  during  this  five-year  period 
(1954-1958  inclusive) : 


TABLE  1 

Uncommonly  employed  surgical  procedures 

jive-year  period 

Procedures 

Primary  extraperiosteal  thoracoplasty... 

. 5 

Primary  extraperiosteal  plombage  

. 2 

Monaldi  drainage  combined  with 

thoracoplasty  

. 2 

Phrenemphraxis  

. 0 

Pneumothorax  

. 0 

Primary  pneumoperitoneum  

. 0 

It  is  evident,  therefore,  that  pulmonary 
resection  is  used  almost  exclusively,  primary 
thoracoplasty  being  utilized  rarely  at  this 
Pulmonary  Disease  Center;  the  latter  pro- 


cedure, if  employed,  is  usually  of  the  modi- 
fied type  (non-removal  of  the  first  rib  with 
extrafascial  apicolysis)  and  performed  con- 
comitantly with  lobectomy  or  pneumonec- 
tomy; thus,  primarily  a pleural  space  reduc- 
ing procedure.  During  the  past  three  years, 
we  have  employed  parietal  pleural  tents  quite 
often  with  impressive  results  in  most  in- 
stances and  with  no  serious  complications  in 
any.  Presently  we  favor  the  use  of  this  tem- 
porary collapse  method  when,  at  surgery, 
the  remaining  lobes  and  segments  do  not 
expand  sufficiently  to  fill  the  upper  pleural 
space  and  if  a rather  flattened  lung  sur- 
face results  after  the  primary  pulmonary 
resection.  Therefore,  lowering  the  cupola  by 
this  technic  is  utilized  more  frequently  after 
upper  lobectomy  than  after  upper  lobe  seg- 
mental resection. 

The  properly  performed  segmental  resec- 
tion for  localized  disease  continues  to  be  the 
procedure  of  choice  and  has  been  at  this  hos- 
pital since  1952.  Wedge  resections,  by  and 
large,  should  seldom  be  performed  for  proven 
tuberculous  lesions;  however,  wedge  removal 
may  be  utilized  occasionally  for  small,  well- 
localized  peripheral  lesions  incidental  to  the 
primary  lobe  or  segmental  resection.  We  do 
not  hesitate  to  resect  lesions  at  an  early  date 
which  defy  a definite  diagnosis  (operative 
risk  being  duly  considered)  and  which  have 
some  characteristics  of  neoplasia  as  well  as 
inflammatory  foci;  such  undiagnosed  lesions 
are  usually  explored  surgically  after  the  pa- 
tient has  received  seven  to  14  days  of  inten- 
sive combined  antituberculous  therapy.  A 
survey  of  the  early  postoperative  complica- 
tions following  resection  for  pulmonary  tu- 
berculosis at  Fitzsimons  Army  Hospital  by 
Thomas  has  shown  that  complications  and 
significant  morbidity  are  no  more  frequent 
after  short  periods  of  chemotherapy  than 
after  prolonged  administrationb 

Surgical  indications 

Our  joint  Surgical-Medical  Board  meets 
weekly  to  determine  if  the  patients  presented 
should  have  surgical  aid  or  an  additional 
delay  for  purposes  of  accomplishing  more 
essential  clinical  studies,  or  a modification 
or  continuation  of  the  medical  regimen.  This 
combined  board  thus  serves  both  as  a chest 
consultation  agency  and  is  also  considered  an 
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excellent  teaching  conference  with  interns, 
residents,  and  specialty  staff  in  attendance. 
The  final  recommendations  on  each  thor- 
oughly individualized  case  are  made  by  a 
well-trained  thoracic  surgeon,  an  equally  ex- 
perienced chest  internist  and  the  ward  physi- 
cian who  has  followed  and  treated  the  patient. 
Decision  is  often  not  reached  until  after  free 
discussion  by  the  voting  members  as  well  as 
by  physicians  and  surgeons  attending  the 
conference. 

If  a definite  or  relative  medical  contra- 
indication is  evident,  surgery  is  seldom  rec- 
ommended, although  occasionally  the  pa- 
tient’s tuberculous  residuals  may  be  of  the 
type  that  the  hazard  of  retaining  such  danger- 
ous foci  may  distinctly  outweigh!  an  inordi- 
nate operative  hazard  of  an  immediate  nature. 
We  stress  individualization  of  every  case  and 
discourage  any  inclination  toward  “routine” 
recommendations  unless  the  patient  is  an 
otherwise  healthy  individual,  has  received 
prolonged  chemotherapy  and  has  unmistak- 
able pulmonary  residuals  that  meet  the  cri- 
teria for  a rather  stereotype  method  of  sur- 
gical management. 

Indications  for  resection  therapy 

During  the  past  four  years  our  criteria  for 
resection  has  been  essentially  as  follows; 


CHART  1 

Surgical  indications  after  prolonged 
chemotherapy 

(Four  to  eight  months — average  six  months) 
Commonly  encountered  lesions 

1.  Cavitary  lesions — unquestionably  persistent. 

2.  Cavitary  residuals,  open  or  closed  (often  re- 
ferred to  as  “tuberculous  abscess” — cavitation  ap- 
parent only  after  laminographic  studies — may  then 
be  equivocal. 

3.  Large  caseonodose  residiials  (2  cm.  or  over 
in  greatest  diameter). 

4.  Tuberculous  bronchiectasis,  localized — severe 
in  upper  lobes — moderately  severe,  middle  lobe, 
lingula  and  lower  lobes. 


Regarding  item  3 above:  In  some  clinics, 
the  enthusiasm  for  resection  of  such  filled-in 
cavities  or  necrotic  residuals  seems  to  be 
waning.  Currently  we  unquestionably  recom- 
mend removal  of  such  lesions  which  are  3-4 
cm.  or  larger  in  diameter. 


CHART  2 

Less  commonly  encountered  lesions 


1.  So-called  “destroyed  lobe  or  lung — involved 
with  bronchiectasis,  multiple  cavities  and  exten- 
sive fibrosis.  It  is  imperative  that  preoperative 
pulmonary  function  studies  be  done  and  properly 
evaluated.  Lung  remnants  must  provide  sufficient 
function  for  survival.  There  should  be  no  active 
disease  of  surgical  significance  in  remaining  lung 
after  pneumonectomy. 

2.  Chronic  relapsing  localized  disease — consid- 
ered to  have  had  adequate  chemotherapy  in  the 
past. 

3.  Persistently  positive  sputum — lesion  or  le- 
sions definitely  localized  by  preoperative  clinical 
studies. 

4.  Progression  of  disease  under  apparently  ade- 
quate chemotherapy;  may  be  encountered  if  pa- 
tient receiving  concomitant  corticosteroids. 

5.  Atelectasis  and/or  tuberculous  pneumonia, 
persistent;  single  or  multiple  segments;  most  often 
have  active  bronchial  disease  as  well. 

6.  Bronchopleural  fistulae,  secondary  to  pre- 
vious excisional  surgery;  problem  usually  correct- 
ed by  completing  lobectomy  and  performing  con- 
comitant upper  state  thoracoplasty. 

7.  Infarction  of  adjoining  segment  or  subseg- 
ment after  pulmonary  resection;  such  complication 
should  be  corrected  in  10  to  14  days  at  secondary 
thoracotomy  when  removal  of  infarcted  pulmonary 
tissue  is  accomplished  and  pleural  tent  constructed 
or  an  upper  stage  modified  thoracoplasty. 

8.  The  so-called  salvage  case — patients  with  ex- 
tensive unilateral  or  bilateral  disease  and  associ- 
ated limited  or  poor  pulmonary  function — patient 
often  persistently  positive  with  resistant  bacilli. 
Excisional  surgery  is  often  indicated  to  remove 
cavitary  or  bronchiectatic  lesions  considered  re- 
sponsible for  continuous  or  intermittent  positive 
sputum. 


CHART  3 

Surgical  indications  after  relatively  short 
periods  of  chemotherapy 
(One  to  12  weeks — usually  7-14  days) 

1.  Solitary  or  multiple  lesions — where  definite 
diagnosis  cannot  be  established.  Thoracotomy  usu- 
ally performed  after  7-14  days  of  intensive  com- 
bined therapy. 

2.  Pleural  effusion — beginning  to  form  fibro- 
thorax — thoracotomy  may  be  required  to  establish 
diagnosis.  If  no  demonstrable  underlying  disease, 
by  roentgenographic  studies,  decortication  is  per- 
formed after  6-12  weeks  of  chemotherapy. 

3.  Relatively  localized  disease — the  suspected 
site  of  repeated  gross  bleeding. 

4.  Mixed  empyema — resulting  after  spontane- 
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ous  pneumothorax  associated  with  destroyed  lung; 
attempt  re-expansion  by  closed  tube  method  while 
intensive  combined  antimicrobials  are  given  for 
two  to  three  weeks;  if  pulmonary  function  studies 
seem  adequate  and  there  is  no  demonstrable  active 
tuberculous  disease  in  the  contralateral  lung,  then 
do  extrapleural  pneumonectomy. 


Diagnostic  thoracotomy 

For  many  years  we  have  been  keenly 
aware  of  the  value  of  exploratory  or  “diag- 
nostic thoracotomy”  when  intrathoracic  le- 
sions defy  a definite  diagnosis  short  of  such 
an  operative  procedure. 

During  the  nine-year  period  (1947-1955 
inclusive),  349  patients  treated  at  Fitzsimons 
had  intrathoracic  lesions  which  defied  diag- 
nosis prior  to  diagnostic  and/or  therapeutic 
thoracotomy^’®.  It  is  noteworthy  that  90,  or 
25.7  per  cent,  of  these  patients  were  demon- 
strated to  have  active  pulmonary  tuberculous 
lesions.  The  following  table  gives  a broad, 
generalized,  pathologic  category  breakdown 
of  this  exploratory  thoracotomy  experience: 


TABLE  2 

Diagnostic  pulmonary  biopsy  experience 
(Nine-year  period — 1947-1955,  inclusive) 

349  patients 

No.  of 

Per 

patients 

cent 

Specific  Infections: 

Pulmonary  tuberculosis  

.90 

25.7 

Fungus  diseases  (54 

histoplasmosis)  

.95 

27.2 

Pulmonary  infestation 

(schistosomiasis)  

1 

Inflammatory  lesions,  etiology 
not  established: 

Granulomas,  fibrosis  and 
abscesses  

.61 

18.2 

Specific  pathologic  lesions. 

etiology  presently  unknown: 
Sarcoidosis,  eosinophilic  granu- 
loma and  pulm.  xanthoma- 
tosis   

.26 

7.4 

Miscellaneous  lesions — specific, 
degenerative,  developmental  or 
traumatic: 

Includes  cysts  (fluid  filled), 
hematomas,  lipoid  pneumonia 
and  pulmonary  infarction  

9 

2.5 

Malignant  tumors  

.57 

16.3 

Benign  tumors  

.10 

2.8 

Surgical  mortality 

Excisional  surgery  in  the  management  of 
pulmonary  tuberculosis  is  never  considered 
to  be  a simple  or  benign  procedure.  Five 
deaths  have  occurred  in  our  last  500  patients 
who  have  had  pulmonary  and/or  pleural  re- 
sections for  proven  tuberculous  lesions.  Three 
occurred  at  or  shortly  after  pulmonary  re- 
section— one  the  result  of  cardiac  arrest  at 
the  termination  of  a segmental  excision  in  a 
37-year-old  female,  a 28-year-old  male  ex- 
pired on  the  third  postoperative  day  of  ipsi- 
lateral  staphylococcic  pneumonia  following 
right  upper  lobectomy,  and  a 28-year-old 
female  having  “borderline  pulmonary  func- 
tion” expired  36  hours  after  left  upper  lobe 
and  superior  segmental  resection  and  con- 
comitant thoracoplasty,  death  resulting  from 
a severe  asthmatic  episode  and  pulmonary 
hypertension.  The  two  late  deaths  resulted 
from  cor  pulmonale;  one,  a 43-year-old  fe- 
male, two  months  following  left  pneumonec- 
tomy, and  the  other,  a 28-year-old  female, 
five  months  after  right  upper  lobectomy 
and  limited  concomitant  thoracoplasty;  four 
months  prior  to  the  surgery  on  the  right  she 
had  undergone  an  upper  stage  modified  tho- 
racoplasty on  the  left.  Thus,  in  this  recent 
series  of  500  patients,  the  present  mortality 
is  1 per  cent;  0.6  per  cent  being  early  opera- 
tive deaths  and  0.4  per  cent  late  deaths  due 
to  cor  pulmonale. 

Discussion 

At  this  time  the  mortality  rate  following 
pulmonary  resection  in  the  treatment  of  tu- 
berculosis has  reached  a very  low  figure 
indeed;  a rate  perhaps  never  thought  possible 
to  attain  10  to  12  years  ago^.  Such  is  not  true 
when  untoward  morbidity  and  complications 
are  estimated  after  primary  surgical  meas- 
ures, although  most  complications  are  of  little 
consequence  and  easily  corrected  if  recog- 
nized early  and  properly  managed.  Broncho- 
pleural fistula,  mixed  empyema,  operative 
wound  infection,  and  postoperative  spread  or 
dissemination  are  decidedly  on  the  decrease; 
thanks  to  better  surgical  technics,  ample 
blood  to  cover  operative  and  postoperative 
losses,  antimicrobial  agents,  and  the  proper 
timing  of  the  primary  operative  procedure 
after  complete  evaluation  of  the  patient  as  a 
whole  and  of  such  important  local  pathologic 
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states  as  the  degree  of  healing  of  broncho- 
scopic  viewable  segmental  bronchial  orifices. 
Presently  we  are  discovering  some  of  the 
direct  and  indirect  causes  of  persistent  post- 
operative lung  surface  leaks  and  are  aware 
that  postoperative  infarctions  occur  much  too 
frequently  and  may  plague  the  thoracic  sur- 
geon. We  are  fortunate  in  that  we  are  learn- 
ing that  properly  early  and  aggressive  man- 
agement can  cure  and  thus  avert  late  and 
more  serious  complications  which  in  years 
past  often  proved  fatal. 

By  and  large,  we  favor  the  opinions  and 
recommendations  of  Bell  and  Medlar,  who 
contend  that  patients  who  harbor  drug-resist- 
ant organisms  and  are  candidates  for  exci- 
sional  therapy  should  have  lobectomy  or 
pneumonectomy — thus  avoiding  segmental  or 
wedge  resections’.  A recent  study  of  our 


experience  with  such  problems  at  Fitzsimons 
does  not  conclusively  corroborate  their  views, 
although  we  must  state  that  only  a small 
number  of  our  drug-resistant  patients  had 
wedge  or  segmental  resections”. 

Our  limited  experience  in  the  surgical 
management  of  pulmonary  tuberculosis  in 
patients  who  require  prolonged  adrenocorti- 
cal steroids,  for  various  clinical  reasons,  has 
been  discouraging  in  that  two  such  patients 
developed  extensive  pyogenic  chest  wall  in- 
fections which  required  subsequent  incisions 
for  adequate  drainage;  however,  the  final 
results  have  been  encouraging.  Nevertheless, 
we  recommend  that  extensive  thoracic  sur- 
gical procedures  not  be  performed  on  such 
patients  if  such  can  be  avoided  until  cortisone 
and  related  hormones  have  been  discontinued 
for  a period  of  at  least  four  to  six  months.  • 
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Treatment  of 
recurring  intestinal  obstruction* 

Using  plication  procedure 

Edgar  J.  Poth,  M.D.,  Galveston,  Texas 


T he  author  offers  a practical  solution 
to  the  surgeon  who  is  plagued  by 
patients  with  recurrent 
intestinal  obstruction. 

This  article  with  its  detailed  drawings 
is  recommended  to  all  who  may 
deal  with  abdominal  adhesions. 


Intra-abdominal  adhesions  are  among  the 
serious  hazards  and  complications  of  me- 
chanical and  inflammatory  trauma  to  the 

•Presented  at  the  56th  Annual  Meeting  of  the  Wyoming  State 
Medical  Society,  Jackson  Lake  Lodge,  Moran.  Wyoming,  June 
11-13,  1959. 
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visceral  peritoneum.  It  is  impossible  to  pre- 
vent formation  of  adhesions  between  dam- 
aged visceral  surfaces.  Formation  varies 
widely  and  the  basic  factors  which  determine 
formation  of  adhesions  are  not  known. 

Extensive  adhesions  frequently  follow 
laparotomy  and  result  in  repeated  attacks  of 
intestinal  obstruction.  Numerous  operations 
are  required  to  relieve  obstructions  only  to 
aggravate  the  situation  by  further  involve- 
ment. An  abdominal  invalid  suffers  almost 
continuously  from  persistent  pain  and  vary- 
ing degrees  of  bowel  obstruction,  accom- 
panied by  significant  weight  loss  because  of 
self-imposed  restriction  of  food  intake.  Eating 
initiates  increased  peristalsis  and  discomfort. 
Simple,  sharp  angulation  of  a loop  of  bowel 
of  itself  does  not  result  in  obstruction.  Ob- 
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struction  occurs  most  frequently  at  a site 
where  a loop  of  bowel  is  adherent  to  the  root 
of  the  mesentery  or  to  a rigid  structure  deep 
in  the  pelvis.  The  sharp  angulation  and  com- 
pression caused  by  the  pressure  of  the  mes- 
entery and  rigid  pelvic  structures  seem  to 
favor  massive  proliferation  of  adhesions. 
Edema  at  such  a site  readily  blocks  a com- 
promised lumen,  increases  the  lateral  pres- 
sure and  initiates  a vicious  cycle. 

While  reformation  of  intra-abdominal  ad- 
hesions cannot  be  prevented,  the  site  of  their 
formation  can  be  controlled.  Noble  (1937) 
described  a technic  of  sewing  loops  of  bowel 
together,  called  “plication,”  which  converted 
uncontrolled  adhesion  formation  to  “con- 
trolled” formation  to  prevent  subsequent  ob- 
struction. This  procedure  prevents  the  wall 
of  bowel  from  becoming  attached  at  the  root 
of  the  mesentery. 


Fig.  1.  Illustrating  the  steps  in  plication.  A double 
length  of  4-0  chromic  catgut  is  placed  and  tied  at 
A at  base  of  the  root  of  the  mesentery.  The  suture 
is  extended  up  to  B-B',  pulled  up  and  tied  in 
continuity.  The  suture  is  continued  along  the 
bowel  to  C-C',  pulled  up  and  tied. 

Freeing  of  adhesions 

The  entire  small  bowel  is  freed  of  adhe- 
sions. All  adhesions  must  be  taken  down. 
Lysis  of  adhesions  is  time  consuming  and 
tedious.  Most  adhesions  between  loops  of 
bowel  can  be  separated  easily  and  rapidly  by 


blunt  finger  dissection  with  the  least  trauma 
or  likelihood  of  opening  into  the  bowel. 

Heavy  adhesions,  especially  those  to  the 
root  of  the  mesentery  and  rigid  structures  of 
the  abdomen  and  pelvis,  will  require  division 
by  sharp  dissection.  Effective  use  of  finger 
dissection  shortens  the  procedure  consider- 
ably. The  entire  small  bowel  can  usually  be 
separated  in  30  minutes.  The  freed  loops  of 
bowel  are  returned  to  the  abdomen  immedi- 
ately. The  patient  withstands  the  procedure 
well.  The  bowel  is  redelivered  into  the  wound 
as  it  is  plicated,  and  the  plicated  loops  are 
kept  well  covered.  When  completed,  the  pli- 
cated mass  of  bowel  is  returned  to  the  ab- 
dom.en.  There  is  no  danger  of  strangulation 
by  rotation  of  this  mass  of  small  bowel  on  its 
narrow  mesenteric  base,  because  it  will  be- 
come fixed  by  fibrinous  adhesions  long  be- 
fore the  bowel  has  recovered  from  the  para- 
lytic ileus  which  persists  for  about  48  hours 
postoperatively. 

Preoperative  preparation  of  the  patient 

The  degree  of  small  bowel  obstruction 
modifies  the  preoperative  preparation,  and 
follows  the  scheduled  outlined  by  Poth  in 
1957.  If  signs  and  symptoms  of  strangulation 
are  absent,  gastric  suction  is  instituted,  and 
an  attempt  is  made  to  decompress  the  ab- 
domen. It  is  hoped  to  return  the  patient  pre- 
operatively  to  a low  residue  diet  and  ad- 
minister neomycin-sulfathalidine  combina- 
tion to  eliminate  the  intestinal  bacteria.  The 
intestinal  antiseptics  are  used  as  a precaution 
against  soiling  following  the  inadvertent 
opening  of  the  bowel.  Not  infrequently  these 
patients  are  completely  obstructed  and  do 
not  resolve  under  conservative  gastric  suc- 
tion. They  may  present  signs  and  symptoms 
of  strangulation.  Immediate  exploration  is 
then  undertaken  without  special  preoperative 
preparation,  except  rapid  correction  of  de- 
hydration, electrolyte  depletion,  fluid  balance 
and  anemia. 

During  an  emergency  operation,  the  dis- 
tended bowel  may  be  opened  accidentally. 
In  this  event,  the  opened  segment  is  trans- 
ferred to  a sterile  wash  basin  and  quaran- 
tined from  the  remainder  of  the  operative 
field  by  sterile  drapes.  The  short  length  of 
bowel,  including  the  vent,  extends  between 
the  folds  of  the  drapes  into  the  wash  basin. 
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One  member  of  the  surgical  team  handles 
the  bowel  in  the  contaminated  area.  The 
other  members  manipulate  the  distended 
bowel  to  evacuate  the  entrapped  liquid  and 
gas  with  a minimum  of  trauma.  At  the  ter- 
mination of  this  maneuver  the  contaminated 
portion  of  bowel  is  sponged  off  with  one-half 
per  cent  neomycin  solution,  covered  with  a 
pack  moistened  with  a one-half  per  cent  neo- 
mycin solution  and  returned  to  the  sterile 
field.  Appropriate  occluding  clamps  are  im- 
mediately applied  and  the  entire  small  bowel 
flooded  with  one  per  cent  neomycin  injected 
through  a small  needle  into  the  lumen.  As 
much  as  a litre  of  one  per  cent  neomycin  solu- 
tion may  be  used.  If  the  defect  in  the  bowel 
is  too  large  to  permit  closure,  reconstruction 
is  effected  as  indicated  in  Figs.  2 and  3. 
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B " C 


Fig.  2.  Illustration  of  the  method  of  closing  a long 
defect  in  the  bowel  without  resection.  The  defect 
may  be  enlarged,  as  indicated  in  A,  when  it  is 
necessary  to  obtain  a sufficiently  long  stoma. 
B shows  the  two  posterior  rows  of  sutures  in  place. 
The  bowel  has  been  folded  on  itself  around  points 
X x'.  C shows  the  incomplete  anterior  suture.  The 
choice  of  suture  is  left  to  the  individual  surgeon. 
Note  that  a locked  stitch  should  not  be  used  to 
suture  bowel,  because  it  results  in  pressure  ne- 
crosis under  each  locked  loop  of  the  suture.  (From 
Poth:  A Method  of  Closing  Defects  in  Bowel, 
S.  G.  & O.,  93:606-608,  1951.) 


Should  bowel  need  to  be  resected,  it  is 
clamped  within  the  area  which  will  be  sac- 
rificed and  the  damaged  segment  resected. 
The  dilated  proximal  segment  is  decom- 
pressed and  flooded  with  one  per  cent  neo- 
mycin. The  selected  site  for  reanastomosis  is 


f 


Fig.  3.  An  extensive,  ragged  defect  involving  more 
than  half  the  diameter  of  the  bowel.  The  trauma- 
tized edges  of  the  defect  are  trimmed  as  indicated 
in  A and  B.  The  bowel  will  be  folded  or  plicated 
on  itself  around  points  x x'.  It  will  be  noticed 
that  a long  incision  is  made  to  point  y.  The  points 
X x'  are  selected  so  as  to  give  the  full  diameter  of 
one  limb  of  the  bowel  for  filling  in  the  defect  at 
its  greatest  extent.  C shows  the  approximation  of 
points  y and  y'  and  the  placement  of  the  outer 
posterior  row  of  interrupted  sutures.  The  inner 
posterior  row  is  placed  before  beginning  the  an- 
terior closure.  D shows  the  incomplete  anterior 
row  of  sutures.  (From  Poth:  A Method  of  Closing 
Defects  in  Bowel,  S.  G.  & O.,  93:606-608,  1951.) 
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prepared  for  resection,  clamped  with  beveled 
clamps  (Poth,  1943)  and  additional  tissue 
removed.  The  anastomosis  is  done  using  the 
technic  illustrated  in  Figs.  4 and  5,  unless 
edema  of  the  viscus  precludes  bowel  suture. 
The  anastomosis  is  covered  by  plication.  Post- 
operatively,  gastric  suction  will  be  required 
by  most  of  these  patients  for  considerable 
periods.  Suction  is  continued  until  the  patient 
passes  flatus  or  has  a bowel  movement. 

No  special  procedures  are  instituted  to 
increase  peristalsis  immediately  postopera- 
tively.  A significant  number  of  patients  will 


Fig.  4.  Illustration  of  the  technic  applied  to  a blind 
double-ended  anastomosis.  (From  Poth;  A Technic 
for  Suturing  Bowel,  S.  G.  & O.  91:656-659,  1950.) 


a , 

Fig.  5.  A demonstration  of  the  technic  illustrated 
in  Fig.  4 being  applied  to  anastomosis  of  the  small 
bowel  coupled  with  plication  of  damaged  loops  of 
bowel  to  control  formation  of  adhesions  and  re- 
duce hazard  of  intestinal  obstruction.  Following 
completion  of  an  anastomosis  as  illustrated  in  Fig. 
4,  adjacent  loops  of  bowel  are  plicated.  The  end 
of  the  anastomosis  is  used  as  the  apex  and  starting 
point  for  the  plication.  (From  Poth:  A Technic  for 
Suturing  Bowel,  S.  G.  & O.  91:656-659,  1950.) 


show  signs  and  symptoms  of  intestinal  ob- 
struction for  periods  varying  from  a few  days 
to  as  long  as  four  weeks.  These  symptoms 
have  invariably  cleared.  In  no  instance  has 
it  been  necessary  to  reoperate  upon  any  of 
these  patients  because  of  obstruction  in  the 
plicated  portion  of  the  bowel.  Rarely  re- 
exploration was  needed  because  of  evidence 
of  partial  obstruction  several  months  after 
the  initial  procedure,  but  the  recurring  ob- 
struction in  each  instance  occurred  in  a seg- 
ment of  bowel  not  plicated. 

Improved  outlook 

The  plication  procedure  has  significantly 
changed  our  attitude  toward  the  prognosis 
following  operation  on  patients  with  multiple 
intra-abdominal  adhesions.  All  adhesions  are 
lysed  not  infrequently,  including  the  entire 
jejunum  and  ileum.  Ordinarily,  however,  the 
proximal  jejunum  is  clear.  The  almost  com- 
plete freedom  of  postoperative  complications 
is  a welcome  and  unexpected  surprise.  Post- 
operative difficulties  with  recurrence  of  ob- 
struction requiring  reoperation  was  feared. 
This  occurrence  has  not  been  our  experience. 

The  previous  hopeless  attitude  towards 
the  so-called  abdominal  invalid  is  now  one 
of  confidence  since  remedy  is  so  consistent. 
Credit  for  this  procedure  is  due  Dr.  Thomas 
B.  Noble,  Jr.,  who  described  the  procedure 
in  1937.  My  interest  in  this  method  of  man- 
agement of  extensive  intra-abdominal  adhe- 
sions followed  the  description  of  the  method 
by  Lord,  Howse  and  Jolliffe  in  1949. 

The  greatest  postoperative  difficulty  is  the 
recovery  from  morphine  addiction  acquired 
during  the  preceding  years  of  abdominal  dis- 
comfort. It  is  significant  that  in  this  series  of 
120  patients  subjected  to  the  procedure,  not 


TABLE  1 

Age  distribution  of  patients  subjected  to 
the  plication  procedure. 

Age 

Percentage 

0-10  .... 

10 

10-20  .... 

6 

20-30  .... 

8 

30-40  .... 

23 

40-50  .... 

29 

50-60  .... 

16 

60-70  .... 

8 
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a single  recurrence  of  obstruction  has  oc- 
cured  in  an  area  plicated,  extending  over  a 
period  of  observation  of  10  years. 

Conclusions 

Boldness  should  be  exercised  in  the  appli- 
cation of  this  procedure.  All  adhesions  should 
be  lysed,  and  bowel  denuded  of  its  serosa 
should  be  incorporated  in  a plication.  On  oc- 


casion, recovery  has  required  four  to  six 
weeks  but  invariably  the  bowel  has  returned 
to  normal  function.  The  proper  application 
of  the  Noble  plication  principle  of  converting 
uncontrolled  adhesions  to  controlled  adhe- 
sions gives  an  excellent  solution  to  a severe 
complication  and  saves  the  abdominal  invalid 
from  a continuing  life  of  uncertainty  and  suf- 
fering. * references  on  page  44 


Complications  of  tracheostomy* 

O.  J.  King,  Jr.,  M.D.,  and  W.  W.  Glas,  M.D.,  Eloise,  Michigan 


When  done  early  and  carefully 
with  perfect  hemostasis  and 
good  poAoperative  care, 
complications  should  be  rare. 


Tracheostomy  is  among  the  oldest  of  opera- 
tions. Asclepiades  described  tracheostomy  as 
a means  of  relieving  upper  respiratory  ob- 
struction in  124  B.C.  However,  the  first  docu- 
mented tracheostomy  was  performed  by 
Brassavola,  an  Italian  surgeon,  in  1546'’  ^ It 
was  considered  hazardous,  and  was  rarely 
performed  before  the  middle  of  the  nine- 
teenth century.  Its  use  was  reserved  for  res- 
piratory obstruction.  The  concept  of  trache- 
ostomy as  an  elective  procedure  has  gained 
acceptance  only  in  the  past  few  years^  Re- 
luctance of  some  physicians  to  accept  this 
concept  may  be  partially  based  on  fear  of 
the  complications.  The  purpose  of  this  in- 
vestigation was  to  determine,  first,  the  com- 
plications of  tracheostomy;  second,  their  fre- 
quency; and,  third,  methods  of  preventing 
these  complications. 

Over-all  results 

A review  of  tracheostomies  performed  at 
our  hospital  showed  that  19  complications 


*Presented  before  the  Midwinter  Clinical  Session  of  the 
Colorado  State  Medical  Society,  February  19,  1959.  From  the 
Department  of  Surgery,  Wayne  County  General  Hospital, 
Eloise,  Michigan. 
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occurred  in  the  78  tracheostomies  done  in 
the  past  year.  This  is  an  incidence  of  24  per 
cent.  The  complications  encountered  are 
shown  in  Fig.  1 : Hemorrhage,  recurrent 
respiratory  obstruction,  tracheo-bronchitis, 
pneumothorax,  tracheo-esophageal  fistula, 
apnea,  and  shock.  These  are  listed  in  their 
order  of  relative  frequency. 

Of  the  tracheostomies  performed,  59  were 
done  under  elective  conditions  in  the  operat- 
ing room.  Nineteen  were  done  as  emergency 
procedures  at  the  bedside  or  in  the  emer- 
gency room.  The  advantages  of  the  operating 
room  are  obvious.  The  difference  may  be 
measured  objectively  by  a comparison  of 


omplications 

of  • 

TRACHEOSTOMY 


Hemorrhoge  at  operative  site,  aspiration  of  blood  7 ; 


Recurrent  respiratory  obstruction 

4 

3 

Ulcerative  tracheobronchitis 

Pneumothorax 

2 . 

...  ...5i'.as3 

Tracheo-esophageal  fistula 
acuteroperative 
chronic:  pressure 


Apnea  — Shock  — Death 


Fig.  1.  Complications  of  tracheostomy. 
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complications.  Complications  developed  in 
42  per  cent  of  those  patients  experiencing 
tracheostomies  under  emergent  conditions. 
Only  19  per  cent  developed  complications 
when  the  operation  was  done  as  an  elective 
procedure. 

Hemorrhage  and  ulceration 

Hemorrhage  at  the  operative  site  with 
aspiration  of  blood  was  our  most  frequent 
complication.  Tracheostomies  were  frequent- 
ly done  on  patients  who  were  hypotensive. 
Small  vessels  were  not  evident  and,  hence, 
not  ligated.  With  supportive  care  the  blood 
pressure  increased  and  these  vessels  began 
to  bleed.  Blood  aspirated  into  bronchi  clots 
to  form  plugs  with  subsequent  atelectasis.  In 
addition,  it  is  an  excellent  culture  medium. 
When  this  complication  occurs,  hemostasis 
must  be  accomplished  immediately  since  the 
respiratory  function  will  be  further  compro- 
mised. Hemostasis  is  best  accomplished  in 
the  operating  room. 


Fig.  2.  Hemorrhage  into  tracheobronchial  tree. 


Focal  ulceration  of  tracheal  mucosa  and 
inflammatory  infiltration  in  the  submucosa 
is  produced  by  contact  with  a tracheostomy 
cannula  in  as  little  as  20  hours.  Such  changes 
are  obviously  inevitable.  However,  this  is 
minimized  by  the  use  of  the  correct  cannula 
and  by  frequent  replacement  of  the  cannula 
with  removal  of  all  irritating  crusts.  A cor- 
rect fit  is  especially  important  in  children. 
A cannula  that  is  too  long  may  rest  on  the 


Carina  and  produce  persistent  coughing  and 
ulceration. 

Tracheobronchitis  and  obstruction 

Incorrect  suctioning  technic  may  cause 
extensive  damage  to  the  tracheobronchial 
mucosa  with  consequent  severe  tracheobron- 
chitis. The  character  of  the  aspirated  secre- 
tions may  furnish  the  first  clue  that  the 
suction  technic  is  incorrect.  Correct  suction- 
ing technic  is  demonstrated  in  Fig.  3.  The  use 
of  a Y-tube  to  break  the  negative  pressure 
of  up  to  20  pounds  is  mandatory  to  avoid 
denuding  tracheobronchial  mucosa.  In  addi- 
tion, distressing  dyspnea  is  averted  by  limit- 
ing suction  to  five-second  periods. 


Fig.  3.  Correct  tracheal  toilet  technic. 


The  next  most  common  complication  was 
recurrent  obstruction.  Its  most  common  cause 
was  inspissated  secretions  in  the  inner  tube. 
When  the  inner  tube  is  not  replaced,  secre- 
tions accumulate  at  the  tip  of  the  outer  tube. 
This  requires  replacement  of  the  entire  unit 
which  may  be  difficult  before  a tract  is  well 
established.  In  one  case,  recurrent  obstruc- 
tion was  related  to  excessive  drying  of  secre- 
tions caused  by  the  high  air  flow  of  an  auto- 
matic respirator.  Studies  are  being  initiated 
to  work  out  better  methods  of  preventing 
excess  drying  of  secretions.  It  is  our  hope 
that  this  will  minimize  recurrent  obstruction 
due  to  crust  formation. 

A more  subtle  form  of  obstruction  oc- 
curred when  the  cannula  was  dislocated.  This 
can  occur  when  the  tracheal  incision  is  in- 
correctly placed.  Low  incisions  have  been 
made  to  avoid  an  unusually  large  thyroid 
isthmus.  Lateral  tracheal  incisions  have  been 
made  when  the  trachea  was  rotated  due  to 
enthusiastic  retraction  by  an  assistant.  Post- 
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operative  flexion  of  the  neck  then  dislocates 
the  cannula  out  of  the  trachea.  Allowing  in- 
experienced persons  to  change  cannulas  may 
result  in  incorrect  positioning  as  shown  in 
Fig.  4.  Partial  compression  of  the  trachea 
occurs  which  further  compromises  an  al- 
ready obstructed  airway.  This  situation  usu- 
ally goes  unrecognized  until  respiratory  dis- 
tress is  marked.  The  thyroid  isthmus  should 
be  divided  when  necessary.  Careful  midline 
dissection  with  gentle  retraction  will  avoid 
lateral  incisions.  Reinsertion  of  the  cannula 
should  be  performed  in  the  operating  room 
when  possible,  particularly  if  necessary  in 
the  immediate  postoperative  period. 


/ 


Fig.  4.  Dislocated  tracheostomy  cannula. 

Fistula  and  pneumothorax 

Tracheo-esophageal  fistula  is  a serious 
complication.  This  occurred  as  an  early  and 
as  a late  complication.  Acute  tracheo-esopha- 
geal fistula  occurred  due  to  penetration  of 
the  posterior  wall.  This  can  be  avoided  by  the 
use  of  a No.  12  blade  which  has  a concave 
cutting  edge  or  the  finger  may  be  used  as  a 


Fig.  5.  Incision  in  anterior  trachea.  Minimum 
cutaneous  scar  follows  transverse,  rather  than 
vertical,  incision. 


guard  to  prevent  deep  penetration  when 
using  a standard  blade.  These  technics  are 
illustrated  in  Fig.  5.  One  tracheo-esophageal 
fistula  occurred  due  to  pressure  necrosis  by 
the  cannula  against  the  “party  wall.”  This 
can  be  avoided  by  frequent  changes  of  the 
cannula.  Intermittent  use  of  the  next  smaller 
cannula  changes  the  pressure  point  and  re- 
duces the  danger  of  necrosis. 

Pneumothorax  following  tracheotomy  is  a 
frequently  reported  complication.  This  oc- 
curred, in  our  experience,  one  time.  This  may 
be  even  more  common  than  reports  indicate, 
since  postoperative  chest  x-rays  are  not  rou- 
tine. Operative  trauma  to  the  pleural  domes 
is  the  most  likely  cause.  This  should  be  avoid- 
able in  most  cases  by  strict  midline  dissec- 
tion. This  complication  does  occur,  however, 
even  with  good  technic  and  a routine  post- 
operative chest  x-ray  insures  its  early  recog- 
nition. Prompt  therapy  may  be  life-saving. 

Shock 

Shock  and  death  as  a complication  follow- 
ing tracheostomy  occurred  and  has  been  re- 
ported by  others.  It  is  known  that  prolonged 
asphyxia  renders  the  respiratory  center  in- 
sensitive to  carbon  dioxide  stimulation  and 
respiratory  cycle  then  is  dependent  upon  the 
carotid  body  which  is  stimulated  by  anoxia^. 
When  anoxia  is  corrected  by  tracheostomy, 
the  respiratory  cycle  is  deprived  of  its  stimu- 
lus and  apnea  ensues.  This  apnea  may  be 
transient  or  prolonged,  depending  upon  the 
severity  of  the  preceding  hypercapnia  and 
anoxia.  If  untreated,  the  resultant  continued 


38 


Rocky  Mountain  Medical  Journal 


Fig.  6.  Asphyxia  and  apnea. 
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Fig.  7.  Pressor  response  to  hypercapnia. 


apnea  is  fatal.  We  have  demonstrated  this  in 
dogs  and  have  shown  that  positive  pressure 
oxygen  is  therapeutic  even  when  marked 
electrocardiographic  changes  are  present. 
Electrocardiographic  and  arterial  pressure 
changes  with  continued  apnea  following  se- 
vere asphyxia  are  shown  in  Fig.  6.  There  was 
a return  to  normal  with  positive  pressure 
oxygen.  A small  endotracheal  tube  that  fits 
in  the  tracheostomy  cannula,  and  an  anes- 
thesia machine  provide  an  efficient  means 
of  oxygenating  the  patient  until  spontaneous 
respirations  return. 

We  have  been  unable  to  find  any  previous 
specific  description  of  another  important  car- 
diovascular mechanism  which  also  may  be  a 
cause  of  this  syndrome  of  hypotension  and 
death.  Carbon  dioxide  excess  in  arterial  blood 
regularly  results  in  an  elevation  of  blood 
pressure  due  to  action  on  the  medullary 
centers.  A sudden  decrease  in  the  blood  car- 
bon dioxide  level  results  in  hypotension^. 
This  may  be  demonstrated  in  the  laboratory. 
Fig.  7 shows  the  blood  pressure  rise  following 
partial  obstruction  of  the  airway  and  subse- 
quent drop  when  the  airway  was  re-estab- 
lished. Clinical  conditions  that  ordinarily 
produce  shock,  such  as  hypovolemia,  may  be 
present  in  a patient  receiving  tracheostomy. 
Normotensive  readings  may  be  due  to  the 
increased  levels  of  blood  carbon  dioxide.  With 
a drop  in  the  blood  carbon  dioxide  level,  sub- 
sequent to  the  establishment  of  an  airway 
through  the  tracheostomy,  shock  becomes 
evident.  This  complication  usually  occurred 
in  patients  with  prolonged  respiratory  ob- 
struction. Intravenous  fluids,  including  blood 
and  vasopressors,  have  been  effective  in 
treating  this  syndrome. 

Summary 

In  summary,  we  have  reviewed  trache- 
ostomy with  regard  to  its  frequency  and  its 
complications.  We  believe  tracheostomies 
should  be  performed  early  enough  to  permit 
the  procedure  to  be  done  in  the  operating 
room. 

Careful  operative  technic  and  hemostasis 
combined  with  good  postoperative  care  will 
result  in  fewer  complications.  In  addition,  we 
have  offered  an  explanation  for  the  puzzling 
syndrome  of  apnea,  shock  and  death  follow- 
ing tracheostomy.  • references  on  page  44 
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Problem  of  esophageal  hiatal  hernia* 


David  E.  Dines,  M.D.,  and  Hobart  M.  Proctor,  M.D.,  Denver 


The  ivhy  and  wherefor  and  tvhat  to  do 
about  a not  uncommon 
medical-surgical  problem. 


Esophageal  hiatal  hernia  is  a frequent  find- 
ing during  gastrointestinal  roentgen  exam- 
inations. Up  until  1931,  only  44  cases  had 
been  diagnosed  during  lifetime.  The  diagnosis 
is  made  by  a roentgenogram  of  the  stomach 
after  a barium  swallow  with  the  patient  in 
the  Trendelenburg  position.  A hiatal  hernia, 
associated  with  reflux  esophagitis,  renders 
the  esophagus  irritable,  and  there  is  diffuse 
spasm  in  the  esophagus  which  may  be  clearly 
demonstrable  on  the  roentgenogram  after 
thick  barium. 

Hiatus  hernia  is  so  common  in  patients 
over  60  years  of  age  that  all  routine  upper 
gastrointestinal  studies  should  include  this 
particular  view.  The  incidence  varies  from 
1.3  to  10  per  cent.  Bride  and  Amory  found 
an  incidence  of  1.3  per  cent  in  300  asympto- 
matic men  over  the  age  of  50.  Portis  and  King 
found  an  incidence  of  7.2  per  cent  in  their 
series  of  cases  over  the  age  of  60.  Hiatus 
hernia  is  most  common  among  patients  who 
are  overweight  and  between  the  ages  of  40 
and  70  years.  Mobley  and  Christensen  in 
their  series  at  the  Mayo  Clinic  found  that 
60  per  cent  of  hiatal  hernias  were  in  women. 

Newer  technics  with  esophageal  motility 
and  pressure  studies  have  provided  tremen- 
dous strides  in  our  knowledge  of  the  esopha- 
gus in  normals  as  well  as  in  patients  with 
hiatal  hernia,  scleroderma,  and  amyotrophic 
lateral  sclerosis.  The  recent  physiologic  mo- 
tility and  pressure  studies  have  demonstrated 
a sphincter-like  mechanism  of  the  muscle  of 
the  lower  end  of  the  esophagus  which  ap- 
pears to  play  an  important  part  in  preventing 
the  acid  reflux. 


Etiology 

The  etiologic  factors  in  the  development 
of  esophageal  hiatal  hernia  include  trauma 
to  the  chest  and  abdomen  and  other  condi- 
tions that  increase  the  intra-abdominal  pres- 
sure such  as  ascites,  obesity,  pregnancy,  the 
wearing  of  a tight  girdle,  and  a chronic  cough. 
Rarely  hiatal  hernia  may  be  of  a congenital 
nature.  The  older  age  groups  are  more  prone 
to  develop  a hiatal  hernia  because  of  a de- 
crease in  the  elastic  tissue  at  the  hiatus. 

Symptoms 

Many  esophageal  hiatal  hernias  are 
asymptomatic  and  are  demonstrated  on  an 
upper  gastrointestinal  series  when  the  pa- 
tient’s symptoms  are  entirely  functional.  Oc- 
casionally a hiatus  hernia  may  cause  gastro- 
intestinal bleeding  with  hematemesis  and  me- 
lena  or  just  a hypochromic  anemia.  Hemor- 
rhage was  found  to  be  a complication  in  18 
per  cent  of  the  cases  of  hiatal  hernia  in  one 
series  in  which  there  was  no  associated  gas- 
troduodenal ulcer. 

The  symptoms  from  hiatal  hernias  usually 
come  from  the  esophagus,  and  the  pain  of 
esophageal  origin  has  been  described  as  burn- 
ing and  squeezing,  associated  with  a sensa- 
tion of  fullness.  The  pain  is  characteristically 
located  substernally  and  in  the  left  chest,  and 
extends  into  the  neck,  shoulders,  and  arms 
and  between  the  shoulder  blades.  Dysphagia 
is  common,  and  usually  there  is  a history  of 
regurgitation  and  belching  when  bending  or 
stooping.  The  pain  may  be  associated  with 
swallowing  but  not  always.  Frequently  the 
pain  and  fullness  may  awaken  the  patient 
from  sleep.  In  the  prone  position  there  is  gas 
and  heart  burn,  and  belching  is  particularly 
liable  to  occur  if  the  patient  rolls  on  his  left 
side.  Air  swallowing,  usually  a symptom  of 
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functional  dyspepsia,  is  present  with  reflux 
esophagitis  and  frequently  indicates  its  pres- 
ence. 

Pathologic  physiology 

Barrett  has  emphasized  that  the  abdom- 
inal pressure  from  below  with  the  negative 
pressure  from  above  predisposes  to  the  for- 
mation of  a hiatus  hernia.  Esophageal  hiatal 
hernias  are  frequently  complicated  by  a cer- 
tain amount  of  reflux  esophagitis  or  even  by 
peptic  ulceration  at  the  esophagogastric  junc- 
tion. The  esophagitis  accounts  for  the  burn- 
ing pain  from  regurgitation  of  acid  gastric 
contents  through  the  incompetent  cardiac 
sphincter.  The  values  for  gastric  acidity  were 
recorded  in  61  cases  in  one  series,  and  were 
elevated  in  43,  normal  in  16,  and  there  was 
an  absence  of  free  HCl  in  two.  Whenever  the 
esophagogastric  junction  is  elevated  above 
the  diaphragm,  the  sphincter  mechanism  is 
lost.  There  are  three  factors  that  normally 
maintain  a competent  gastric  cardia:  (1)  the 
acute  angle  made  by  the  esophagus  and  the 
gastric  lesser  curvature,  (2)  the  lower  esoph- 
ageal sphincter,  (3)  the  diaphragmatic  pinch- 
cock  mechanism.  The  squeezing  type  of  pain 
has  been  attributed  to  distention  of  the  gas- 
tric pouch  above  the  diaphragm. 

Distention  of  the  stomach  above  the  dia- 
phragm by  means  of  a balloon  can  cause  pain 
identical  to  the  pain  of  coronary  insufficiency 
with  electrocardiographic  evidence  of  ST  and 
T wave  abnormalities  of  an  ischemic  nature. 
The  substernal  pain  can  occur  with  walking. 
5 Donnelly  has  postulated  that  the  pain  occur- 
ring with  walking  is  due  to  esophageal  con- 
traction in  an  effort  to  overcome  the  in- 
creased intra-abdominal  pressure.  The  intra- 
; abdominal  pressure  increases  the  intralumi- 
nal pressure  in  the  esophagus  because  the 
cardiac  sphincter  is  incompetent  in  hiatal 
I hernias.  Walking  fast  causes  contraction  of 
the  abdominal  musculature  and  increases  the 
intraluminal  pressure  in  the  esophagus,  over- 
distending it.  The  overdistention  is  painful 
and  accounts  for  the  pain  that  can  occur  in 
hiatal  hernias  with  exertion  that  may  be 
identical  to  the  pain  pattern  of  angina  pec- 
toris. 

Hiatal  hernia  is  believed  capable  of  car- 
diac arrhythmias  by  vago-vagal  reflexes.  The 
pain  distribution  is  believed  to  be  dependent 


upon  viscero-cutaneous  reflexes.  Thoracic 
pain  may  occur  with  cardiospasm  without 
evidence  of  hiatal  herniation.  The  spasm  oc- 
curs before  the  esophagus  becomes  dilated 
and  the  esophageal  musculature  atonic. 
Mecholyl  chloride  has  been  administered  to 
patients  with  cardiospasm  to  increase  the 
intra-esophageal  pressure.  The  thoracic  pain 
can  be  reduplicated  and  the  intra-luminal 
pressure  is  directly  proportional  to  the  sever- 
ity of  the  pain. 

Value  of  esophagoscopy 

Endoscopy  permits  the  disclosure  of  the 
presence  and  nature  of  disease  of  the  mucosa 
in  the  esophagus  and  in  the  herniated  seg- 
ment of  the  stomach.  Endoscopy  was  per- 
formed in  107  cases  of  esophageal  hiatal  her- 
nia, and  in  three  cases  gastric  ulcers  were 
found  in  the  herniated  portion  not  demon- 
strated on  upper  gastrointestinal  series. 
Esophagoscopy  is  indicated  in  selected  cases 
when  the  roentgenogram  is  inconclusive  and 
to  exclude  a malignancy  in  addition  to  the 
hiatal  hernia.  Carcinoma  of  the  gastric  cardia 
has  been  shown  to  precede  the  formation  of 
hiatal  hernia,  followed  by  reflux  contraction 
of  the  esophagus  and  development  of  the 
hiatal  hernia.  It  has  been  shown  also  that 
there  is  an  increased  incidence  of  esophageal 
carcinoma  in  cardiospasm.  Symptoms  from 
cardiospasm  may  simulate  carcinoma  and, 
without  the  benefit  of  esophagoscopy,  the 
clinician  m.ay  feel  a false  sense  of  security, 
considering  it  a benign  lesion  until  too  late 
for  effective  treatment. 


Types  of  esophageal  hiatal  hernia 

There  are  three  main  types  of  esophageal 
hiatal  hernias  (Fig.  1)  as  distinguished  by 


A.  B.  c. 


Fig.  1.  Schematic  representation  of  three  most 
common  forms  of  hiatal  hernia.  (A)  Sliding;  (B) 
Para-esophageal;  (C)  “Short”  Esophagus. 
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the  roentgenologic  examination  and  esopha- 
goscopy:  (1)  the  sliding  type  of  hiatal  hernia 
(Fig.  2)  in  which  the  esophagogastric  junc- 
tion is  located  above  the  level  of  the  dia- 
phragm, but  capable  of  sliding  back  and  forth 
and  downward  to  the  level  of  the  esophageal 


Fig.  2.  Roentgenographic  demonstration  of  sliding 
hiatal  hernia.  Arrow  indicates  gastric  ulcer  in  her- 
niated cardia. 


Fig.  3.  “Short”  esophagus  form  of  hiatal  hernia. 
Note  shrunken,  distorted  esophagus  secondary  to 
protracted  esophagitis. 


hiatus;  (2)  the  short  esophagus  type  (Fig.  3) 
in  which  the  esophagogastric  junction  is 
above  the  diaphragmatic  hiatus  and  cannot 
be  extended  downward;  (3)  the  para-esopha- 
geal hiatal  hernia  (Fig.  4)  in  which  a pouch 
of  stomach  protrudes  through  the  hiatus 
around  or  beside  the  esophagus.  Fig.  5 dem- 
onstrates an  extreme  form  of  hiatal  hernia 
in  which  the  entire  stomach  is  above  the 
diaphragm. 

A rare  form  of  hiatal  hernia  is  the  com- 
pound diaphragmatic  hernia  in  which  more 
than  one  organ  has  herniated  through  the 
involved  foramen. 

Sliding  esophageal  hiatal  hernia 

This  is  the  most  common  variety  and  the 
one  most  amenable  to  medical  management. 
Conservative  treatment  should  be  tried  in 
all  cases  of  sliding  esophageal  hiatal  hernia, 
and  surgery  reserved  for  the  rare  case  that 
does  not  respond,  and  for  uncontrollable  ane- 
mia and  stricture  formation.  Patiehts  with 
this  common  variety  should  be  instructed 
carefully  as  to  the  etiology  of  their  symptoms, 
and  reassured  concerning  their  cardiac  status. 
Reduction  of  weight  is  one  of  the  most  im- 
portant measures.  The  diet  should  be  a bland, 
weight  reduction  type  of  diet.  If  there  is  an 


Fig.  4.  Upper  gastrointestinal  visualization  reveal- 
ing large  para-esophageal  herniation  of  stomach 
through  diaphragm.  Operative  intervention  to  pre- 
vent strangulation  is  usually  indicated  in  this  form. 


42 


Rocky  Mountain  Medical  Journal 


associated  peptic  esophagitis,  they  should  be 
placed  on  antacids  before  and  after  meals 
and  at  bedtime  and  antispasmodics  before 
meals  and  at  bedtime.  The  head  of  the  bed 
should  be  elevated  six  to  eight  inches  or  the 
patient  must  be  taught  to  sleep  with  his 
shoulders  propped  up  on  several  pillows.  The 
patient  is  taught  never  to  lie  on  his  right 
side.  Large  meals  should  be  avoided,  and  par- 
ticularly the  evening  meal  should  be  small 
and  bland.  Alcohol  should  be  discouraged, 
especially  if  there  is  a co-existing  esophagitis. 
Tight  garments  such  as  corsets  and  girdles 
should  not  be  worn,  and  heavy  lifting  avoid- 
ed to  minimize  the  forceful  protrusion  of  the 
stomach  upward  through  the  hiatus. 

Studies  fail  to  indicate  that  there  is  much 
tendency  to  worsen  with  the  passage  of  years 
in  the  average  patient  with  this  type  of 
hernia. 

Short  esophagus  type  of  hernia 

In  this  type  of  hiatal  hernia,  the  esophagus 
is  shortened  either  on  a congenital  basis  or 
from  shortening  due  to  fibrous  scarring.  It 
seems  doubtful  whether  very  many  of  this 
type  are  actually  congenital  but  rather  from 
shortening  due  to  the  associated  esophagitis. 


I Fig.  5.  Extreme  form  of  hiatal  hernia  in  which 
^ entire  stomach  is  above  diaphragm.  Usually  the 
^ result  of  trauma,  this  ectopia  may  follow  excessive 
stretching  of  esophageal  hiatus  by  increasing  intra- 
abdominal pressure  over  extended  period. 


Para-esophageal  hiatal  hernia 

In  para-esophageal  hiatal  hernias,  the 
cardia  retains  its  normal  position  below  the 
diaphragm  and  esophagitis  does  not  occur. 
The  treatment  of  para-esophageal  hiatal  her- 
nias is  surgical,  as  incarcination  or  strangula- 
tion of  the  stomach  or  other  abdominal 
organs  may  occur,  and  bleeding  is  more  com- 
mon in  this  type  of  hernia. 

Associated  conditions 

The  most  frequent  associated  lesion  in 
patients  with  esophageal  hiatal  hernias  is  a 
peptic  ulcer.  Twenty  out  of  120  patients  in 
one  large  series  studied  with  medical  man- 
agement had  peptic  ulcers  in  the  stomach  or 
duodenum.  There  were  two  ulcers  in  the 
stomach  and  18  in  the  first  portion  of  the 
duodenum.  Biliary  tract  disease  and  coronary 
atherosclerosis  are  also  frequently  associated 
with  hiatal  hernias.  Electrocardiographic  evi- 
dence of  coronary  atherosclerosis  was  demon- 
strated in  five  of  13  patients  in  one  series. 

Surgical  repair 

It  is  not  within  the  scope  of  this  paper  to 
go  into  the  regional  anatomy. 

Surgical  treatment  of  hiatal  hernias  dates 
back  to  Harrington’s  series  of  60  cases  in 
1933.  Many  subsequent  papers  have  elaborat- 
ed and  clarified  the  surgical  role  in  the 
management  of  hiatal  hernias.  Prior  to  1951, 
and  Allison’s  excellent  physiological  and 
anatomical  description  of  an  operative  tech- 
nic to  restore  the  esophagogastric  angle,  and 
the  pinch-cock  action  of  the  right  diaphrag- 
matic crus,  the  operative  approach  was  that 
of  diaphragmatic  immobilization.  This  oper- 
ation not  only  did  little  to  correct  the  under- 
lying problem  of  gastriC'  herniation,  but 
further  incapacitated  those  persons  in  their 
declining  years  who  could  ill  afford  to  lose 
the  respiratory  function  deprived  them  by 
loss  of  diaphragmatic  excursion  on  one  side. 

Whether  Allison’s  operation  is  performed 
through  an  abdominal  or  thoracic  route  is  not 
pertinent  to  this  discussion.  Both  approaches 
have  much  to  recommend  them,  and  the  oper- 
ation must  be  individualized.  Such  factors  as 
concommitant  abnormalities,  body  build, 
width  of  the  costal  arch,  etc.,  will  influence 
the  operator  in  a given  case.  It  suffices  to  say 
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that  the  consequences  of  the  intractable  or 
medically  unmanageable  hiatal  hernia  far 
outweigh,  in  severity,  the  operative  risk. 

Harrington  and  Kirklin  have  presented 
excellent  evidence  that  hiatal  hernias  have 
a marked  tendency  to  increase  in  size.  This 
is  very  likely  the  result  of  loss  of  muscle  tone 
plus  an  increase  in  intra-abdominal  pressure 
accompanying  the  visceral  deposition  of  fat 
characteristic  of  advancing  years.  The  addi- 
tional hazards  of  either  insidious  and  chronic 
bleeding,  or  frank  hemorrhage  necessitating 
emergency  and  poorly  tolerated  operations 
would  recommend  vigorous  and  competent 
medical  management  and  early  surgical  in- 
tervention in  those  instances  which  escape 
conservative  therapy.  The  additional  and  not 
inconsiderable  danger  attendant  with  esopha- 
geal strictures  and  frequent  dilatations  would 
emphasize  the  urgency  of  the  therapeutic 
points  noted  above. 

Blades  and  Hall  have  noted  a 45  per  cent 
incidence  of  serious  complications  in  inade- 
quately managed  hiatal  hernia,  but  an  oper- 
ative mortality  of  only  1.5  per  cent  in  pa- 
tients whose  ages  ranged  from  32  to  79  years. 
The  oft  noted  advantages  of  modern  opera- 


tive technics,  anesthesia,  and  blood  replace- 
ment have  effected  the  same  healthy  im- 
provements in  the  operative  intervention  of 
hiatal  hernia  as  in  other  areas. 

Summary 

The  problem  of  esophageal  hiatal  hernia 
has  been  reviewed. 

The  prognosis  with  benign  sliding  esopha- 
geal hiatal  hernia  is  good  in  most  cases,  and 
patients  remain  fairly  symptom  free  on  con- 
servative management.  The  medical  program 
has  been  outlined. 

A small  percentage  of  patients  will  have 
intractable  pain  and  associated  esophagitis 
complicated  by  hemorrhage  or  stricture.  Sur- 
gery may  be  considered  for  this  group  of  pa- 
tients, and  for  those  patients  with  an  ulcer 
of  the  stomach  or  duodenum  who  characteris- 
tically do  poorly  on  medical  management. 

Those  cases  which  respond  poorly  or  de- 
velop any  of  the  serious  complications  pre- 
viously alluded  to  must  be  regarded  with  the 
same  concern  as  the  bleeding  duodenal  ulcer 
and  combined  medical  and  surgical  opinions 
obtained  so  as  to  not  allow  the  unnecessary 
demise  of  patients  who  might  otherwise  be 
restored  to  useful  existence.  • 
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Dr.  J.  H.  McCurry,  of  Cash,  Ark.,  aiivises  that 
he  has  the  approval  of  the  American  Medical  Asso- 
ciation to  organize  a Fifty  Year  Club  within  the 
A.M.A.  Dr.  McCurry  is  anxious  to  hear  from  physi- 
cians who  have  been  in  practice  50  years  or  more 
who  desire  to  become  members  of  this  club,  giving 
their  name  and  a complete  address. 

The  first  meeting  is  to  be  held  in  Washington, 
D.  C.,  at  the  Clinical  Meeting  November  29  to 
December  2,  1960. 


44 


Rocky  Mountain  Medical  Journal 


WHY 


ALDACTONE 


m EDEMA 


Because  it  acts  by  regulating  a basic  physiologic  imbalance, 
Aldactone  possesses  multiple  therapeutic  advantages  in  treating 
edema. 

Aldactone  inactivates  a crucial  mechanism  producing  and 
maintaining  edema  — the  effect  of  excessive  activity  of  the 
potent  salt-retaining  hormone,  aldosterone.  This  corrective  ac- 
tion produces  a satisfactory  relief  of  edema  even  in  conditions 
wholly  or  partially  refractory  to  other  drugs. 

Also,  Aldactone  acts  in  a different  manner  and  at  a different 
site  in  the  renal  tubules  than  other  drugs.  This  difference  in 
action  permits  a true  synergism  with  mercurial  and  thiazide 
diuretics,  supplementing  and  potentiating  their  beneficial 
effects. 

Further,  Aldactone  minimizes  the  electrolyte  upheaval  often 
caused  by  mercurial  and  thiazide  compounds. 

The  accompanying  graph  shows  a dramatic  but  by  no  means 
unusual  instance  of  the  effect  of  Aldactone  in  refractory  edema. 
{ The  usual  adult  dosage  of  Aldactone,  brand  of  spironolactone, 

I is  400  mg.  daily.  Complete  dosage  information  is  contained  in 

Searle  New  Product  Brochure  No.  52. 

SUPPLIED:  Aldactone  is  supplied  as  compression-coated 
yellow  tablets  of  100  mg. 

e.D.SEARLE  CO.,  Chicago  80,  Illinois. 
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when  I 
sulfa 
is  your 
plan  of 
therapy.. 


Rapid  peak  attainment  — for  early  control  — 
KYNEX  ® Sulfamethoxypyridazine  reaches  peak 
plasma  levels  in  1 to  2 hours’  “ ...  or  approximately 
one-half  the  time  of  other  once-a-day  sulfas.’^  Unin- 
terrupted control  is  then  sustained  over  24  hours  with 
the  single  daily  dose  . . . through  slow  excretion  with- 
out renal  alteration. 

High  free  levels  — for  dependable  control  -- 
More  efficient  absorption  delivers  a higher  percentage 
of  sulfamethoxypyridazine  — averaging  20  per  cent 
greater  at  respective  peaks  than  glucuronide-conver- 
sion  sulfas.*  Of  the  total  circulating  levels,  95  per  cent 
remains  in  the  fully  active,  unconjugated  form  even 
after  24  hours.’’ 


Extremely  low  toxicity^  . . . only  2.7  per  cent 
incidence  in  recommended  dosage  — Typical  of 
KYNEX  relative  safety,  toxicity  studies’’  in  223 
patients  showed  TOTAL  side  effects  (both  subjective 
and  objective)  in  only  six  cases,  all  temporary  and 
rapidly  reversed.  Another  evaluation"'  in  110  patients 
confirmed  the  near-absence  of  reactions  when  given 
at  the  recommended  dosage.  High  solubility  of  both 
free  and  conjugated  product®  obviates  renal  compli- 
cations. No  crystalluria  has  been  reported. 

Successful  against  these  organisms:  strepto- 
cocci, staphylococci,  E.  coH,  A.  aerogenes,  paracolon 
bacillus.  Gram-negative  rods,  pneumococci,  diphthe- 
roids, Gram-positive  cocci  and  others. 


1.  Boger,  W.  P.;  Strickland,  C.  S.,  and  Gylfe,  J.  M.:  Antibiotic  Med.  & Clin.  Ther.  3:378,  (Nov.)  1956.  2.  Boger.  W.  P.t  Antibiotics  Annual 
1958-1959,  New  York,  Medical  Encyclopedia,  Inc.,  1959,  p.  48.  3.  Sheth,  U.  K.;  Kulkarni,  B.  S.,  and  Kamath,  P.  G.:  Antibiotic  Med.  §t  Clin. 
Ther.  5:604  (Oct.)  1958.  4.  Vinnicombe,  J.:  Ibid.  5:474  (July)  1958.  5.  Anderson,  P.  C.,  and  Wissinger,  H.  A.:  U.  S.  Armed  Forces  ^ X 10:1051 
(Sept.)  1959.  6.  Roepke,  R.  R.;  Maren,  T.  H.,  and  Mayer,  E.;  Ann.  New  York  Acad.  Sc.  60:457  (Oct.)  1957. 


KYNEX 


drug  of 


choice 


once-a-day  sulfa . . . 


NOTE:  Investigators  note  a tendency  of  some  patients  to 
misinterpret  dosage  instructions  and  take  KYNEX  on  the 
familiar  q.i.d.  schedule.  Since  one  KYNEX  tablet  is  equiva- 
lent to  eight  to  twelve  tablets  of  other  sulfas,  even  mod- 
erate overdosage  may  produce  side  effects.  Thus,  the 
; single  dose  schedule  must  be  stressed  to  the  patient. 

KYNEX  Tablets,  0.5  Gm.,  bottles  of  24  and  100.  Dosage; 

• Adults,  0.5  Gm.  (1  tablet)  daily,  following  an  initial  first 
day  dose  of  1 Gm.  (2  tablets). 

KYNEX  Acetyl  Pediatric  Suspension,  cherry-flavored,  250 
mg.  sulfamethoxypyridazine  activity  per  teaspoonful  (5  cc.). 
Bottles  of  4 and  16  fl.  oz.  Recommended  Dosage-.  Children 
: under  80  lbs.:  1 teaspoonful  (250  mg.)  for  each  20  lb.  body 
weight,  the  first  day,  and  Vz  teaspoonful  per  20  lb.  per  day 
thereafter.  For  children  80  lbs.  and  over;  4 teaspoonfuls 
(1.0  Gm.)  initially  and  2 teaspoonfuls  daily  thereafter.  Give 
s immediately  after  a meal. 


Sulfamethoxypyridazine  Lederle 


NEW— for  acute  G.U.  infection  AZO-KYNEX'®  Phenylazodiaminopyridine  HCI  — Sulfa- 
methoxypyridazine Tablets,  contains  125  mg.  KYNEX  in  the  shell  with  150  mg. 
phenylazodiaminopyridine  HCI  in  the  core.  Dosage;  2 tablets  q.i.d.  the  first  day; 
1 tablet  q.i.d.  thereafter. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


Another 
significant  statement 

concerning 
the  role  of  fats 


FREE:  vyesso/7  recipes,  available  in  quantity  for  your  patients,  show  how  to 

prepare  meats,  seafoods,  vegetables,  salads  and  desserts  with  poly-unsaturated 
vegetable  oil.  Request  quantity  needed  from  The  Wesson  People, 

Dept.  N,  210  Baronne  St,  New  Orleans  12,  La. 


Dietary  Linoleic  Acid  and  Linoleate— ^//ecte  in  Diabetic  and 
Nondiabetic  Subjects  with  and  without  Vascular  Disease 


A paper  by  Laurance  W.  Kinsell,  M.D.,  et  al., 
excerpted  from  Diabetes — The  Journal  of  the 
American  Diabetes  Association,  May-June  1959 

Linoleic  acid  as  the  major  ‘hypocholesterolemic 
agent’  in  vegetable  fats.  The  question  has  been 
raised  as  to  the  mechanism  of  lowering  of  the 
plasma  lipids  by  a variety  of  vegetable  fats. 
Among  the  entities  present  in  or  absent  from 
vegetable  fat  which  have  been  considered  are: 
(a)  the  absence  of  cholesterol;  (b)  the  presence 
of  certain  vegetable  sterols;  (c)  the  presence  of 
certain  vegetable  phospholipids;  (d)  the  nature 
of  one  or  more  of  the  fatty  acids  present;  (e) 
the  presence  of  trace  materials. 


in  the  diet 


The  absence  of  cholesterol  has  been  excluded  as 
a major  factor.Sa  Phospholipids,  if  they  contain 
a sufficient  quantity  of  unsaturated  fatty  acids 
may  produce  a striking  reduction.  In  our  experi- 
ence thus  far  saturated  phospholipids  fail  to  pro- 
duce such  an  effect.^ 

Beveridge  and  his  associates  believe  that  veg- 
etable sterols,  particularly  beta-sitosterol,  are  re- 
sponsible to  a significant  degree  for  the  cholesterol- 
lowering effect.8  In  our  experience  the  vegetable 
sterols  have  a relatively  weak  and  unpredictable 
effect  of  this  sort. 

Since  the  fatty  acids  of  animal  fats  are  pre- 
dominantly saturated,  and  the  fatty  acids  of  most 
vegetable  fats  are  predominantly  polyunsaturated, 
with  linoleic  acid  as  the  major  component  of  the 
vegetable  fats  which  lower  cholesterol  and  other 
lipids,  the  question  arises  whether  linoleic  acid 
per  se  is  capable  of  lowering  plasma  lipids.  As 
reported  previously^  this  is  indeed  the  case.  In  a 
recent  study  in  a young  male  with  peripheral 
atherosclerosis  in  association  with  elevation  of 
plasma  cholesterol  and  of  total  lipids,  ethyl  lino- 
leate  produced  a greater  fall  in  the  plasma  lipid 
levels  than  had  moderate  amounts  of  natural 
sources  of  unsaturated  fat.  Linoleic  acid,  there- 
fore, appears  to  be  the  most  important  single 
lipid-lowering  component  of  vegetable  fat. 

* * -x- 

Significantly  higher  levels  of  cholesterol  were 
observed  during  oleate  administration  than  dur- 
ing administration  of  equal  amounts  of  linoleate. 


The  relatively  low  cholesterol  values  during  the 
second  oleate  period  may  have  been  related  to 
linoleate  stored  in  fat  depots.  The  fatty  acid  com- 
position of  the  cholesterol  esters  reflected  the 
fat  which  was  fed,  i.e.,  the  mono-enoict  acid 
content  averaged  more  than  40  per  cent  during 
oleate  feeding  and  less  than  20  per  cent  during 
linoleate  ingestion.  Essentially,  a mirror  image 
of  this  resulted  during  linoleate  feeding,  at  which 
time  di-enoic  acid  predominated. 

-x-  -x-  -x- 

The  data  presented  in  this  paper  appear  to  estab- 
lish that  linoleic  acid  administered  either  as  puri- 
fied ethyl  ester  or  as  naturally  occurring  fat,  in 
sufficient  quantity,  in  properly  constructed  diets, 
will  reduce  plasma  lipids  to  normal  levels.  The 
amount  of  linoleic  acid  required  appears  to  bear 
a direct  relationship  to  the  amount  of  saturated 
fat  included  in  the  diet.  Linoleic  acid  require- 
ment may  also  bear  a significant  relationship  to 
the  amount  of  atherosclerosis  present. 

The  transition  from  evaluation  of  the  effect  of 
dietary  entities  upon  plasma  lipids,  to  the  evalua- 
tion of  the  effect  of  such  materials  upon  vascular 
disease  is  difficult.  However,  such  evaluation  is 
not  impossible.  The  requisites  are  adequate  meas- 
uring sticks  and  well-controlled  studies  of  suffi- 
cient duration.  The  duration  of  observation  of 
effects  of  unsaturated  fat  in  diabetic  and  non- 
diabetic patients  with  vascular  disease  is  in  no 
instance  more  than  five  years,  and  in  the  majority 
of  instances,  less  than  three.  Our  present  impres- 
sion is  that  improvement  has  occurred  in  some 
patients  with  atherosclerosis  and  with  diabetic 
retinal  and  renal  disease  which  was  more  than 
we  would  have  anticipated  in  terms  of  the  natural 
course  of  the  disease.  However,  since  it  is  well 
known  that  major  fluctuations  in  these  diseases 
can  occur  in  individuals  receiving  no  treatment, 
we  believe  it  is  appropriate  at  this  time  to  say 
that  no  untoward  effects  appear  to  result  when 
one  prescribes  diets  containing  large  amounts  of 
unsaturated  fat  for  patients  with  such  diseases, 
and  it  is  not  impossible  that  beneficial  effects  may 
be  associated  with  such  diets.’’ 

* * * 

6a  Kinsell,  L.W.,  Partridge,  J.  W.,  Boling,  L.,  Margen,  S., 
and  Michaels,  G.D. : Dietary  modification  of  serum  cholesterol 
and  phospholipid  levels.  J.  Clin.  Endocrinol  and  Met.  12:909, 
1952. 

7 Kinsell,  L.  W.,  Friskey,  R.,  Splitter,  S.,  Michaels,  G.  D. : 
Essential  fatty  acids,  lipid  metabolism,  and  atherosclerosis. 
Lancet  1:334,  1958. 

8 Beveridge,  J.M.,  Connell,  W.F.,  Firstbrook,  J.  B.,  Mayer, 
G.A.,  and  Wolfe,  M.J. : Effects  of  certain  vegetable  and  animal 
fats  on  plasma  lipids  of  humans.  J.  Nutrition  56:311,  1955. 

t Mono-enoic  (mono-unsaturated)  acid  is  presumably  synony- 
mous under  these  conditions  with  oleic  acid  and  di-enoic  (di- 
unsaturated)  acid  with  linoleic  acid 


Where  a vegetable  {salad)  oil  is  medically  recommended  for  a cholesterol 
depressant  regimen.  Wesson  is  unsurpassed  by  any  readily  available  brand. 


WESSON’S  IMPORTANT  CONSTITUENTS 


( Wesson  is  100%  cottonseed  oil . , . winterized  and  of  selected  quality 

' Linoleic  acid  glycerides  (poly-unsaturated)  50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Total  unsaturated  70-75% 


Palmitic,  stearic  and  myristic  glycerides  (saturated) 
Phytosterol  (predominantly  beta  sitosterol) 

Total  tocopherols 

Never  hydrogenated— completely  salt  free 


25-30% 

0.3-0.5% 

0.09-0.12% 


A monthly  news  summary  from  the  nation’s 
capital  hy  the  Washington  Office  of  the  A.M.A. 

Congress  returned  to  work  this  month  to  take 
up  its  unfinished  business,  including  the  contro- 
versial issue  of  health  care  for  the  aged,  an 
atmosphere  dominated  by  election-year  politics. 

The  three  or  four  week,  tag-end  session  of 
Congress  loomed  as  one  of  the  most  important 
meetings  in  the  past  decade  as  far  as  possible 
impact  on  the  medical  profession  is  concerned. 

The  lawmakers  are  slated  to  decide  whether 
to  embark  the  Federal  Government  on  a course 
that  could  threaten  the  private  practice  of  medi- 
cine, or  to  adopt  a voluntary  program  that  would 
pose  no  such  danger. 

The  omnibus  Social  Security  bill  approved  by 
the  House  Ways  and  Means  Committee  was  easily 
cleared  by  the  House,  381  to  23,  and  sent  to  the 
Senate  Finance  Committee,  which  held  two  days 
of  hearings.  The  measure  contained  a voluntary, 
federal-state  program  for  assisting  needy  aged 
persons  meet  their  health  care  costs.  Both  the 


administration  and  the  American  Medical  Asso- 
ciation endorsed  the  House  measure  as  in  keeping 
with  the  concept  of  giving  the  states  prime  re- 
sponsibility for  helping  their  citizens,  for  aiding 
those  who  are  most  in  need  of  help,  and  for  avoid- 
ing the  compulsory  aspects  of  health  plans  involv- 
ing the  Social  Security  mechanism. 

A vote  by  the  Finance  Committee,  headed  by 
Sen.  Harry  F.  Byrd  (D.,  Va.),  was  scheduled 
shortly  after  the  Senate  resumed  operations  in 
August.  Whatever  action  the  committee  took,  how- 
ever, proponents  of  schemes  such  as  the  Forand 
bill  to  provide  a compulsory  federal  medical  pro- 
gram promised  a determined  fight  on  the  floor 
of  the  Senate. 

In  the  event  Congress  should  approve  a govern- 
ment medicine  plan,  opponents  were  counting  on 
a Presidential  veto  to  kill  the  measure.  The  Chief 
Executive  repeatedly  has  asserted  in  strong  lan- 
guage his  all-out  opposition  to  any  compulsory 
plan  for  health  care  financing. 

At  the  Senate  Finance  Committee  hearing, 
Arthur  S.  Flemming,  Secretary  of  Health,  Educa- 
tion and  Welfare,  renewed  the  administration’s 
flat  stand  against  the  Social  Security  avenue  to 
financing  health  costs.  Such  a plan,  he  said,  would 
inevitably  lead  to  pressures  for  expanding  the 
benefits  and  lowering  or  eliminating  the  age  re- 
quirement. Under  such  circumstances,  a 15  per 
cent  or  20  per  cent  Social  Security  payroll  tax 
would  not  be  too  far  off,  he  said.  “We  believe  it  is 


PRESENTING:  modern,  easy  to  use  aerosol 


hydrocoHisone 
psintotlienylol  < 


the  dramatic  inflammatory-suppressive^  antipruritic,  antialiergic 
efficacy  of  hydrocortisone 


plus  the  soothing,  antipruritic,  healing  influence  of  pantothenylol 


unsound  to  assume  that  revenue  possibilities  from 
a payroll  tax  are  limitless.” 

Dr.  Leonard  W.  Larson,  President-elect  of  the 
American  Medical  Association,  told  the  committee 
the  House  bill  is  the  “antithesis  of  the  centralized, 
socialized,  statist  approach  of  the  proposals  advo- 
cating national  compulsory  health  insurance.” 

“To  those  critics  who  call  this  program  modest, 
we  say  that  fiscal  irresponsibility,  unpredictable 
cost  and  maximum  nationalization  are  not  the 
accepted  criteria  for  good  legislation,”  he  testified. 

A spokesman  for  the  insurance  industry  pointed 
out  “giant  strides”  made  by  private  health  insur- 
ance in  recent  years  in  covering  aged  persons. 
E.  J.  Faulkner  declared  that  one  of  the  most 
prevalent  and  erroneous  assumptions  on  the  mat- 
ter is  that  most  of  the  aged  aren’t  able  to  con- 
tribute to  financing  their  own  health  care  costs. 

The  Social  Security  health  bills,  he  said,  “would 
impair  or  destroy  the  private  practice  of  medi- 
cine, would  add  immeasurably  to  our  already 
crushing  tax  burden,  would  aggravate  our  severe 
public  fiscal  problems,  and  would  entail  other 
undesirable  consequences.” 

In  other  testimony,  the  AFL-CIO  again  urged 
enactment  of  a Social  Security  health  bill;  the 
American  Optometric  Association  and  the  Inter- 
national Chiropractors  Association  urged  that 
health  benefits  included  in  any  bill  include  the 
services  of  osteopaths  and  chiropractors,  respec- 
tively. 


On  another  legislative  proposal  of  interest  to 
the  medical  profession — the  Keogh-Simpson  bill — 
a Senate  debate  was  scheduled  this  month.  Senator 
Gordon  Allott  (R.,  Colo.)  said  in  a Senate  speech 
that  “I  believe  that  this  legislation  will  have  the 
overwhelming  support  of  this  body.” 

The  bill,  which  would  encourage  retirement 
savings  by  the  self-employed  such  as  lawyers, 
small  businessmen  and  physicians,  has  already 
been  approved  by  the  House.  The  Senate  bill, 
voted  by  the  Senate  Finance  Committee,  would  re- 
quire participating  self-employed  to  establish  re- 
tirement plans  for  their  employees. 


F.A.A.  pilot  examinations 

Effective  June  15,  1960,  the  Federal  Aviation 
Agency  will  require  that  student  and  private  pilots 
be  given  their  medical  examination  by  designated 
medical  examiners.  This  rule  reinstates  a practice 
which  was  in  effect  from  1926  until  1945. 

In  announcing  the  re-establishment  of  this  prac- 
tice, Dr.  James  L.  Goddard,  the  Civil  Air  Surgeon, 
has  emphasized  his  previous  statements  that  any 
physician  may  be  considered  eligible  for  designa- 
tion as  an  examiner. 

Those  physicians  in  localities  where  flying 
activities  are  conducted  may  wish  to  consider 
filing  an  application  for  designation  by  writing  to 
the  Civil  Air  Surgeon,  Federal  Aviation  Agency, 
Washington  25,  D.  C. 


ed:  aerosol 
container  of  2 oz. 


push-button  control  in 

inflammation, 

itching, 

allergy 

PANTHO-  FOAM 

This  non-occlusive  foam  lets  the  skin  “breathe”  as  It 

"puts  out  the  fire”  of  inflammation  unlike  ordinary  ointments. 

Applied  directly  on  affected  area,  pantho-Foam  is  today's 
non-traumatizing  way  to  provide  prompt  relief  and  healing  in  . . . 

burns 

eezsmss  (infantile,  lichenified,  etc.) 
dormstltls  (atopic,  contact  eczematoid) 

neurodsrmatitis 


pruritus  ani  sf  sulvae 
stasis  dermatitis 


u.s»iritatiiiii  & phsirmaceutleal  corp. 

Ar!ington-Funk  Laboratories,  division  • 250  East  43rd  Street,  New  York  17,  N.  Y. 
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GONORRHEA  IS  ON  THE  MARCH  AGAIN... 
a new  timetable  for  recovery: 

only  six  capsules  of  TETREX  can  cure  a male  patient  with  gonorrhea  in  just  one  day* 


TETREX  CAPSULES.  250  mg.  Each  capsule  contains: 
TETREX  (tetracycline  phosphate  complex  equivalent  to 
tetracycline  HCI  activity)  — 250  mg. 

DOSAGE:  Gonorrhea  in  the  male — Six  capsules  of 


V.S.  PAT. NO. 2, 791, 609 


THE  ORIGINAL  TETRACYCLINE  PHOSPHATE  COMPLEX 


♦Marmell,  M.,  and  Prigot,  A.:  Tetracycline  phosphate  complex  in  the  treat- 
ment of  acute  gonococcal  urethritis  in  men.  Antibiotic  Med.  &.  Clin.  Ther. 
6:108  (Feb.)  1959. 


BRISTOL  LABORATORIES, 

SYRACUSE.  NEW  YORK 


It  Figured/ 

the  self-calculating 
L F BAS^MlTlRf  gives 
BMR  test  resuits  quickly, 
easily,  more 
reliably 


OPERATING 

THE  L-F  iMMMllIR? 
IS  so  SIMPLE, 

SO  EASY! 


First,  set  the 
four  basic 
factors. 


Then,  connect 
patient  to  sys- 
tem. Release 
oxygen. 


After  machine  has 
\ completed  its  cycle,  a 

y ^ touch  of  a button 
V gives  the  BM  rate 

\ Y k\  on  the  easy-to- 

l)  'X  read  meter. 


Say  goodbye  to  the  charts,  graphs, 
slide  rules — the  tedious,  sometimes 
inaccurate  computations — usually 
associated  with  basal  metabolism  testing. 

How?  By  putting  a BasalMeteR  to  work  in  your 
practice.  This  is  the  swift,  sure,  modern  way  to 
do  BMR  testing.  Human  error  is  eliminated;  the 
BasalMeteR  does  all  the  calculating. 

Install  a BasalMeteR  in  your  office  now.  It  elim- 
inates referrals,  gives  you  BMR  results  immedi- 
ately and  broadens  the  scope  of  your  services  to 
your  patients.  Your  patients  will  also  appreciate 
your  concern  for  their  convenience. 


1903-1960  — our  5 7 til 


ctnuLue, 


rSur^ 


Geo. 

1717  Logan  Sfreet 


Berbert  & Sons,  Inc. 

Telephone  ALpine  5-0408 

Denver  3,  Colorado 
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no  irritating  crystals  • uniform  concentration  in  each  drop 


STERILE  OPHTHALMIC  SOLUTION 


HEO-HYDELTRASOl 

PREDNISOLONE  21- PHOSPHATE-NEOMYCI N SULFATE 


2,000  TIMES  MORE  SOLUBLE  THAN 

"The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  in  the  patient’s 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop.’’^ 


PREDNISOLONE  OR  HYDROCORTISONE 

1.  Lippmann,  0.:  Arch.  Ophth.  57:339.  March  1957. 

2.  Gordon.  D.M.:  Am.  J.  Ophth.  46:740,  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL®.  In  5 cc.  and  2.5  cc. 
dropper  vials.  Also  available  as  0.25%  Ophthalmic 
Ointment  NEO-HYDELTRASOL  (with  neomycin  sulfate) 
and  0.25%  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  IMEO-HYDELTRASOL  are  trademarks  of  Merck  & Co.,  iNa 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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FOR  LIFE 


B.  A.  LIFE 


insurance^company 


THE  H. 

'iroW’c”mSTST,«T«WUUrT. 


nilKER  GASKINS,  JA.D. 

MEOICAI  O.MCTOR 


August,  1,  I960 


Re:  Cancer  Insurance 


Dear  Doctor. 

„ nlan  that  every 

Here's  an  ^^e  should  have.  The 

person  who  is  gp  entire  family  o 

cancer  Follcv  gg^grrled  children 

husband,  wife  ®"  ^ premium  of  only 

"“^^^^*11°-  in^dual  t^.60 
$15.00.  If  an  m 

annually • 

This  policy  P’^°”^“"^gpy."°anfmany° things 
lrter:riea:rfhe  hospital. 
trXs  doctor's  Charges. 

too  might  lihe 

If  yod  %3®®iirie  glad  to  send 

this  coverage, 
you  a folder  on  request. 


Very  truly  yours. 


Duke  R.  Gaskins, 
Medical  Director 


M • D . 


mi- 

• ■ 


DRG:rr 


Offices  in : 

Suite  3,  1045  Acoma  Street 
Denver,  Colorado 

422  Continental  Bank  Building 
Salt  Lake  City,  Utah 
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• increases  bile 
Dechotyl  stimulates 
the  flow  of  bile  — 
a natural  bowel 
regulator 


• emulsifies  fats 
Dechotyl  facilitates 
lipolysis  — prevents 
inhibition  of  bowel  motility 
by  unsplit  fats 


• improves  motility 
Dechotyl  gently  stimulates 
intestinal  peristalsis 


• softens  feces 
Dechotyl  expedites  fluid 
penetration  into  bowel  contents 


helps  free  your  patient  from  both . . . 
constipation  and  laxatives 


TR Am LETS 

well  tolerated ...  gentle  transition  to  normal  bowel  function 

Recommended  to  help  convert  the  patient —naturally  and  gradually— to  healthy 
bowel  habits.  Regimens  of  one  week  or  more  are  suggested  to  assure  mainte- 
nance of  normal  rhythm  and  to  avoid  the  repetition  of  either  laxative  abuse  or 
constipation. 

Average  adult  dose:  Two  Trablets  at  bedtime  as  needed  or  as  directed  by  a physician. 

Action  usually  is  gradual,  and  some  patients  may  need  1 or  2 Trablets  3 or  4 times  daily. 

Contraindications:  Biliary  tract  obstruction;  acute  hepatitis. 

Dechotyl  Trablets  provide  200  mg.  Decholin,®  (dehydrocholic  acid,  Ames),  50  mg. 
desoxycholic  acid,  and  50  mg.  dioctyl  sodium  sulfosuccinate,  in  each  trapezoid-shaped, 
yellow  Trablet.  Bottles  of  100. 

*Ames  t.m.  for  trapezoid-shaped  tablet.  e4i6o 


AMES 

COMPANY,  INC 
Elkhart  • Indiana 
Toronto  • Conodo 
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Save  a 

family  breadwinner 
lost  time  from 


LOW  BACK  PAIN 
with 

Iramopal 


Brand  of  chlormozanone 


effective  oral  skeletal 
muscle  relaxant 
and  mild  tranquilizer 


TrSMCOpfll  enables  patients 
to  resume  their  duties  in 
from  one  to  two  days. 

In  a recent  study  of  Trancopal  in  industrial  medi- 
cine/ results  from  treatment  with  this  “tranquil- 
axant”  were  good  to  excellent  in  182  of  220 
patients  with  muscle  spasm  or  tension  states.  From 
clinical  examination  of  those  patients  in  whom 
muscle  spasm  was  the  main  disorder,  . . it  was 
apparent  that  the  combined  effect  of  tran- 
quilization  and  muscle  relaxation  enabled 
them  to  resume  their  normal  duties  in 
from  twenty-four  to  forty-eight  hours. 
...  It  is  our  clinical  impression  that 
Trancopal  is  the  most  effective  oral 
skeletal  muscle  relaxant  and  mild 
tranquilizer  currently  available.”^ 
Side  effects  occurred  in  only  12  patients,  and: 
“No  patient  required  that  the  dosage  be  reduced 
to  less  than  one  Caplet  three  times  daily  because 
of  intolerance.”^ 


Clinical  results  with  Trmeopa¥ 


i:R. 


t'lrTi - 

Excellent 

Good 

Fair 

Poor 

Total 

tow  BACK  SYNDROMES 

Acute  low  back  strain 

25 

19 

8 

6 

58 

Chronic  low  back  strain 

11 

5 

1 

1 

18 

“Porters’  syndrome’’* 

21 

5 

1 

1 

28 

Pelvic  fractures 

2 

1 

— 

— 

3 

NECK  SYNDROMES 

Whiplash  injuries 

12 

6 

2 

1 

21 

Torticollis,  chronic 

6 

2 

3 

2 

13 

OTHER  MUSCLE  SPASM 

Spasm  related  to  trauma 

15 

6 

1 

22 

Rheumatoid  arthritis 

— 

18 

2 

1 

21 

Bursitis 

2 

6 

1 

9 

tENSION  STATES 

18 

2 

4 

3 

27 

fOTALS 

112 

70 

23 

15 

220 

(51%) 

(32%) 

(10%) 

(7%) 

(100%) 

♦Over-reaching  in  lifting  heavy  bags  resulting  in  sprain  of  upper,  middle,  and  lower  back  muscles. 


Dosage:  Adults,  200  or  100  mg.  orally  three  or  four  times  daily. 

Relief  of  symptoms  occurs  in  from  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 

How  Supplied:  Trancopal  Caplets® 

200  mg.  (green  colored,  scored),  bottles  of  100. 

100  mg.  (peach  colored,  scored),  bottles  of  100. 

1.  Kearney,  R.  D.:  Current  Therap.  Res.  2:127,  April,  1960. 


1506M  Trancopal  (brand  of  chlormezanone)  and  Caplets,  trademarks  reg.  U.  S.  Pat.  Off. 


LABORATORIES,  New  York  1 8,  N.  Y. 


ORGAN  I Z ATI  O N 


Medical  school  in  New  Mexico 


WILLIAM  A.  ROSE 

Dr.  William  A.  Rose  was  born  on  August  10, 
1915,  and  died  on  March  16,  1960.  He  was  grad- 
uated from  the  Tufts  Medical  School  in  Boston 
in  1940  and  obtained  a New  Mexico  license  in 
October,  1946,  and  practiced  in  Carlsbad,  N.  M. 

At  the  time  of  his  death  Dr.  Rose  was  a member 
of  the  Eddy  County  Medical  Society. 


The  University  of  New  Mexico  has  been  grant- 
ed $1,082,300  by  the  Kellogg  Foundation,  Battle 
Creek,  Michigan,  to  start  a medical  school. 

The  grant  provides  funds  for  additional  study, 
and  for  buildings.  It  stipulates  that  the  school 
must  be  regional  and  open  to  applicants  from 
other  states  in  the  area. 

University  President  Tom  L.  Popejoy  said, 
“With  luck  we  hope  to  open  the  doors  for  the 
first  two  years  of  medical  study  in  two  to  three 
years,  but  even  then  it  will  require  another  10 
years  to  produce  practicing  physicians  for  the 
state.” 

New  Mexico  joins  National  Association 
of  Blue  Shield  Plans 

Surgical  Service,  Incorporated,  a medical-sur- 
gical plan  serving  the  State  of  New  Mexico  with 
headquarters  in  Albuquerque,  has  been  approved 
as  an  active  member  of  the  National  Association 
of  Blue  Shield  Plans,  John  W.  Castellucci,  Execu- 
tive Vice  President  of  the  national  association, 
announced  recently. 

The  New  Mexico  Plan,  which  now  can  use  the 
Blue  Shield  name  and  symbol,  has  been  in  opera- 
tion for  13  years  and  has  enrolled  more  than  55,000 
members  in  that  period  of  time.  L.  W.  Burrell  is 
executive  officer  of  the  Blue  Shield  Plan. 

New  Mexico  Blue  Shield  brings  to  74  the 
number  of  Blue  Shield  Plans  and  affiliates  in  the 
United  States  and  Canada.  Acceptance  into  the 
National  Association  of  Blue  Shield  Plans  was 
based  on  the  Plan’s  ability  to  meet  the  specific 
standards  of  organization  and  operation  set  up  by 
the  national  association,  Castellucci  said. 

Obituaries 

PETER  P.  DANDREA 

Dr.  Peter  P.  Dandrea  was  born  June  29,  1912, 
in  Wilmington,  Delaware,  and  died  February  12, 
1960.  He  graduated  from  the  Hahnemann  Medical 
College  in  1947  and  had  practiced  in  New  Mexico 
since  1954.  He  was  a resident  of  Clovis,  N.  M. 

Dr.  Dandrea  was  a member  of  the  Curry- 
Roosevelt  County  Medical  Society. 


ROGER  COKE,  JR. 

Dr.  Roger  Coke,  Jr.,  was  born  on  June  1,  1915, 
in  Marshall,  Texas,  and  died  in  May,  1960.  He  was 
a graduate  of  the  University  of  Texas  in  1953  and 
obtained  his  New  Mexico  license  in  April,  1955, 
and  practiced  in  Aztec,  N.  M. 

Dr.  Coke  was  a member  of  the  San  Juan 
County  Medical  Society. 


Obituaries 

ROGER  W.  BROWN 

Roger  W.  Brown,  M.D.,  1560  Country  Hills 
Drive,  Ogden,  Utah,  died  May  11,  1960. 

Dr.  Brown  was  born  in  Ogden  in  1919.  He  was 
graduated  from  the  University  of  Washington  in 
1945  and  received  his  M.D.  license  in  1948.  He  was 
a member  of  the  Weber  County  Medical  Society, 
Utah  State  Medical  Association  and  the  American 
Medical  Association.  He  was  also  active  in  the 
Ogden  Surgical  Society. 

ROSCOE  M.  NELSON 

Roscoe  Maughan  Nelson,  M.D.,  43,  Provo  physi- 
cian and  former  Marine  officer,  died  in  the  Utah 
Valley  Hospital  of  natural  causes  last  month. 

He  was  born  November  15,  1916,  in  Logan  to 
Gustave  Andrew  and  Mabel  Maughan  Nelson  and 
received  his  early  education  in  Logan  and  Ameri- 
can Fork  schools.  He  married  Joyce  Rich,  March  4, 
1942.  Dr.  Nelson  served  as  a pilot  in  the  U.  S.  Ma- 
rine Corps  from  1939  to  1946.  He  resigned  from  the 
Marine  Corps  as  a Lieutenant  Colonel  to  accept  an 
appointment  to  the  University  of  Utah  Medical 
School.  While  in  the  service  he  was  awarded  the 
Distinguished  Flying  Cross,  the  Distinguished 
Service  Cross  and  six  air  medals. 

Dr.  Nelson  was  a member  of  the  Utah  County 
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Medical  Society,  Southwest  Surgical  Society,  a 
Fellow  of  the  American  College  of  Surgeons,  was 
a surgery  consultant  for  Brigham  Young  Univer- 
sity Health  Center  and  was  a Major  in  the  Medical 
Corps  of  the  Utah  National  Guard. 

Survivors  include  his  widow,  four  sons  and 
two  daughters. 

CHARLES  N.  RAY 

Charles  Newland  Ray,  M.D.,  prominent  Salt 
Lake  area  physician,  died  last  month  in  a Salt 
Lake  hospital  after  an  illness  of  several  months. 
Dr.  Ray,  who  practiced  medicine  for  more  than 
60  years,  retired  about  a year  ago  because  of  ill 
health. 

A native  of  Bedford,  Indiana,  and  a graduate 
of  the  University  of  Louisville  Medical  School,  he 
began  his  practice  in  Utah  in  Emery  County  in 
1898.  He  subsequently  practiced  in  Mt.  Pleasant, 
was  the  physician  for  the  old  Utah  Copper  Com- 
pany in  Bingham  for  several  years  and  from  1914 
to  his  retirement  practiced  in  Salt  Lake  City. 

He  had  been  a member  of  the  St.  Mark’s  Hos- 
pital staff  for  46  years  and  in  1957  was  elected 
an  Honorary  President  of  the  Utah  State  Medical 
Association.  Dr.  Ray  was  a member  of  the  Acacia 
Lodge,  F.&A.M.,  El  Kalah  Shrine,  and  Salt  Lake 
County  Medical  Society. 

Dr.  Ray  was  the  Salt  Lake  County  physician 
in  1916-17  and  started  the  first  nursing  school  at 
the  Salt  Lake  County  Hospital. 

Born  September  10,  1873,  he  was  a son  of 
Thomas  Todd  and  Susan  Kearn  Ray.  He  married 
Lulu  G.  Bourgard  of  Bingham  June  18,  1902,  in 
Salt  Lake  City. 

Dr.  Ray  is  survived  by  his  widow,  daughter, 
son,  brother,  three  grandchildren  and  two  great- 
grandchildren. 

ORSON  S.  DAINES 

Orson  S.  Daines,  M.D.,  Ogden  specialist  in  eye, 
ear,  nose  and  throat  disorders,  died  last  month  at 
an  Ogden  hospital  of  a heart  ailment. 

He  was  born  November  23,  1903,  in  Hyde  Park, 
Cache  County,  a son  of  Joseph  B.  and  Myra  Lamb 
Daines.  He  was  a graduate  of  the  University  of 
Utah  College  of  Medicine  in  1928  and  the  North- 
western University  Medical  School  in  1930.  On 
September  14,  1926,  he  married  Minnie  Nilson. 
After  practicing  medicine  in  Preston,  Idaho,  for 
five  years.  Dr.  Daines  returned  to  Northwestern 
University  to  specialize  in  opthalmology  and  oto- 
laryngology. He  was  a member  of  Phi  Beta  Pi 
and  Pi  Kappa  Alpha  fraternities. 

Dr.  Daines  was  a member  of  the  Weber  County 
Medical  Society.  He  was  a former  member  of  the 
Ogden  Chamber  of  Commerce  and  the  Ogden 
Lions  Club.  He  was  an  elder  in  the  Church  of 
Jesus  Christ  of  Latter-day  Saints  and  the  Ogden 
12th  LDS  Ward. 

Surviving  are  his  widow,  two  sons,  three 
daughters,  nine  grandchildren,  stepmother,  six 
brothers  and  four  sisters. 


Colorado  delegates’  report 

The  109th  annual  meeting  of  the  American 
Medical  Association  was  held  in  Miami  Beach, 
Florida,  June  13-17,  1960.  The  total  attendance  was 
over  19,100,  a little  under  average  for  an  annual 
meeting.  About  40  from  Colorado  attended. 

Dr.  Fred  Humphrey,  Chairman  of  the  Council 
on  Rural  Health;  Dr.  Sam  Newman,  member  of 
the  A.M.A.  Council  on  Scientific  Assembly  and 
Chairman  of  the  Sears  Foundation’s  Medical 
Branch,  and  Dr.  McKinnie  Phelps,  Co-chairman 
of  the  Council  on  Legislation,  represented  Colo- 
rado both  as  members  of  their  Councils  and  in 
an  advisory  capacity  to  the  delegates  and  alter- 
nates. Dr.  James  Perkins  represented  the  Ameri- 
can Academy  of  General  Practice  as  a member 
of  their  Board  of  Directors.  The  official  state 
delegation  included  President  J.  L.  McDonald, 
President-elect  C.  W.  Anderson,  Constitutional 
Secretary  Harry  C.  Hughes,  Delegates  Everett  H. 
Munro,  I.  E.  Hendryson  and  the  undersigned; 
Alternates  H.  E.  McClure,  Clare  C.  Wiley  and 
Gatewood  Milligan;  and  Mr.  Harvey  T.  Sethman 
and  Mr.  Donald  G.  Derry  of  the  Executive  Office 
staff. 

Although  this  was  not  a meeting  with  many 
controversial  issues,  it  was  a worthwhile  one. 
The  A.M.A.  business  was  covered  in  a very  serene 
manner.  Our  delegation  was  divided  so  that  every- 
one had  an  assignment  and  Colorado  spoke  at 
most  of  the  reference  committee  meetings.  Dr. 
Hendryson  served  as  a member  of  the  Reference 
Committee  on  Insurance  and  Medical  Service. 

Colorado  maintained  a hospitality  room  for  the 
convenience  and  entertainment  of  our  own  mem- 
bers, their  friends,  officers,  and  official  A.M.A. 
delegates  and  their  families.  The  room  was  ex- 
tremely busy  during  the  hospitality  hour  each 
day.  Our  guests  sometimes  numbered  as  high  as 
80  in  the  evening  and  ranged  from  medical  stu- 
dents to  the  Surgeon  General  of  the  Air  Force, 
Major  General  Ollie  Kneiss,  who  sometime  will 
make  Colorado  his  permanent  home. 

There  were  many  interesting  meetings  of  spe- 
cialty groups  before  and  after  the  main  A.M.A. 
meeting.  Of  great  interest  and  importance  was 
the  eighth  annual  National  Medical  Civil  Defense 
Conference.  This  was  sponsored  by  the  Council 
on  National  Security  of  the  A.M.A.  and  presented 
by  the  Medical  Department  of  the  U.  S.  Navy. 
The  meeting  was  held  in  the  Bal  Masque  Room 
of  the  Americana  Hotel  on  Saturday,  June  11. 

This  conference  was  divided  into  three  phases. 
The  first  session  was  on  the  clinical  aspects  of 
radiation  exposure.  In  this,  the  application  of 
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progress  in  research  to  patient  care  was  vividly 
illustrated.  The  details  of  the  management  of 
patients  exposed  to  radiation  in  disaster  were 
presented  by  Captain  E.  R.  King,  Chief  of  the 
Department  of  Radiology,  U.  S.  Naval  Hospital, 
Bethesda,  Maryland.  Nursing  care  of  the  radiation 
patient  was  reviewed  in  detail  and  presented 
beautifully  by  Lt.  Commander  Lenore  Simon.  The 
procurement,  processing  and  storage  of  bone  mar- 
row as  well  as  the  current  status  of  bone  marrow 
transplantation  was  presented  in  detail  by  the 
staff  of  the  Tissue  Bank  Department  in  the  Clinical 
Hematology  Department  of  the  National  Naval 
Medical  Center  in  Bethesda. 

The  second  session  was  devoted  to  the  human 
responses  to  confined  environments,  which  con- 
tributed to  our  knowledge  of  shelters.  Captain 
Harry  S.  Edner,  M.C.U.S.N.,  Radiological  Medical 
Director  of  the  U.  S.  Naval  Radiological  Defense 
Laboratory,  San  Francisco,  California,  and  Captain 
Gerald  S.  Duffner,  M.C.U.S.N.,  Director  of  Sub- 
marine Medicine  Division,  Bureau  of  Medicine 
and  Surgery,  Washington,  D.  C.,  spoke  on  life  in 
confined  environments.  Dr.  Duffner  did  the  medi- 
cal research  work  on  the  submarine  Nautilus 
which  was  the  first  to  go  beneath  the  North  Pole. 
He  had  some  excellent  pictures  and  some  im- 
portant remarks  on  life  in  confined  environments. 
Captain  Duffner  is  a graduate  of  the  University 
of  Colorado  and  gave  us  every  reason  to  be  proud 
of  him  and  of  our  medical  school.  Group  behavior 
in  isolation  in  Antarctica  was  ably  discussed  by 
Lt.  Commander  John  E.  Rasmussen,  Coordinator 
of  Neuropsychiatric  Research,  Bureau  of  Medicine 
and  Surgery,  Washington,  D.  C. 

The  third  session  in  the  afternoon  covered  the 
details  of  casualty  care  in  disasters.  Out  of  its 
experience  with  disasters  around  the  world,  and 
in  support  of  the  U.  S.  Marine  Corps  in  amphibious 
warfare,  the  U.  S.  Medical  Department  has  evolved 
technics  which  are  applicable  to  civil  defense  in 
wartime.  This  was  a very  worthwhile  meeting, 
well  attended,  and  presented  a more  hopeful  as- 
pect of  the  frightful  shadow  of  nuclear  warfare. 

The  16th  annual  meeting  of  the  Conference  of 
Presidents  and  Other  Officers  of  State  Medical 
Associations  was  held  on  Sunday,  June  12,  in  the 
Grand  Ball  Room  of  the  Americana  Hotel.  The 
meeting  was  well  attended  and  extremely  spirited. 
The  first  guest  speaker  was  the  Hon.  Ross  Barnett, 
Governor  of  the  State  of  Mississippi.  It  was  an 
interesting,  stimulating,  and  heartening  talk  by 
a conservative  southern  Democrat.  He  emphasized 
the  importance  of  preserving  the  rights  of  the 
individual  and  of  the  state,  and  pointed  out  the 
pitfalls  and  dangers  incident  to  too  highly  cen- 
tralized national  government.  Governor  Barnett 
had  some  definite  ideas  on  what  should  be  done 
regarding  our  greatly  expanded  and  ever-increas- 
ing aging  population.  He  agreed  that  it  was  a 
problem  and  a challenge  that  should  be  worked 
out  and  worked  out  well  at  the  individual  or 
family  level  when  possible,  but  that  the  responsi- 


bility should  never  pass  to  a higher  than  state 
echelon.  He  deplored  the  tremendous  dilution  of 
tax  funds  by  the  time  they  return  from  Washing- 
ton. Governor  Barnett  made  a plea  for  the  pres- 
ervation of  our  Constitution. 

In  startling  contrast  to  this  was  a talk  by 
another  man  from  the  same  political  party,  namely 
Paul  M.  Butler.  Chairman  of  the  Democratic  Na- 
tional Committee.  Chairman  Butler  was  openly 
critical  of  the  medical  profession  in  nearly  every 
aspect  of  our  many  activities.  He  boldly  stated  that 
the  Forand  bill  in  its  original  form  would  defi- 
nitely be  a part  of  the  next  national  Democratic 
platform.  He  was  quite  critical  of  the  cost  of 
medical  care  and  obviously  was  oblivious  to  what 
a relatively  small  percentage  of  this  the  doctor  is 
able  to  control.  Chairman  Butler  blamed  the 
doctors  for  not  anticipating  and  preventing  the 
alleged  inequities  in  the  cost  and  selling  price  of 
many  drugs.  He  credited  the  Kefauver  Committee 
and  the  Democratic  party  for  uncovering  what  he 
called  unfair  and  exorbitant  drug  prices.  Chair- 
man Butler  pointed  out  many  other  “shortcom- 
ings” of  the  medical  profession.  He  is  an  attrac- 
tive, courageous  man,  but  many  believe  that  the 
accuracy  of  some  of  his  statements  was  question- 
able. He  gained  more  votes  for  the  Republican 
party  than  any  Republican  possibly  could  have 
done! 

Another  interesting  speaker  was  Thruston 
Morton,  Chairman  of  the  Republican  National 


“Nervous,  of  course  not!  I'm  merely  waiting  to 
dote  the  nurse  in  maternity." 
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Committee.  Mr.  Morton’s  discussion  centered 
mostly  around  emphasizing  the  progress  that  the 
United  States  had  made  in  basic  international 
relations  under  a Republican  administration.  He 
implied  that  the  Republican  platform  in  the  next 
election  would  include  further  improvement  in 
international  relationship  and  further  efforts  to 
check  the  rampant  inflation.  Chairman  Morton 
thought  that  the  Forand  Bill  would  be  far  from 
the  big  issue  in  the  1960  political  campaign. 

John  H.  Furbay,  Ph.D.,  who  for  some  time  has 
been  a personal  advisor  of  President  Eisenhower, 
gave  a good  talk,  “Wings  Over  the  World,”  per- 
taining to  the  relative  values  of  what  Russia  has 
and  what  we  have.  He  stated  that  we  should 
never  become  complacent,  but  at  the  present  time 
we  are  far  ahead  of  Russia  in  everything  except 
the  exhibitionist  type  of  earth  satelite  propaganda. 
He  deplored  the  fact  that  we  had  not  been  first 
to  launch  such  a satelite,  but  this  part  of  our 
space  program  had  not  been  emphasized.  Housing 
and  over-all  production,  including  comparison  of 
farm  and  industrial  production  levels  of  our 
country  and  Russia,  were  pointed  out  by  Dr.  Fur- 
bay.  During  the  past  65  days  he  had  made  66 
speeches  in  25  countries.  He  really  made  us  believe 
in  America,  and  gave  us  assurance  that  we  were 
adequately  prepared. 

(Editor’s  Note:  In  this  report  Dr.  Sawyer  neg- 
lects to  mention  the  fact  that  at  the  close  of  the 
Conference  of  Presidents  and  Other  Officers  of 
State  Medical  Associations  one  Kenneth  C.  Sawyer, 
M.D.,  of  Denver  was  unanimously  chosen  Presi- 
dent-elect of  that  organization.) 

There  were  many  other  facets  to  the  A.M.A. 
meeting.  The  Presidential  Inaugural  Address  and 
the  reception  and  ball  held  at  the  Fontainebleau 
Hotel  on  Tuesday,  June  14,  was  an  outstanding 
event.  The  colored  television  programs  originated 
in  Mount  Sinai  Hospital  and  were  sponsored,  as 
usual,  by  Smith  Kline  and  French  Laboratories. 
There  were  excellent  shows  each  day  from  10  a.m. 
to  2 p.m. 

The  American  Physicians  Art  Association  re- 
ceived a great  deal  of  attention  and  favorable 
comment.  The  scientific  program  was  of  an  espe- 
cially high  caliber  and  Colorado  was  represented 
by  good  scientific  papers.  The  motion  pictures  and 
scientific  exhibits  were  held  in  Miami  Beach’s 
new  auditorium,  were  very  well  attended,  and 
instructive  and  stimulating. 

One  of  the  highlights  of  the  meeting  was  a 
speech  that  Dr.  McKinnie  Phelps  made  before  the 
National  Women’s  Auxiliary.  It  dealt  mainly  with 
the  A.M.A.  platform  for  political  action.  In  the 
course  of  the  speech  it  was  pointed  out  that  the 
primary  legislative  objectives  of  the  A.M.A.  are 
concerned  with  seeing  to  it  that  the  people  of 
this  country  receive  the  best  medical  care  that 
can  be  provided  for  them — not  the  selfish  ag- 
grandizement of  doctors  that  many  of  our  cynical 
opposition  would  have  the  people  believe. 

It  was  pointed  out  that  while  certain  indi- 


viduals sometimes  picture  the  A.M.A.  as  a “power- 
ful, ruthless  lobby,”  it  actually  consists  of  less 
than  180,000  doctors  in  a nation  of  180  million 
people,  and  yet  does  continue  to  exercise  an 
influence  on  legislation  far  out  of  proportion  to 
its  numbers.  This  in  contradistinction  to  some  of 
the  great  organizations  such  as  those  of  labor 
which  number  in  the  tens  of  millions. 

The  explanation  for  this  seeming  paradox  lies 
in  the  fact  that  many  millions  of  people  in  this 
country  know  in  their  hearts  that  the  doctors 
really  are  deeply  and  sincerely  concerned  with 
the  health  of  the  people,  and  are  willing  to  accept 
their  guidance  in  matters  of  medical  legislative 
concern. 

From  this  point  on,  several  steps  and  pro- 
cedures in  the  field  of  legislative  action  were 
discussed  from  a practical  point  of  view — steps 
that  can  be  taken  by  doctors  and  their  wives  to 
strengthen  their  community  friendships  and  prove 
their  sincere  interest  in  the  community.  Doctors 
and  their  wives  were  urged  to  participate  in 
practical  party  politics,  strengthened  by  a strong 
and  useful  role  in  community  activities. 

A.M.A.  political  action  was  presented  as  an 
organism  “based  on  idealism,  drawing  its  strength 
from  community  friendships,”  which  can  and  must 
be  constantly  improved. 

Dr.  Phelps  also  prepared  a pamphlet,  “The 
Road  to  Effective  Citizenship.”  This  was  written 
to  contain  much  of  the  same  ideas,  but  broadened 
to  apply  to  members  of  any  similarly  small  group 
such  as  the  doctors,  and  to  urge  citizen  participa- 
tion of  everyone  in  the  community  and  party  ac- 
tivities. 

Our  executive  staff  served  us  well  and  faith- 
fully and  deserve  a lot  of  commendation.  The 
summary  of  business  appears  in  the  report  from 
the  Executive  Vice  President  of  the  American 
Medical  Association.*  I will  comment  more  on 
the  details  of  the  individual  resolutions  in  re- 
marks before  the  September  session  of  the  House 
of  Delegates. 

Kenneth  C.  Sawyer,  M.D., 
Senior  Delegate. 


‘See  Sept.  RMMJ. 
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Ninetieth  Annual  Session  Program 

of  the 

Colorado  State  Medical  Society 

September  14-17,  1960  . . . Stanley  Hotel,  Estes  Park 


Wednesday,  September  14 

8:00 — House  of  Delegates 

2:00 — Reference  Committee  Meetings 
Stag  Smoker 


Thursday,  September  15 

I.  Bruce  McQuarrie,  M.D.,  President,  Utah  State 
Medical  Association,  Presiding 

METABOLISM 

9:00-9:45 — “Recent  Advances  in  Carbohydrate  Me- 
tabolism,” Rachmiel  Levine,  M.D.,  Michael  Reese 
Hospital,  Chicago 

9:45-10:30 — “The  Problem  of  Atherosclerotic  Coro- 
nary Heart  Disease,”  Jeremiah  Stamler,  M.D., 
Director,  Control  Program  Section,  Chicago  Board 
of  Health 

10:30-11:30 — Intermission 

11:00-11:45 — “Some  Factors  Influencing  the  Bio- 
logical Synthesis  of  Cholesterol,”  Marvin  D.  Siper- 
stein,  M.D.,  Ph.D.,  Associate  Professor,  Department 
of  Internal  Medicine,  The  University  of  Texas, 
Southwestern  Medical  School,  Dallas 

PANEL 

11:45-1:00 — Rachmiel  Levine,  M.D.,  Moderator 
Participants,  Drs.  Stamler  and  Siperstein 

2:30 — House  of  Delegates 


Friday,  September  16 

Wesley  Hall,  M.D.,  President-elect,  Nevada  State 
Medical  Association,  Presiding 

BIOCHEMISTRY  AND  GENETICS 

9:00-9:45 — “Some  Recent  Advances  in  Chemical 
Genetics,”  George  W.  Beadle,  Ph.D.,  Division  of 
Biology,  California  Institute  of  Technology,  Pasa- 
dena 

9:45-10:30 — “Genetics  and  Protein  Structure,”  V. 


M.  Ingram,  Ph.D.,  Associate  Professor  of  Biochem- 
istry, Massachusetts  Institute  of  Technology,  Cam- 
bridge 

10:30-11:00 — Intermission 

11:00-11:45 — “The  Intracellular  Development  of 
Viruses  Revealed  by  the  Electron  Microscope,” 
Councilman  Morgan,  M.D.,  Department  of  Micro- 
biology, College  of  Physicians  and  Surgeons,  New 
York 

PANEL 

11:45-1:00 — Theodore  Puck,  Ph.D.,  Moderator,  De- 
partment of  Biophysics,  University  of  Colorado 
School  of  Medicine,  Denver 
Participants:  Drs.  Ingram,  Morgan,  and  Beadle 

2:30 — House  of  Delegates  (optional) 

Banquet  Speaker — Richard  J.  Stull,  V.P.,  Medical 
and  Health  Sciences 


Saturday,  September  17 

John  L.  McDonald,  M.D.,  President,  Colorado  State 
Medical  Society,  Presiding 

AVTO-IMMUNE  DISEASE 

8:00 — House  of  Delegates  (election  meeting) 

9:00-9:45 — C.  G.  Culbertson,  M.D.,  Director,  Bio- 
logical Research,  Eli  Lilly,  Indianapolis 

9:45-10:30 — Israel  Davidsohn,  M.D.,  Mt.  Sinai  Hos- 
pital, Chicago,  Illinois 

10:30-11:45 — John  Beach  Hazard,  M.D.,  Chairman 
of  Division  of  Pathology  and  Head  of  Department, 
Cleveland  Clinic  Foundation 

11:15-11 :45 — Intermission 

11:45-12:15 — Report,  House  of  Delegates;  Report, 
Necrology  Committee;  Installation  of  Officers 

12:15 — Presidential  Address,  Cyrus  W.  Anderson, 
M.D.,  Denver 

Afternoon  free  for  a variety  of  exciting  and  relax- 
ing activities  . . . so  . . . take  your  choice  . . . 
enjoy  yourself! 

Watch  for  Final  Program  for  Auxiliary  Activities 
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Squibb  Announces 


new  chemically  improved  penicillin 
which  provides  the  highest  blood 
levels  that  are  obtainable  with  oral 
penicillin  therapy 


As  a pioneer  and  leader  in  penicillin  therapy 
for  more  than  a decade,  Squibb  is  pleased 
to  make  Cbemipen,  a new  . chemically  im 
proved  oral  penicillin,  available  for  clinical  use. 

With  Chemipen  it  becomes  possible  as  well  as 
convenient  for  the  physician  to  achieve  and  main-'^^ 
tain  higher  blood  levels — with  greater  speed — than 
those  produced  with  comparable  therapeutic  doses  of 
potassium  penicillin  V.  In  fact,  Chemipen  is  shown  to 
have  a 2:1  superiority  in  producing  peak  blood  levels 
over  potassium  penicillin  V.  * 

Extreme  solubility  may  contribute  to  the  higher  blood 
levels  that  are  so  notable  with  Chemipen.*  Equally  nota- 
ble is  the  remarkable  resistance  to  acid  decomposition 
(Chemipen  is  stable  at  37°C.  at  pH  2 to  pH  3),  which 
in  turn  makes  possible  the  convenience  of  oral  treatment. 


And  the  economy  for  your  patients  will  be  of 
particular  interest — Chemipen  costs  no  more 
than  comparable  penicillin  V preparations. 

Dosage:  Doses  of  125  mg.  (200,000  u.)  or 
250  mg.  (400,000  u.),  t.i.d.,  depending  on  the 
■ ii<***^  severity  of  the  infection.  The  usual  precautions 
must  be  carefully  observed  with  Chemipen,  as  with 
all  penicillins.  Detailed  information  is  available  on 
request  from  the  Professional  Service  Department. 
Supply:  Chemipen  Tablets  of  125  mg.  (200,000  u.  ) and 
250  mg.  (400,000  u.),  bottles  of  24  tablets.  Chemipen 
Syrup  (cherry -mint  flavored,  nonalco- 
holic ) , 125  mg.  per  5 cc.,  60  cc.  bottles. 

*Knudsen,  E.  T.,  and  Rolinson,  G.  N.; 

Lancet  2:1 105  (Dec. 19)  1959. 


Sqjjibb 

• 

Squibb  Quality—ihe 
Priceless  Ingredient 
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Eighty-second  Annual  Meeting 

of  the 

Montana  Medical  Association 

September  15,  16,  17,  1960  . . . Bozeman,  Montana  State  College 


Welcome 

The  officers  and  members  of  the  Montana 
Medical  Association  extend  to  all  physicians  in 
the  Rocky  Mountain  area  a cordial  invitation  to 
attend  its  82nd  Annual  Meeting  in  Bozeman  on 
Thursday,  Friday,  and  Saturday,  September  15, 
16,  and  17.  All  of  the  scientific  sessions,  as  well 
as  all  of  the  business  meetings  of  the  Association, 
will  convene  in  the  ballroom  of  the  Student  Union 
Building  on  the  campus  of  Montana  State  College. 


House  of  Delegates 

The  House  of  Delegates  of  the  Association  will 
convene  for  its  opening  session  at  8:30  a.m.  on 
Thursday,  September  15.  At  this  session,  com- 
mittee reports,  resolutions,  and  new  business  will 
be  introduced  and  referred  to  the  appropriate 
reference  committees  for  study.  The  second  session 
of  the  House  of  Delegates  will  convene  at  3:45 
p.m.  on  Friday,  September  16,  and  the  final  ses- 
sion at  1:30  p.m.  on  Saturday,  September  17.  The 
House  of  Delegates  will  recess  its  Saturday  after- 
noon meeting  to  convene  as  the  administrative 
body  of  MPS.  Upon  adjournment  of  the  meeting 
of  the  administrative  body,  the  House  of  Dele- 
gates will  reconvene  for  the  election  of  officers 
and  for  their  installation. 


Reception  and  banquet 

On  Thursday  evening,  September  15,  the  Mon- 
tana Medical  Association  will  sponsor  its  annual 
reception  and  banquet  at  the  Baxter  Hotel.  John 
H.  Furbay,  Ph.D.,  lecturer,  author,  and  global  air 
commuter,  will  be  the  guest  speaker.  Dr.  Furbay, 
whose  participation  as  principal  speaker  at  our 
banquet  is  sponsored  by  General  Motors  Corpora- 
tion, is  one  of  America’s  most  dynamic  inter- 
preters of  the  world  scene  and  is  probably  one 
of  the  busiest  speakers  on  the  American  platform. 
He  is  extremely  well  informed  upon  world  affairs 
and  their  relationships  to  American  policy.  During 
the  annual  banquet  Harry  J.  McGregor,  M.D., 
Great  Falls,  will  be  honored  as  a new  member  of 


the  50  Year  Club  of  the  Montana  Medical  Asso- 
ciation. Dr.  McGregor  will  receive  a certificate 
of  distinction  upon  the  completion  of  50  years  of 
active  medical  practice. 


Entertainment 

On  Friday  evening,  September  16,  physcians 
and  guests  attending  the  82nd  Annual  Meeting  will 
be  entertained  by  members  of  the  Gallatin  County 
Medical  Society  under  the  presidency  of  Charles 
A.  Kirkpatrick,  M.D.  The  Virginia  City  Players 
will  present  an  outstanding  program  of  enter- 
tainment in  the  auditorium  of  the  Gallatin  County 
Junior  High  School,  after  which  a buffet  supper 
will  be  served  in  the  Empire  Room  of  the  Baxter 
Hotel. 


Scientific  sessions 

The  following  clinicians  will  discuss  the  sub- 
jects indicated  during  the  scientific  sessions  on 
Thursday,  Friday,  and  Saturday: 

“Diaphragmatic  Hernia”  — “Swallowing  and 
Dysphagia,”  P.  R.  Allison,  F.R.C.S.,  Oxford,  Eng- 
land. 

“Fluid  and  Electrolyte  Requirements  of  the 
Seriously-Ill  Patient” — “Acute  Renal  Failure  and 
the  Artificial  Kidney,”  James  M.  Burnell,  M.D., 
Seattle,  Washington. 

“Management  of  the  Severely-Burned  Patient” 
— “A  Mechanistic  Approach  to  Thromboembolism,” 
M.  S.  DeWeese,  M.D.,  Ann  Arbor,  Michigan. 

“Iron  Deficiency  Anemia” — “Hyperbilirubine- 
mia in  the  Newborn,”  M.  Eugene  Lahey,  M.D., 
Salt  Lake  City,  Utah. 

“Treatment  of  Achalasia”  — “Hypersensitivity 
Factors  in  Ulcerative  Colitis,”  J.  Alfred  Rider, 
M.D.,  Ph.D.,  San  Francisco. 

“Ophthalmic  Syndromes  of  General  Medical 
Interest,”  Phillips  Thygeson,  M.D.,  San  Francisco. 

Other  guest  speakers:  Victor  H.  Hilyard,  M.D., 
Denver;  Russell  L.  Nichols,  M.D.,  Ogden. 
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WHEN 
THE  PATIENT 
WITHOUT 
ORGANIC  DISEASE 
COMPLAINS  OF 


CONSIDER 


chronic  constipation, 
flatulence,  belching, 
intestinal  atony, 
indigestion  _ 


biliary  dysfunction  and  NEOCHOLAN 


NEOCHOLAN® 


Your  patient  will  often  respond  promptly  to  Neocholan  therapy.  It  greatly  increases  the  flow  of 
thin,  nonviscid  bile  and  corrects  biliary  stasis  by  flushing  the  biliary  system.  It  also  relaxes  intesti- 
nal spasm,  resulting  in  an  unimpeded  flow  of  bile  and  pancreatic  juice  Into  the  small  intestine. 
Neocholan  helps  to  promote  proper  digestion  and  absorption  of  nutrients.  It  also  encourages 
normal  peristalsis  by  restoring  intestinal  tone. 


Each  tablet  provides:  Dehydrocholic  Acid  Compound, 
P-M  Co.  265  mg.  (Dehydrocholic  Acid,  250  mg.); 
Homatropine  methylbromide  1 .2  mg.;  Phenobarbital 
8.0  mg.  Supplied  in  bottles  of  100  tablets. 


PITMAN-MOORE  COMPANY 

DIVISION  OF  ALLIED  LABORATORIES,  INC. 
INDIANAPOLIS,  INDIANA 
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Fifty-seventh  Annual  Meeting 

of  the 

Nevada  State  Medical  Association 

September  7,  8,  9,  10,  1960  . . . The  Stardust  Hotel,  Las  Vegas 


Wednesday,  September  7 

Registration — Stardust  Hotel — Fee:  $20.00 

9:30 — Executive  Committee  Meeting,  Nevada  State 
Medical  Association 

2:00 — Annual  Session,  House  of  Delegates 


Thursday,  September  8 

9:00 — Scientific  Sessions — Crown  Room 

Address  of  Welcome  by  Ernest  W.  Mack,  M.D., 
President,  Nevada  State  Medical  Association 

“X-ray  Diagnosis  of  Pneumonias  of  Childhood,” 
Frederick  J.  Bonte,  M.D.,  Professor  of  Radiology, 
University  of  Texas,  Southwest  Medical  School, 
Dallas 

“Problems  of  the  Newborn,”  Arthur  H.  Parme- 
lee,  M.D.,  Clinical  Professor  Emeritus  of  Pediatrics, 
University  of  Southern  California  School  of  Medi- 
cine, Los  Angeles 

“A  Review  of  the  Collagen  Diseases,”  Ronald  W. 
Lamont-Havers,  M.D.,  Instructor  in  Medicine, 
Columbia  University  School  of  Medicine,  Medical 
Director  of  the  Arthritis  and  Rheumatism  Founda- 
tion, New  York  City 

12:00  noon — Luncheon:  Doctors  and  Wives — Pan 
American  Room,  Stardust  Hotel 

Hon.  Grant  Sawyer,  Governor  of  Nevada,  will 
speak  on  Nevada’s  part  in  the  economic  and  social 
development  of  the  West. 

Afternoon — free 

6:00-7:00 — Cocktails,  poolside.  Stardust  South 
E V ening — free 


Friday,  September  9 

8:30 — Crown  Room 

“Salvaging  the  Severely  Damaged  Hand,”  Preston 
for  August,  1960 


J.  Burnham,  M.D.,  Clinical  Instructor,  University 
of  Utah  School  of  Medicine,  Salt  Lake  City 

“Spontaneous  Pneumothorax — Haemoptosis,”  Jo- 
seph L.  Kovarik,  M.D.,  Clinical  Instructor  in 
Surgery,  University  of  Colorado  School  of  Medi- 
cine, Denver 

“Postoperative  Care,”  Danely  P.  Slaughter,  M.D., 
Clinical  Professor  of  Surgery  and  Director  of 
Tumor  Clinic,  University  of  Illinois  College  of 
Medicine,  Chicago 

“Degenerative  Diseases,  i.e.,  Bursitis,  Tendonitis, 
etc.,”  Irvin  E.  Hendryson,  M.D.,  Assistant  Clinical 
Professor  of  Surgery,  University  of  Colorado 
School  of  Medicine,  Denver 

12:00  noon — Luncheon,  Pan  American  Room 

Guest  Speaker:  Dr.  Lamont-Havers,  “Current 
Progress  in  the  Fight  Against  Arthritis  and  Rheu- 
matism” 

2:00 — Panel,  “Why  Do  You  Always  — ?”  with  all 
guest  speakers  participating,  each  being  allotted 
10  minutes.  Moderator:  Adrien  VerBrugghen,  M.D. 

Panel  discussion  on  topics  presented  by  guest 
speakers 

Banquet,  International  Room,  Stardust  Hotel. 

Guest  Speaker:  Findley  E.  Russell,  M.D.,  Assistant 
Professor  of  Neurosurgery,  College  of  Medical 
Evangelists,  Los  Angeles,  “Nonhuman  Venomous 
Animals  I Have  Known” 


Saturday,  September  10 

8:30 — Crown  Room 

“Strokes,”  Harold  C.  Voris,  M.D.,  Clinical  Professor 
of  Neurological  Surgery,  Stritch  School  of  Medi- 
cine, Loyola  University,  Chicago 

“Diagnosis  of  Accessible  Cancer,”  Danely  P. 
Slaughter,  M.D. 

11:00 — Final  Session,  House  of  Delegates,  Nevada 
State  Medical  Association 
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Sixty-fifth  Annual  Scientific  Sessions 

of  the 

Utah  State  Medical  Association 

September  21,  22,  23,  1960  . . . Hotel  Utah  Motor  Lodge 


Wednesday,  September  21 

8:00 — Registration  (all  day) 

9:00 — “The  Unmarried  Mother — an  Unsolved  Prob- 
lem,” Irwin  H.  Kaiser,  M.D.,  Ph.D.,  Salt  Lake  City 

9:30 — “New  Concepts  of  Nasal  Physiology,”  Mau- 
rice H.  Cottle,  M.D.,  Chicago 

10:00 — “Methods  of  Investigation  of  Unexplained 
and/or  Violent  Death,”  Russell  S.  Fisher,  M.D., 
Baltimore 

11:00 — “The  Roentgen  Diagnosis  of  Benign  Gastric 
Ulcer,”  Harold  O.  Peterson,  M.D.,  Minneapolis 

11:30 — “Anemias,  Their  Differentiation  and  Treat- 
ment, as  Reflected  by  Case  Histories,”  Maxwell 
M.  Wintrobe,  M.D.,  Ph.D.,  Salt  Lake  City 

2:00 — “Disciplinary  Problems  at  a County  Medical 
Society  Level,”  William  F.  Quinn,  M.D.,  Los 
Angeles 

2:30 — “Diagnosis  and  Management  of  Abdominal 
Masses,”  Merl  J.  Carson,  M.D.,  Los  Angeles 

3:30 — Live  clinic  sponsored  by  Department  of 
Psychiatry,  University  of  Utah  College  of  Medi- 
cine. Moderator:  C.  H.  Hardin  Branch,  M.D.  Mem- 
bers: Eugene  L.  Bliss,  M.D.,  Nyla  J.  Cole,  M.D., 
C.  Craig  Nelson,  M.D.,  and  Jack  L.  Tedrow,  M.D. 


Thursday , September  22 

Registration  (all  day) 

9:00 — “Local  Gastric  Cooling  for  Massive  Gastric 
Hemorrhage,”  Owen  H.  Wangensteen,  M.D.,  Minne- 
apolis 

9:30- — “Malpractice  Actions  and  Prophylaxis,”  Rus- 
sell S.  Fisher,  M.D. 

10:00 — “Vomiting  in  Infants:  Recognition  of  a 
Surgical  Cause,”  Frederic  H.  Bentley,  M.D.,  Port- 
land 

11:00 — “Prejudices  and  Observations  Following 
1,500  Operative  Procedures  for  Duodenal  Ulcer,” 
William  F.  Quinn,  M.D. 


11:30 — “Near  or  Total  Colectomy  for  Cancer  of 
the  Colon,”  Owen  H.  Wangensteen,  M.D. 

2:00 — Prize  winning  scientific  paper  by  a Uni- 
versity of  Utah  medical  student 

2:15 — Prize  winning  scientific  paper  by  a Uni- 
versity of  Utah  medical  student 

2:30  to  4:30 — Study  sessions  by  the  various  spe- 
cialty groups — scientific  movies 


Friday,  September  22 

Registration  (all  day) 

9:00 — “The  Roentgen  Diagnosis  of  Abnormalities 
of  the  Intervertebral  Disc,”  Harold  O.  Peterson, 
M.D. 

9:30 — “Management  of  Severe  Infections  in  Pedi- 
atrics,” Merl  J.  Carson,  M.D. 

10:00 — “Current  Concepts  in  the  Management  of 
Bacterial  and  Viral  Pneumonias,”  William  M.  M. 
Kirby,  M.D.,  Seattle 

11:00 — Symosium,  “Multiple  Problems  in  an  In- 
jured Patient,”  sponsored  by  Staff  of  the  St. 
Mark’s  Hospital,  Salt  Lake  City.  Moderator:  John 
F.  Waldo,  M.D.  Members:  Wallace  L.  Chambers, 
M.D.,  Robert  H.  Lamb,  M.D.,  John  H.  Clark,  M.D. 

2:00 — “Is  Induction  of  Labor  a Therapeutic  Pro- 
cedure?”, Irwin  H.  Kaiser,  M.D.,  Ph.D. 

2:30 — “How  to  Use  Convalescence  for  Quicker  Re- 
covery,” Frederic  H.  Bentley,  M.D. 

3:00 — “Objective  Tests  for  Nasal  Function.  Intro- 
ducing a Simple  Test  for  the  Use  of  the  General 
Practitioner,”  Maurice  H.  Cottle,  M.D. 

4:00 — “The  Differential  Diagnosis  and  Manage- 
ment of  Purpura,”  Maxwell  M.  Wintrobe,  M.D., 
Ph.D. 

4:30 — “Recent  Advances  in  Antibiotic  Therapy,” 
William  M.  M.  Kirby,  M.D. 
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Fifty-seventh  Annual  Program 

of  the 

Wyoming  State  Medical  Society 

September  7,  8,  9,  10,  1960  . . . Jackson  Lake  Lodge,  Moran 


Tuesday,  September  6 

4:00  p.m.  — Registration  — Lobby,  Jackson  Lake 
Lodge 

Wednesday,  September  1 

8:00 — Council  Meeting  Breakfast,  Benjamin  Git- 
litz,  M.D.,  Chairman 

9:00  to  12:30  p.m. — House  of  Delegates  Meeting, 
Benjamin  Gitlitz,  M.D.,  presiding 

ORIENTATION  PROGRAM 

2:00 — Welcome,  Benjamin  Gitlitz,  M.D. 

2:05 — “Our  State  Society,”  F.  H.  Haigler,  M.D. 

2:15 — “The  American  Medical  Association,”  Frank- 
lin D.  Yoder,  M.D. 

2:30 — “Why  the  Practicing  Physician  Should  Sup- 
port His  State  Society  and  A.M.A.,”  William  J. 
Thaler,  M.D. 

2:40 — “Legal  Aspects  of  Medicine,”  Mr.  Byron 
Hirst 

3:00 — “Blue  Shield-Blue  Cross,”  Mr.  Arthur  R. 
Abbey 

3:15 — “Intraprofessional  Relations,”  J.  Cedric 
Jones,  M.D. 

3:30 — “The  State  Health  Department,  Board  of 
Health,  Board  of  Medical  Examiners,”  James  W. 
Sampson,  M.D. 

3:45 — Panel  discussion  (with  coffee),  S.  J.  Giovale, 
M.D.,  Moderator 

Thursday,  September  8 
SCIENTIFIC  MEETING 

9:00 — “Environmental  Medicine,”  Frank  Yoder, 
M.D. 

9:30 — “Prevention  of  Cancer,”  Robert  J.  Samp, 
M.D. 

10:00 — “Use  of  Steroids  in  Rheumatic  Diseases,” 
Wm.  D.  Robinson,  M.D. 

11:00 — “Use  of  X-rays  in  the  Practical  Manage- 
ment of  Chest  Problems,”  Charles  Gaylord,  M.D. 
11:30 — “Pre-  and  Postoperative  Care,”  Philip 
Thorek,  M.D. 

12:00 — “Management  of  Injuries  to  the  Urinary 
Tract,”  William  Brannen,  M.D. 


(Time  and  place  to  be  announced) 

Nominating  Committee  Meeting — 

Francis  A.  Barrett,  M.D.,  Chairman 
Resolutions  Committee  Meeting — 

Francis  A.  Barrett,  M.D.,  Chairman 
Fee  Schedule  Committee  Meeting — 

J.  R.  Bunch,  M.D.,  Chairman 

Friday,  September  9 
SCIENTIFIC  MEETING 

9:00 — “Mental  Illness — Its  Treatment  and  Preven- 
tion,” Leo  H.  Bartemeier,  M.D. 

9:30 — “Newer  Concepts  in  the  Emergency  Treat- 
ment of  Severe  Head  Injury,”  Robert  J.  White, 
M.D. 

10:00 — “Oral  Cancer,”  Robert  J.  Samp,  M.D. 

11:00 — “Variants  of  Rheumatoid  Arthritis  or  Non- 
articular  Rheumatism,”  Wm.  D.  Robinson,  M.D. 
11:30 — “The  Acute  Abdomen  in  the  Aged,”  Philip 
Thorek,  M.D. 

12:00 — “Improvement  in  Function  in  Patients  With 
Severe  Rheumatoid  Arthritis,”  Vernon  Nickel, 
M.D. 

2:00  to  4:30 — House  of  Delegates  Meeting,  Ben- 
jamin Gitlitz,  M.D.,  Presiding 

Saturday,  September  10 
SCIENTIFIC  MEETING 

9:00 — Movie,  “Total  Cerebral  Hemispherectomy  in 
the  Monkey,”  Robert  J.  White,  M.D. 

9:30 — “National  Manpower  Needs,”  Alfred  Popma, 
M.D. 

10:00 — “Fundamental  Problems  in  Medical  Care,” 
Leo  H.  Bartemeier,  M.D. 

11:00 — “Indications  for  Prostatectomy,”  William 
Brannen,  M.D. 

11:30 — “Radiology  in  the  General  Practitioner’s 
Office,”  Charles  Gaylord,  M.D. 

12:00 — “Rehabilitation  of  Patients  With  Strokes,” 
Vernon  Nickel,  M.D. 

12:30 — Presentation  of  Cases,  Gottsche  Foundation 
2:30 — Council  Meeting 

2:30 — Sanity  Committee  Meeting,  Mark  P.  Farrell, 
M.D.,  Chairman  (West  Conference  Room  off  Ex- 
plorers Room).  “Proposed  Changes  in  Wyoming 
Mental  Health  and  Commitment  Laws,”  Leo  H. 
Bartemeier,  M.D. 
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Proven 

in  over  five  years  of  clinical  use  and 
more  than  750  published  clinical  studies 

Effective 

for  relief  of  anxiety  and  tension 

Outstandingly  Safe 

• simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 

• no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

• does  not  produce  ataxia,  change  in  appetite  or  libido 

• does  not  produce  depression,  Parkinson-like  symptoms, 
jaundice  or  agranulocytosis 

• does  not  impair  mental  efficiency  or  normal  behavior 
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for 

the 

tense 

and 

nervous 

patient 


Despite  the  introduction  in  recent  years  of  “new  and  dif- 
ferent” tranquilizers,  Miltown  continues,  quietly  and 
steadfastly,  to  gain  in  acceptance.  Generically  and  under 
the  various  brand  names  by  which  it  is  distributed, 
meprobamate  (Miltown)  is  prescribed  by  the  medical 
profession  more  than  any  other  tranquilizer  in  the  world. 

The  reasons  are  not  hard  to  find.  Miltown  is  a known  drug, 
evaluated  in  more  than  750  published  clinical  reports.  Its 
few  side  effects  have  been  fully  reported;  there  are  no 
surprises  in  store  for  either  the  patient  or  the  physician. 
It  can  be  relied  upon  to  calm  anxiety  and  tension  quickly 
and  predictably. 


Usual  dosage:  One  or  two 
400  mg.  tablets  t.i.d. 

Supplied : 400  mg.  scored  tablets, 
200  mg.  sugar-coated  tablets; 
or  as  MEPROTABS*— 400  mg. 
unmarked,  coated  tablets. 


Miltown 

meprobamate  (Wallace) 


WALLACK  laboratories/  New  Brunswick,  N . J . 


*TRADE- 


CM-; 


p 

‘Gratifying’  relief  froiii 



'I 

1 

for  your  patients  with  I 

'low  back  syndrome’  and  \ 

other  musculoskeletal  disorders  'j 

. 

POTENT  muscle  relaxation 
EFFECTIVE  pain  relief 

SAFE  for  prolonged  use  , 


! 


stiffness  and  pain 


iC  4-*^ 

fflRLirylll^  relief  from  stiffness  and  pain 


in  106 -patient  controlled  study 

(as  reported  in  J.A.M.A.,  April  30,  1960) 


“Particularly  gratifying  was  the  drug’s  [SOMA’s] 
ability  to  relax  muscular  spasm,  relieve  pain,  and 
restore  normal  movement  ...  Its  prompt  action, 
ability  to  provide  objective  and  subjective  assist- 
ance, and  freedom  from  undesirable  effects  rec- 
ommend it  for  use  as  a muscle  relaxant  and  anal- 
gesic drug  of  great  benefit  in  the  conservative 
management  of  the  ‘low  back  syndrome’.” 

Kestler,  O.:  Conservative  Management  of  ”Low  Back  Syndrome" , 

J.AM.A.  172:  2039  (April  30)  1960. 

FASTER  IMPROVEMENT— -79%  complete  or  marked 

improvement  in  7 days  (Kestler) 

EASY  TO  USE— Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 


SUPPLIED:  350  mg.,  white  tablets,  bottles  of  50. 

For  pediatric  use,  250  mg.,  orange  capsules,  bottles  of  50. 

Literature  and  samples  on  request. 


(CARISOPRODOL,  WALLACE) 


WALLACE  LABORATORIES.  CRANBURY,  NEW  JERSEY 
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of  any  feature  article  or 
advertisement  appearing  in 

ZJL 

ROCKY  MOUNTAIN 
MEDICAL  JOURNAL 

I Orders  must  be  placed  within  30  days 
of  date  of  publication.  Minimum  charge 
applies  for  300  copies  or  less. 

The  cost  is  very  reasonable.  For  further  in- 
formation write  to  your  Medical  Journal  busi- 
ness or  editorial  office,  or  to — 

Publishers  Press 

(Printers  of 

The  Rocky  Mountain  Medical  Journal) 

1830  Curtis  Street,  Denver  2,  Colorado 
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CASE 


pH-* 


For  Refreshing  Femiiiiiie  Daintiness 


(FORTIFIED  TRIPLE  STRENGTH) 
Buffered  to  control  o normal  vaginal  pH. 

The  new,  improved  P.A.F.  formula  now  in- 
cludes— sodium  louryl  sulfate  and  alkyl  aryl 
sulfonate,  providing  high  surface  detergent 
activity  in  acid  and  alkaline  media. 

P.A.F. 's  low  surface  tension  increases  pene- 
tration into  the  vaginal  rugae  and  dissolution 
of  organisms  including  trichomonas  and 
fungus. 

P.A.F.'s  high  surface  activity  liquefies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 
Non-irritating,  non-staining,  no  offensive 
after-odor. 

G.  M.  CASE  LABORATORIES 
San  Diego,  California 


Blue  Shield  Study  Commission  formed 

Establishment  of  a “Blue  Shield  Study  Com- 
mission” has  been  announced  by  the  National 
Association  of  Blue  Shield  Plans,  to  undertake  a 
major  study  of  the  “differences  of  concept  and 
coverage”  among  the  nation’s  75  Blue  Shield  Plans 
which  “have  resulted  in  different  approaches  to 
the  problem  of  providing  adequate  protection  to 
the  public.” 

In  announcing  the  appointment  of  this  new 
commission,  Dr.  Donald  Stubbs,  Chairman  of  the 
Board  of  the  National  Association,  pointed  out 
that  while  the  setting  up  of  this  commission  was 
directed  by  the  Annual  Conference  of  Blue  Shield 
Plans  in  Los  Angeles  in  April,  its  area  of  study 
and  recommendation  is  logically  related  to  the 
action  of  the  A.M.A.  House  of  Delegates  in  Miami 
on  June  15,  in  reiterating  A.M.A.  support  of  the 
Blue  Shield  Concept  and  providing  for  strength- 
ened liaison  between  A.M.A.  and  Blue  Shield 
Plans. 

“The  job  of  this  new  Blue  Shield  Study  Com- 
mission,” said  Dr.  Stubbs,  “is  to  identify  and  pin- 
point the  specific  problems  that  must  be  solved 

continued  on  page  81 


anorectic-ataractic  @ 


meprobamate  400  mg,,  with  d-amphetamine  sulfate  5 mg.,  Tablets 


FOR  THERAPY 

OF  OVERWEIGHT  PATIENTS 

■ d-amphetamine  depresses  appetite  and 
elevates  mood 

■ meprobamate  eases  tensions  of  dieting 
(yet  without  overstimulation,  insomnia  or 
barbiturate  hangover). 

Dosage:  One  tablet  one-half  to  one  hour  before  each  meal. 


A LOGICAL  COMBINATION 

IN 

APPETITE  CONTROL 
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Shadow  or  substance 

I 

Marcus  J.  Smith,  M.D.,  Santa  Fe,  New  Mexico 


Apothegm 

“Let  us  strain  at  the  gnat  and  forget  the  camel”  a mass  of  omentum,  entirely  unrelated  to  the 
(Barden).  patient’s  disease. 


Clinical  data 

Severe  vomiting,  cramping  abdominal  pain  and 
failure  to  have  a bowel  movement  resulted  in  the 
hospitalization  of  this  61 -year-old  woman.  For 
three  days,  these  symptoms  had  persisted  with  no 
relief  afforded  by  home  medications. 

Four  years  previously  she  had  been  treated 
surgically  for  an  adenocarcinoma  of  the  uterus;  a 
year  later,  a mass  was  found  in  the  vaginal  vault 
and  labelled  histologically  as  a recurrence. 

The  patient  was  well-developed,  well-nourished 
and  acutely  ill,  presenting  with  moderate  disten- 
tion, generalized  abdominal  tenderness,  a tense 
abdominal  wall,  absent  bowel  sounds,  no  visible 
peristalsis  and  two  abdominal  scars.  The  tempera- 
ture was  normal,  the  blood  pressure  100/60.  There 
were  13,000  white  blood  cells  per  cu.  mm.;  the 
hemoglobin  and  red  cell  counts  were  normal,  as 
was  the  urine.  Na,  K and  Cl  levels  were  respec- 
tively 140,  5.7  and  95  mq./l. 

X-ray  study 

Abdominal  films  were  obtained  in  both  flat 
and  upright  (Fig.  1)  positions.  These  showed  nu- 
merous distended  loops  of  small  intestine  in  the 
upper  abdomen  with  fluid  levels  (left  arrow).  A 
sharply  defined,  rounded  soft  tissue  mass  about 
12  cm.  in  size  was  seen  in  the  right  side  of  the 
abdomen  and  upper  pelvis  (lower  and  upper  right 
arrows).  A diagnosis  of  a high,  small  intestinal 
obstruction,  possibly  caused  by  a mass  in  the 
pelvis,  was  recorded. 

Clinical  course 

Abdominal  exploration  disclosed  distention 
from  the  midileum  proximally,  and  at  the  point 
of  obstruction,  a walnut-sized  mass  was  felt  intra- 
luminally.  This  and  the  adjacent  inflamed  bowel 
were  resected;  the  mass  was  an  impacted  gall 
stone,  with  an  associated  phlegmonous  enteritis. 
The  large  mass,  identified  on  the  above  film,  was 
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Epicrisis 

Review  of  Fig.  1 now  disclosed  a serpiginous 
pattern  of  air  in  the  common  duct  and  some  of 
the  hepatic  radicles  (central  upper  arrows).  This 
was  overlooked  entirely  by  the  original  observer. 
If  the  abnormal  air  shadow  had  been  noted,  it 
would  have  been  possible  to  establish  a diagnosis 
of  an  internal  biliary  fistula.’  Why  was  the  very 
obvious  abnormal  air  shadow  not  seen  originally? 
Perhaps  because  the  observer’s  attention  was  di- 
verted by  the  “camel”  in  the  right  lower  abdomen 
away  from  the  “gnat”  in  the  right  upper  abdo- 
men. “Correctable  diagnostic  errors  seem  to  be 
due  not  so  much  to  lack  of  medical  knowledge  as 
to  deficiencies  of  . . . alertness  and  thoroughness.”' 

REFERENCES 

'Rigler,  L.  C.;  Borman,  C.  N.,  and  Noble,  J.  R.:  Gallstone 
Obstruction.  J.A.M.A.  117:1753-1759  (November  221,  1941. 
-Gruver,  R.  H.,  and  Freis,  E.  D..  Study  of  Diagnostic  Errors. 
Ann.  Int.  Med.  47:108-120  (July),  1957. 


Fig.  1 


I 


whenever  digitalis 
is  indicated 


LANOXIN: 

formerly  known  as  Digoxin  *B.  W,  & Co.  ’ 


“ TiZI  *« 

“‘“Pf  iLl 

varied  chn  jj  be 

beliet>e 

the  drug  .co.~pu 

Boston.  UH*®’  ^ 


‘LANOXIN’  TABLETS  ‘LANOXIN’  INJECTION  ‘LANOXIN’  ELIXIR  PEDIATRIC 
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and  the  needs  that  must  be  met  within  Blue  Shield 
if  it  is  to  be  able  to  extend  the  broadest  possible 
medical  prepayment  protection,  under  medical 
auspices,  to  the  greatest  possible  number  of  people, 
and  thus  make  the  maximum  contribution  both 
to  the  public  welfare  and  to  the  free  practice  of 
medicine.” 

Chairman  of  the  nine-man  commission  is  Dr. 
Henry  S.  Blake  of  Topeka,  Kansas. 

Three  of  its  members  are  the  A.M.A.  represent- 
atives on  the  Board  of  Directors  of  the  National 
Blue  Shield  Association:  Drs.  David  B.  Allman  of 
Atlantic  City,  N.  J.;  George  M.  Fister  of  Ogden, 
Utah;  and  Dwight  H.  Murray  of  Napa,  Calif.;  and 
other  members  are  Dr.  Carl  R.  Ackerman  of  New 
York  City,  Board  Chairman  of  the  New  York  City 
Blue  Shield  Plan;  Dr.  A.  A.  Morrison  of  Ventura, 
Calif.;  Dr.  Donald  N.  Sweeny  of  Detroit,  Mich.; 
Mr.  Lewis  G.  Mersey,  Executive  Director  of  the 
Medical  Service  Bureau  (Blue  Shield  Plan)  of 
the  Utah  State  Medical  Association;  and  Mr. 
Walter  R.  McBee,  Executive  Director  of  the  Texas 
Blue  Shield-Blue  Cross  Plans. 


13th  Annual  Meeting  American 

Association  of  Blood  Banks 

San  Francisco  is  to  be  the  site  of  the  13th 
Annual  Meeting  of  The  American  Association  of 
Blood  Banks  to  be  held  August  21-26.  The  six-day 
meeting  offers  a variety  of  topics  in  this  rapidly 


A 

logical 
combination 
for  appetite 
suppression 

meprobamate  plus 
d-amphetamine . . . suppresses 
appetite... elevates  mood... 
reduces  tension... without 
insomnia,  overstimulation 
or  barbiturate  hangover. 


janorectic-ataractic 

. Dosage;  One  tablet  one-half  to  one  hour  before  each  meal. 


. i 


advancing  field.  Papers  will  be  presented  by  many 
speakers  recognized  both  nationally  and  inter- 
nationally for  their  excellence  in  various  areas  of 
immunohematology  and  blood  banking.  Three 
guest  speakers  from  London,  England,  are  P.  L. 
Mollison,  M.D.,  A.  E.  Mourant,  M.D.,  and  Ruth 
Sanger,  Ph.D.  For  further  information  write: 
American  Association  of  Blood  Banks,  Suite  1619, 
30  North  Michigan  Avenue,  Chicago  2,  Illinois. 


Symposium  on  Surgery 
of  Endocrine  Organs 

A three-day  symposium  on  the  Surgery  of 
Endocrine  Organs  will  be  presented  by  the  schools 
of  medicine  of  the  New  York  University  Medical 
Center,  November  17  to  19,  1960.  Participants  will 
include  a guest  faculty  of  some  of  the  most  dis- 
tinguished authorities  in  this  field,  among  whom 
are  Drs.  Oliver  Cope,  Edwin  Ellison,  David  Hume, 
Michael  Lepore,  John  A.  Oates,  Olaf  H.  Pearson, 
Milton  H.  Porter,  William  W.  Scott,  Paul  Wermer, 
Sidney  Werner,  and  others.  The  sessions  will  be 
under  the  direction  of  Dr.  John  M.  Mulholland, 
Professor  and  Chairman,  Department  of  Surgery, 
and  Dr.  S.  Arthur  Localio,  Professor  of  Clinical 
Surgery. 

Further  details,  including  an  application,  may 
be  obtained  from  the  Office  of  the  Associate  Dean, 
New  York  University  Postgraduate  Medical  School, 
550  First  Avenue,  New  York  16,  New  York. 
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Don’t  miss 

important  telephone  calls  . . . 

Let  us  act  as  your  secretary  while  you  are  away,  day  or 
night;  our  kindly  voice  conscientiously  tends  your  tele- 
phone business,  accurately  reports  to  you  when  you  return 

TELEPHONE 

dnAwsi/dni^ 

SERVICE 

Call  ALpine  5-1414 


EAst  2-361  1 


J!on^’6  LIMB  SHOP 

1478  BIRCH  STREET 
DENVER,  COLORADO 


ARTIFICIAL  ARMS 
AND  LIMBS 


IVAN  LONG 

CERTIFIED  PROSTHETIST 


9L 


COCKS-CLAKK 

ENGRAVING  CO. 

PHOTOENGRAVERJ 

DESIGNERS 

Z200  ARAPAHOE  $T. 

I DENVER  Z, COLORADO 


PROMPT  SERVICE 


Picker  X-Ray,  Rocky  Mountain,  Inc. 

TpjceA 

4925  East  38th  Ave.~Tel.  DUdley  8-5731 

Denver  7,  Colorado 

EMERY  L.  GRAY, 

Colorado  Springs,  Colorado 

Vice  President 

WM.  J.  BETTS 

J.  D.  Colvin,  1342  Edith  Lane.  MEIrose  5-8768 

J.  K.  DUNN 

Salt  Lake  City,  Utah 

D.  JOHNSON 

R.  S.  Cook,  479  East  7th  South,  ELgin  9-9871 
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Slow  it 
down  with 

SERPASIL  Serpasil  has  proved  effective  as  a heart-slowing  agent  in  the 
(reserpine ciBA)  following  conditions:  mitral  disease;  myocardial  infarction; 
cardiac  arrhythmias;  neurocirculatory  asthenia;  thyroid  toxicosis;  excitement  and  effort 
syndromes;  cardiac  neurosis;  congestive  failure.  Serpasil  should  be  used  with  caution  In 
patients  receiving  digitalis  and  quinidine.  It  is  not  indicated  in  cases  of  aortic  insufficiency. 


supplied:  Tablets,  0.1  mg.,  0.25  mg.  (scored)  and  1 mg.  (scored).  Complete  information  available  on  request. 


CIBA 


2/2919M3 


SUMMIT-NEW  JERSEY 


A 

logical 

prescription  for 
overweight  patients 


anorectic-ataractic  ® 


meprobamate  400  mg.,  with  d-amphetamine  sulfate  5 mg.,  Tablets 


meprobamate  plus  d-amphetamine...  i 
^ depresses  appetite... elevates  mood...  | 
' eases  tensions  of  dieting... without  over-  | 
i stimulation,  insomnia  or  barbiturate  ; 
hangover.  ) 

Dosage:  One  tablet  one-half  to  one  hour  before  each  meal. 

t 

L .,  J 


Protection  against  loss  of  income  from 
accident  and  sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

Handsome  Professional  Appointment  Book  *'9^ 
sent  to  you  FREE  upon  request 


The  Emory  John  Brady  Hospital 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director 

For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


CAMPBELL  F.  RICE,  Superintendent 

Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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T radennark 


ANTIDIARRH  EAL 

with  pleasant  raspberry  flavor 


— eases  and  speeds  the  return 
to  normal  bowel  function  — 

The  comprehensive  antidiarrheal  formula  of  Pomalin  brings  positive  relief  to 
patients  with  specific  and  nonspecific  diarrheas,  bacillary  dysentery,  non- 
specific ulcerative  colitis  and  enteric  disturbances  induced  by  arrtibiotics. 

Pectin  and  kaolin  protect  against  mechanical  irritation,  adsorb  toxins  and 
bacteria,  and  consolidate  fluid  stools.  Sulfaguanidine  concentrates  antibac- 
terial action  in  the  enteric  tract.  Opium  tincture  suppresses  excessive  peristalsis 
and  reduces  the  defecation  reflex. 


Each  palatable  75  ec.  (tablespoon)  contains; 


Dosage 


Sulfaguanidine  U.S.P.  2 Gm. 

Pectin  N.F.  0.225  Gm. 

Kaolin  3 Gm. 

Opium  tincture  U.S.P.  0.08  cc. 

(equivalent  to  2 cc.  of  paregoric) 


ADULTS:  I nitially  1 or  2 tablespoons 
from  four  to  six  times  daily,  or  1 or  2 
teaspoons  after  each  loose  bowel  move- 
ment; reduce  dosage  as  diarrhea  sub- 
sides. 


CHILDREN:  Vi  teaspoon  (2.5  cc.)  per  15 
pounds  of  body  weight  every  four  hours 
day  and  night  until  stools  ore  reduced 
to  five  daily,  then  every  eight  hours  for 
three  days. 


HOW' SUPPLIED;  Bottles  of  16  fl.  oz.  Exempt  narcotic. 

Available  on  prescription  only. 


A LOGICAL  ADJUNCT  TO  THE 
WEIGHT-REDUCING  REGIMEN 


meprobamate  plus  d-amphetamine . . . 
reduces  appetite. ..elevates  mood. ..eases 
tensions  of  dieting. ..without  overstimula- 
tion, insomnia  or  barbiturate  hangover. 


Dosage;  One  tablet  one-half  to  one  hour  before  each  meal. 

anorectic-ataractic  ig-. 


meprobamate  400  mg.,  with  d-amphetamine  sulfate  5 mg..  Tablets 


L. 


ARTIFICIAL  EYES 

Plastic  eyes  and  glass 
eyes  special  made  to 
fit  the  most  difficult 
cases.  An  expert 
eye-maker  is  in  our 
office  at  all  times  to 
give  your  patients 
the  satisfaction  they 
must  have.  In  busi- 
ness since  1906. 

Write  or  phone  for  full  details. 

DENVER  OPTIC  COMPANY 

Telephone  MA.  3-5638 

330  University  BMg.  910  16th  St.  Denver  2,  Colo. 


THE  CHILDREN’S  HOSPITAL  ASSOCIATION 

OF  DENVER 

NON-SECTARIAN— NONPROFIT 

OCA  CUSHMAN  wing  newly  opened  Providing  medicinal  and  surgical  aid 

with  improved  facilities  to  to  sick  and  crippled  children  of 

serve  your  patients  the  Rocky  Mountain  Region 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


Camby  says:  “CAMBRIDGE  DAIRY  HAS  BEEN  PRODUCING 
QUALITY  MILK  FOR  DENVER  BABIES  SINCE  1892” 

We  Invite  Your  Inspection  and  Appreciate  Your  Recommendation 


CAMBY 


SKyline  6-3651 
690  So.  Colorado  Blvd. 
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ATA  MX 


(brand  of  hydroxyzine) 


^V^orld-wide  record  of  effectiveness-over  200  labora- 
tory  and  clinical  papers  from  14  countries. 

Widest  latitude  of  safety  and  flexibility— no  serious 
adverse  clinical  reaction  ever  documented. 

Chemically  distinct  among  tranquilizers-not  a pheno- 
thiazine  or  a meprobamate. 

Added  frontiers  of  usefulness-antihistaminic;  mildly 
antiarrhythmic;  does  not  stimulate  gastric  secretion. 


Special  Advantages 

Supportive  Clinical  Observation 

...and  for  additional  evidence 

unusually  safe;  tasty  syrup, 

10  mg.  tablet 

“. . . Atarax  appeared  to  reduce  anxiety 
and  restlessness,  improve  sleep  pat- 
terns and  make  the  child  more  amen- 
able to  the  development  of  new  pat- 
terns of  behavior. . . .”  Freedman,  A. 

M.:  Pediat.  Clin.  North  America  5:573 
(Aug.)  1958. 

Bayart,  J.;  Acta  paediat.  belg. 
10:164,  1956.  Ayd,  F.  J.,  Jr.:  Cal- 
ifornia Med.  87:75  (Aug.)  1957. 
Nathan,  L.  A.,  and  Andelman,  M. 
B.:  IliinoiS  M.  J.  112:171  (Oct.) 
1957. 

well  tolerated  by  debilitated 
patients 

“. . . seems  to  be  the  agent  of  choice 
in  patients  suffering  from  removal  dis- 
orientation, confusion,  conversion  hys- 
teria and  other  psychoneurotic  condi- 
tions occurring  in  old  age.”  Smigel, 

J.  0.,  et  al.:  J.  Am.  Geriatrics  Soc. 
7:61  (Jan.)  1959. 

Settel,  E.:  Am.  Pract.  & Digest 
Treat.  8:1584  (Oct.)  1957.  Negri, 
F.:  Minerva  med.  48:607  (Feb. 
21)  1957.  Shalowitz,  M.:  Geri- 
atrics 11:312  (July)  1956. 

useful  adjunctive  therapy  for 
asthma  and  dermatosis;  par- 
ticularly effective  in  urticaria 

“All  [asthmatic]  patients  reported 
greater  calmness  and  were  able  to 
rest  and  sleep  better ...  and  led  a 
more  normal  life. ...  In  chronic  and 
acute  urticaria,  however,  hydroxyzine 
was  effective  as  the  sole  medica- 
ment.” Santos,  1.  M.,  and  Unger,  L.: 
Presented  at  14th  Annual  Congress, 
American  College  of  Allergists,  Atlan- 
tic City,  New  Jersey,  April  23-25, 1958. 

Eisenberg,  B.  C.:  J.A.M.A.  169:14 
(Jan.  3)  1959.  Coirault,  R.,  et  al.: 
Presse  mSd.  64:2239  (Dec.  26) 
1956.  Robinson,  H.  M..  Jr.,  et  al.: 
South.  M.  J.  50:1282  (Oct.)  1957. 

W IN 

S HYPEREMOTIVE  I 

41 

does  not  impair  mental  acuity 

“. . . especially  well-suited  for  ambula- 
tory neurotics  who  must  work,  drive 
a car,  or  operate  machinery.”  Ayd,  F. 

J.,  Jr.:  New  York  J.  Med.  57:1742  (May 

15)  1957. 

Garber,  R.  C.,  Jr.;  J.  Florida  M. 
A.  45:549  (Nov.)  1958.  Menger, 
H.  C.:  New  York  J.  Med.  58:1684' 
(May  15)  1958.  Farah,  L.:  Inter- 
nal. Rec.  Med.  169:379  (June) 
1956. 

New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 


SUPPLIED:  Tablets,  10  mg.,  25 
mg.,  100  mg.;  bottles  of  100. 
Syrup  (10  mg.  per  tsp.),  pint 
bottles.  Parenteral  Solution;  25 
mg./cc.  in  10  cc.  multiple-dose 
vials;  50  mg./cc.  in  2 cc.  am- 
pules. 


The  Colorado  State  Medical  Society 

Annual  Session,  September  14-17,  1960 
Estes  Park 

President:  John  L.  McDonald  (Chairman  of  the  Board),  Colo- 
rado Springs. 

President-elect:  Cyrus  W.  Anderson,  Denver. 

Vice  President:  J.  Alan  Shand  (Vice  Chairman  of  the  Board), 
La  Junta. 

Treasurer:  William  C.  Service,  Colorado  Springs,  1962. 
Constitutional  Secretary:  Harry  C.  Hughes,  Denver,  1960. 
Additional  Trustees:  Carl  W.  Swartz,  Pueblo,  1960;  Fred  R. 
Harper,  Denver,  1961;  Walter  M.  Boyd,  Greeley,  1961;  Carl 
H.  McLauthlin,  Denver,  1962. 

Delegates  to  A.M.A.:  Kenneth  C.  Sawyer,  Denver,  1960;  (Al- 
ternate, Gatewood  C.  Milligan,  1960) ; E.  H.  Munro,  Grand 
Junction,  1961;  (Alternate,  Harlan  E.  McClure,  1961);  I.  E. 
Hendryson,  Denver,  1961;  (Alternate,  C.  C.  Wiley,  Longmont, 
1961). 

Executive  Secretary:  Mr.  Harvey  T.  Sethman,  835  Republic 
Building,  Denver  2,  Colorado:  telephone  AComa  2-0547. 

See  December,  1959,  issue  for  complete  list  of  committees. 

Montana  Medical  Association 

Annual  Meeting,  September  15-17,  1960 
Bozeman 

President:  Leonard  W.  Brewer,  Missoula. 

President-Elect:  Raymond  F.  Peterson,  Butte. 

Vice  President:  Everett  H.  Lindstrom,  Helena. 
Secretary-Treasurer:  William  E.  Harris,  Livingston. 

Assistant  Secretary-Treasurer:  Jess  T.  Schwidde,  Billings. 
Executive  Committee:  Leonard  W.  Brewer,  Missoula:  Raymond 
F.  Peterson,  Butte;  Everett  H.  Lindstrom,  Helena:  W.  E. 
Harris,  Livingston;  Jess  T.  Schwidde,  Billings;  John  A.  Layne, 
Great  Falls;  Herbert  T.  Caraway,  Billings. 

Delegate  to  the  A.M.A.:  Paul  J.  Gans,  Lewistown. 

Alternate  Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 
Executive  Secretary:  Mr.  L.  R.  Hegland,  P.O.  Box  1692,  Bil- 
lings; telephone  9-2585. 

See  April,  1960,  issue  for  complete  list  of  committees. 

Nevada  State  Medical  Association 

Annual  Meeting,  September  7-10,  1960 
Las  Vegas 

President:  Ernest  W.  Mack,  Reno. 

President-elect:  Wesley  W.  Hall,  Reno. 

Secretary-Treasurer:  William  A.  O’Brien,  III,  Reno. 

Delegate  to  American  Medical  Association:  Wesley  W.  HaR, 
Reno;  alternate:  Earl  N.  Hillstrom,  Reno. 

Executive  Committee:  Roland  Stahr,  Reno;  Ernest  W.  Mack, 
Reno;  William  A.  O’Brien,  III,  Reno;  Wesley  W.  Hall,  Reno; 
Earl  N.  Hillstrom,  Reno;  Stanley  L.  Hardy,  Las  Vegas;  Thomas 
S.  White,  Boulder  City;  John  M.  Read,  Elko;  John  M.  Moore, 
East  Ely:  William  M.  Tappan,  Reno. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.  O.  Box  2790,  Reno; 
telephone  FA.  3-6788. 

See  January,  1960,  issue  for  complete  list  of  committees. 

New  Mexico  Medical  Society 

OFFICERS— 1960-1961— Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1961  Annual  Session. 

President:  Allan  L.  Haynes,  Clovis. 

President-elect:  William  E.  Badger,  Hobbs. 

Vice  President:  R.  C.  Derbyshire,  Santa  Fe. 
Secretary-Treasurer:  T.  L.  Carr,  Albuquerque. 

Immediate  Past  President:  Lewis  M.  Overton,  Albuquerque. 
Speaker,  House  of  Delegates:  C.  Pardue  Bunch,  Artesia. 

Vice  Speaker,  House  of  Delegates:  Omar  Legant,  Albuquerque. 
Delegate  to  A.M.A.:  Earl  L.  Malone,  Roswell. 

Alternate  Delegate  to  A.M.A.:  Leland  S.  Evans,  Las  Cruces. 
Councilors  for  Three  Years:  John  McCulloch,  Farmington; 
George  Prothro,  Clovis:  Gerald  Slusser,  Artesia. 

Councilors  for  Two  Years:  Robert  P.  Beaudette,  Raton; 
William  R.  Oakes,  Los  Alamos. 

Councilors  for  One  Year:  William  Hossley,  Deming;  Guy  E. 
Rader,  Albuquerque. 

Executive  Secretary:  Mr.  Ralph  Marshall,  220  First  National 
Bank  Building,  Albuquerque;  telephone  CH.  2-2102. 

Elected  committees 

GRIEVANCE  COMMITTEE:  Robert  Coleman,  Portales,  1961; 
Ezra  Neidich,  Las  Cruces,  1961;  Albert  C.  Rood.  Albuquerque, 


1961;  Richard  Angle,  Santa  Fe,  1962;  Joseph  Sharpe,  Farming- 
ton,  1962;  Walter  J.  Hopkins,  Lovington,  1962;  Richard  Walsh, 
Silver  City,  1963;  Ernest  Faigle,  Alamogordo,  1963;  Paul  Fell, 
Deming  (Secretary),  1963. 

NEW  MEXICO  PHYSICIANS’  SERVICE:  H.  P.  Borgeson,  Ala- 
mogordo, 1961;  Frank  W.  Parker,  Gallup,  1963;  Allan  L. 
Haynes,  Clovis,  1962;  Emmit  Jennings,  Roswell,  1962;  Clarence 
Kaiser,  Roswell,  1962;  Omar  Legant,  Albuquerque  (President), 
1963;  H.  O.  Lehman,  Portales,  1962;  John  McCulloch,  Farming- 
ton,  1963;  W.  L.  Minton,  Lovington,  1962;  Joseph  Mansfield, 
Carlsbad,  1963;  John  T.  Parker,  Farmington,  1961;  Philip 
Shultz,  Santa  Fe,  1961;  Eugene  Szerlip,  Albuquerque,  1961; 
John  D.  Abrums,  Albuquerque,  1963. 

NOMINATING  COMMITTEE:  W.  A.  Stark,  Las  Vegas  (Dis- 
trict I — Colfax,  San  Miguel);  Howard  Seitz,  Santa  Fe  (District 
II — Santa  Fe,  Los  Alamos,  Taos);  Stuart  W.  Adler,  Albu- 
querque (District  HI— Bernalillo) ; James  B.  Moss,  Clovis 
(District  IV — Curry-Roosevelt,  Quay,  De  Baca);  Alfred  Blauw, 
Roswell  (District  V — Lea,  Eddy,  Chaves);  James  C.  Sedgwick, 
Las  Cruces  (District  VI — Otero,  Luna,  Dona  Ana,  Grants, 
Sierra) ; Wendell  Peacock,  Farmington  (District  VII — Valencia, 
McKinley,  San  Juan) , Chairman. 

CONVENTION  SITE  COMMITTEE:  Earl  Flanagan,  Carlsbad; 
William  Langlois,  Albuquerque  (Chairman) ; Brian  Moynahan, 
Santa  Fe. 

Appointed  committees 

LEGISLATIVE  COMMITTEE:  R.  C.  Derbyshire,  Santa  Fe, 
and  Thomas  L.  Carr,  Albuquerque,  Co-Chairmen;  Jack  Dilla- 
hunt,  Albuquerque,  Bernalillo;  Earl  Malone,  Roswell,  Chaves; 
Louis  Pavletlch,  Raton,  Colfax;  Samuel  Neff,  Clovis,  Curry- 
Roosevelt;  William  Sedgwick,  Las  Cruces,  Dona  Ana;  Gerald 
Slusser,  Artesia,  Eddy;  Richard  Walsh,  Silver  City,  Grant; 
William  L.  Minton,  Lovington,  Lea;  William  Oakes,  Los 
Alamos,  Los  Alamos;  L.  J.  Whitaker,  Deming,  Luna;  Richard 
Pousma,  Gallup,  McKinley;  Jose  Rivas,  Helen,  Mid-Rio 
Grande;  Ernest  T.  Faigle,  Alamogordo,  Otero;  Thomas  B. 
Hoover,  Tucumcari,  Quay;  John  T.  Parker,  Farmington, 
San  Juan;  J.  J.  Johnson,  Las  Vegas,  San  Miguel;  Harry  Ellis, 
Santa  Fe,  Santa  Fe;  H.  B.  Johnson,  Truth  or  Consequences, 
Sierra:  Ashley  Pond,  Taos,  Taos;  Matt  A.  Connell,  Grants, 
Valencia. 

PUBLIC  RELATIONS  COMMITTEE:  Howard  Seitz,  Santa  Fe, 
Chairman:  A.  H.  Follingstad,  Albuquerque:  John  D.  Abrums, 
Albuquerque;  Martin  Goodwin,  Clovis:  Avon  Flaniken,  Farm- 
ington; Everet  H.  Wood,  Albuquerque. 

MEDICAL-LEGAL  COMMITTEE:  John  D.  Abrums,  Albu- 
querque, Chairman;  Jack  Dillahunt,  Albuquerque:  James 
McCrory,  Santa  Fe;  Randall  Briggs,  Roswell;  H.  P.  Borgeson, 
Alamogordo. 

MENTAL  HEALTH  AND  ALCOHOLISM  COMMITTEE:  Wil- 
liam Sears,  Los  Alamos,  Chairman;  Fred  Langner,  Albuquer- 
que; Willard  Shankel,  Roswell. 

PUBLIC  HEALTH  COMMITTEE:  Roy  Goddard,  Albuquerque, 
Chairman;  Hugh  Woodward,  Albuquerque;  George  Prothro, 
Clovis;  Frank  Parker,  Gallup;  W.  E.  Badger,  Hobbs;  Matt 
Connell,  Grants. 

Subcommittee  to  Public  Health  Committee:  Martin  B.  Good- 
win, Clovis;  Paul  Lee,  Los  Alamos. 

CONSTITUTION  AND  BY-LAWS  COMMITTEE:  Omar  Le- 
gant, Albuquerque,  Chairman;  Leland  Evans,  Las  Cruces: 
C.  Pardue  Bunch,  Artesia;  R.  C.  Derbyshire,  Santa  Fe; 
Chester  Bynum,  Farmington. 

REHABILITATION  COMMITTEE:  Charles  Beeson,  Albuquer- 
que, Chairman;  Earl  Latimer,  Roswell;  Vincent  Accardi, 
Gallup:  Lawrence  Amick,  Albuquerque;  David  Kendall,  Farm- 
ington. 

SCHOOL  HEALTH  COMMITTEE:  Elsa  Brumlop,  Santa  Fe. 
INDUSTRIAL  HEALTH  COMMITTEE:  James  Dudley,  Albu- 
querque, Chairman;  Matt  Connell,  Grants:  Edgar  Rygh,  Santa 
Rita;  James  O’Laughlin,  Jal;  C.  C.  Lushbaugh,  Los  Alamos. 
CIVIL  DEFENSE  COMMITTEE:  Albert  Schwichtenberg,  Albu- 
querque, Chairman;  William  Blank,  Albuquerque. 
COMMITTEE  ON  AGING:  Louis  Levin,  Albuquerque,  Chair- 
man; William  Hossley,  Deming;  Warren  Brown,  Albuquerque; 
H.  R.  Landmann,  Santa  Fe;  George  Hathaway,  Las  Vegas; 
Samuel  Ziegler,  Espanola;  Molly  Radford,  Santa  Fe;  Mr.  Louis 
Lagrave,  ex-officio. 

LIAISON  COMMITTEE  TO  ALLIED  PROFESSIONS:  W.  W. 
Kridelbaugh,  Albuquerque,  and  Jack  Redman,  Albuquerque, 
Co-chairmen:  Richard  Streeper,  Santa  Fe;  John  Griffin,  Albu- 
querque; William  Langlois,  Albuquerque:  Eugene  Szerlip, 
Albuquerque:  Elmo  Anderson,  Albuquerque;  Leroy  Miller, 
Albuquerque;  Stuart  W.  Adler,  Albuquevqvie. 

MEDICARE  ADJUDICATION  COMMITTTEE:  John  J.  Cor- 
coran, Albuquerque,  Chairman;  George  Anison,  Albuquerque; 
Thomas  L.  Carr,  Albuquerque;  Irvine  Jordan,  Albuquerque; 
Bert  Kempers,  Albuquerque;  Louis  F.  Kuehn,  Albuquerque; 
James  McGuckin,  Albuquerque:  C.  E.  Molholm,  Albuquerque: 
Theodore  R.  Sadock,  Albuquerque;  Albert  Schonberg,  Albu- 
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querque;  Sidney  Schultz,  Albuquerque;  James  Shortle,  Albu- 
querque; James  Wiggins,  Albuquerque;  L.  H.  Wilkinson, 
Albuquerque. 

MATERNAL  AND  INFANT  MORTALITY  COMMITTEE:  David 
B.  Post,  Albuquerque,  Chairman;  Louis  F.  Kuehn,  Albu- 
querque; Alvina  Looram,  Santa  Fe;  Alton  Pruit,  Roswell; 
R.  V.  Seligman,  Albuquerque;  Howard  Wilson,  Los  Alamos; 
Raymond  Young,  Santa  Fe;  Eleanor  Adler,  Albuquerque; 
Stanley  J.  Leland,  Santa  Fe,  ex-officio. 

ADVISORY  COMMITTEE  TO  THE  BOARD  OF  REGENTS  OF 
UNIVERSITY  OF  NEW  MEXICO:  Albert  Maisel,  Albuquerque, 
and  Lewis  M.  Overton,  Albuquerque,  Co-chairmen;  Fred 
Hanold,  Albuquerque;  Richard  Pousma,  Gallup;  John  Con- 
way, Clovis;  Arthur  Fischer,  Las  Cruces;  Robert  Beaudette, 
Raton. 

AMERICAN  MEDICAL  EDUCATION  FOUNDATION:  John  F. 
Boyd,  Albuquerque. 

ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  CONTINUING 
COMMITTEE:  Aaron  Margulis,  Santa  Fe,  Chairman;  Wesley 
Connor,  Albuquerque;  Andrew  Babey,  Las  Cruces;  Charles 
Beeson,  Albuquerque;  V.  E.  Berchtold,  Santa  Fe. 

ACCIDENT  PREVENTION  COMMITTEE:  Harold  A.  Fenner, 
Hobbs,  Chairman. 

STUDENT  LOAN  COMMITTEE:  Allan  L.  Haynes,  Clovis, 
Chairman;  Lewis  M.  Overton,  Albuquerque;  James  C.  Sedg- 
wick, Las  Cruces. 

ADVISORY  COMMITTEE  TO  THE  DEPARTMENT  OF  PUB- 
LIC WELFARE:  Albert  Rosen,  Taos,  Chairman;  H.  R.  Land- 
mann,  Santa  Fe;  Earl  L.  Malone,  Roswell;  E.  H.  Dellinger,  Las 
Vegas;  Richard  A.  Walsh,  Silver  City;  G.  E.  Slusser,  Artesia; 
W.  E.  Badger,  Hobbs. 

CONVENTION  SCIENTIFIC  PROGRAM  COMMITTEE  (Mem- 
bers elected  by  House  of  Delegates):  Earl  Flanagan,  Carlsbad, 
1963;  Martin  Goodwin,  Clovis,  1963;  Andrew  Babey,  Las 
Cruces,  1962;  Aaron  Margulis,  Santa  Fe,  1962;  Richard  Angle, 
Santa  Fe,  1961;  Roy  Goddard,  Albuquerque,  1961. 

The  Utah  State  Medical  Association 

Annual  Session,  September  21-23,  1960 
Salt  Lake  City 

President:  I.  Bruce  McQuarrie,  Ogden. 

President-elect:  Wallace  S.  Brooke,  Salt  Lake  City. 

Secretary:  J.  Poulson  Hunter,  Salt  Lake  City,  1961. 

Treasurer:  R.  M.  Dalrymple,  Salt  Lake  City,  1960. 

Councilors:  Box  Elder,  D.  L,  Bunderson,  Brigham  City.  1960; 
Cache  Valley,  C.  J.  Daines,  Logan,  1960;  Carbon  County,  A.  R. 
Demman,  Helper,  1961;  Central  Utah,  Gaylord  A.  Buchanan, 
Richfield,  1962;  Salt  Lake  County,  R.  W,  Sonntag,  Salt  Lake 
City,  1959;  Southern  Utah,  J.  S.  Prestwich,  Cedar  City,  1960; 
Uintah  Basin,  R.  Bruce  Christian,  Vernal,  1961;  Utah  County, 
Ralph  E.  Jorgenson,  Provo,  1962;  Weber  County,  Wendell  J. 
Thomson,  Ogden,  1961. 

Executive  Committee:  I.  Bruce  McQuarrie,  Ogden;  U.  R. 
Bryner,  Salt  Lake  City;  Wallace  S.  Brooke,  Salt  Lake  City; 
J.  Poulson  Hunter,  Salt  Lake  City;  Robert  M.  Dalrymple, 
Salt  Lake  City. 

Delegate  to  American  Medical  Association:  Kenneth  B. 
Castleton,  Salt  Lake  City;  Alternate,  Drew  Petersen,  Ogden. 
Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East  Street,  Salt  Lake  City  2;  telephone  EL.  5-7477. 

See  February,  1960,  issue  for  complete  list  of  committees. 

Wyoming  State  Medical  Society 

Annual  Session,  September  7-10,  1960 
Jackson  Lake  Lodge 

President:  Benjamin  Gitlitz,  Thermopolis. 

President-elect:  Francis  A.  Barrett,  Cheyenne. 

Vice  President:  S.  J.  Giovale,  Cheyenne. 

Secretary:  F.  H.  Haigler,  Casper. 

Treasurer:  C.  D.  Anton,  Cheyenne. 

Councilors:  Albany  County,  B.  J.  Sullivan,  Laramie,  1960; 
Carbon  County,  Guy  M.  Halsey,  Rawlins,  1960;  Converse 
County,  Roman  J.  Zwalsh,  Glenrock,  1960;  Fremont  County, 
Bernard  D.  Stack,  Riverton,  1960;  Goshen  County,  O,  C.  Reed, 
Torrington,  1962;  Laramie  County,  David  M.  Flett,  Cheyenne. 
1962;  Natrona  County,  Roy  Holmes,  Casper,  1962;  Sheridan 
County,  Ralph  Arnold,  Sheridan,  1962;  Sweetwater  County, 
R.  C.  Stratton,  Green  River,  1961;  Teton  County,  D.  G.  Mac- 
Leod, Jackson,  1961;  Uinta  County,  J.  S.  Hewell,  Evanston, 
1961;  Northeastern  Wyoming,  Virgil  Thorpe,  Newcastle,  1961; 
Northwest  Wyoming,  John  Froyd,  Worland,  1960. 

Delegate  to  A.M.A.:  A.  T.  Sudman,  Green  River;  Alternate 
Delegate  to  A.M.A.:  B.  J.  Sullivan,  Laramie. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Box  2036,  Chey- 
enne: telephone  2-5525. 

See  February,  1960,  issue  for  complete  list  of  committees. 


WANT  ADS 


FULLY  EQUIPPED  OFFICE  with  records  in  Hayden, 
Colorado,  available.  15-bed  community  hospital  also 
fully  equipped  in  the  town.  Previous  physician  grossed 
$28,240  in  1959.  Contact  Mr.  John  Reagan,  Hayden, 
Colorado.  8-1-3 


HAVE  LEFT  AN  EXCELLENT  PRACTICE  in  Keenes- 
burg,  Colorado,  available  to  interested  G.P.  Com- 
pletely equipped  office  on  lease  or  rental  basis. 
Keenesburg  is  38  miles  from  Denver  in  a fertile  farm 
area.  If  interested,  call  Carl  Flaxer,  M.D..  or  Eugene 
Schulman,  M.D.,  SK.  7-1278.  8-2-3 


WANTED:  G.P.  for  group  medical  practice  in  excel- 
lent ski,  hunting,  and  fishing  area  in  Montana. 
Write  Box  8-3-3,  Rocky  Mountain  Medical  Journal, 
835  Republic  Building,  Denver  2.  8-3-3 


RETIRING  OLDER  PHYSICIAN  desires  contact  with 
younger  man  interested  in  securing  good  used  office 
equipment,  and/or  new  location  in  booming  locality. 
Call  or  write  J.  E.  Otte,  M.D.,  142  West  Main,  Littleton, 
Colorado.  8-4-3 


MONEY  WANTED:  10%  interest.  Payable  monthly, 
if  desired.  Well  diversified  and  well  secured.  No 
minimum  nor  maximum  amount  to  qualify  for  full 
return.  No  mandatory  investment  period.  Time  tested. 
Write  for  full  particulars.  Box  7-1-12,  Rocky  Moun- 
tain Medical  Journal,  835  Republic  Bldg.,  Denver  2. 

7-1-12 


DOCTOR’S  OFFICE  SPACE  available  in  Perl  Mack 
Shopping  Center.  For  details  contact  Dr.  Charles 
Lapan,  7069  Pecos,  HArrison  9-3529.  7-2TP 


CLINICAL  BUILDING.  Will  build  to  your  specifica- 
tions and  lease  or  sell  on  your  land  or  ours.  Denver 
area.  Financing  arranged.  Shaw  Brewer  Construction 
Company.  CH.  4-8157.  7-33 


BEAUTIFUL  NEW  Applewood  Valley  Medical  Center 
in  Metropolitan  Denver's  choicest  location  has  one 
single  suite  left.  Completely  air  conditioned.  No  other 
medical  building  in  this  area.  Call  BE.  7-1865  or  write 
Byron  Wilson,  10355  West  18th,  Denver  15.  7-63 


WE  HAVE  OPENING  for  the  right  young  General 
Practitioner  in  a small  group.  Surgical  experience 
desired  but  not  essential.  Ideal  working  conditions  in 
new  building — agricultural  area  on  the  plains.  Start- 
ing salary  depending  on  experience  with  early  part- 
nership. Good  income,  nice  town,  liberal  time  off.  Box 
7-42,  Rocky  Mountain  Medical  Journal,  835  Republic 
Bldg.,  Denver  2.  7-42 


FOR  SALE:  Burton  Spotlight,  $15.  Sclar  Tomkins 
Suction  and  Ether  Unit  with  stand,  $125.  E.N.T. 
chair,  $40.  Baumonometer,  $20.  Cameron  Surgical 
Unit,  $75.  Microtherm  (Raytheon),  $325.  Maico  Stetha- 
tron,  $30.  Baby  Scales  (Professional),  $15.  Soap  Dis- 
penser (Foot  Operated),  $8.  Spencer  Bright  Line 
Haemocytometer,  $7.50.  Hospital  Bed  Complete  (New 
Mattress),  $45.  Corner  Table  (Blond),  $18.  Instruments 
of  all  kinds  at  about  1/3  cost.  The  equipment  is  all 
in  good  condition.  Call  or  write  Harry  G.  Knapp,  M.D., 
Rifle,  Colo.  6-2TP 


AVAILABLE  NOW,  office  space  for  physicians,  sur- 
geons, specialists.  New  addition  in  the  modern, 
air-conditioned  Arvada  West  Professional  Building, 
containing  occupied  prescription  pharmacy  and  three 
dentists.  Space  for  eight  doctors  with  custom  finish- 
ing to  suit  your  requirements.  Suburban  convenience 
near  new  milllon-dollar  Arvada  Square  Shopping 
Center,  and  adjacent  to  the  300  unit  Arvada  Square 
Garden  Apartments.  Off-street  parking  for  75  cars. 
Arvada  has  a population  of  22,000  people  and  is  the 
fastest  growing  suburban  city  in  the  Denver  metro- 
politan area,  with  only  six  medical  doctors  at  present. 
Write  or  phone  Mr.  O.  S.  Forsberg,  President,  Fors- 
berg  Development  Company,  10010  W.  59th  Place, 
Arvada  (Denver),  Colo.  Phone  HA  4-4455.  6-5TF 


INTERNIST,  PEDIATRICIAN  IMMEDIATELY:  Ex- 
panding long  established  group;  Colorado  city  of 
125,000;  two  years  or  more  training  essential;  good 
guarantee;  opportunity  partnership  three  years.  Pull 
information  to:  Box  6-6TP,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2.  6-6TF 


LOCUM  TENENS  desired  by  resident  with  five  years' 
experience  in  general  practice  and  one  year  of 
general  surgery.  Licensed  in  Colorado  and  Montana. 
Would  prefer  summer  months.  Please  write  Box  6-73, 
Rocky  Mountain  Medical  Journal,  835  Republic  Bldg., 
Denver  2.  6-73 


for  August,  1960 


continued  on  next  page 
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WANT  ADS — Continued 


Oculist  Prescription  ( Guild  Dispensing 
Service  Exclusively  ( Opticians 

Shadford-Fletcher  Optical  Co. 

218  16th  Street,  AC.  2-2611  Main  Office 
3705  E.  Colfax  (Medical  Center  Bldg.),  FL.  5-0202 
1801  High  Street,  FL.  5-1815 
2465  South  Downing,  SP.  7-2424 
DENVER,  COLORADO  I 

) 1140  Spruce  Street 

( Boulder,  Colorado 


FOR  MEDICAL  MEN 


now  available  in  Denver's  exclusively 
Medical-Dental  Building  . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager. 

KE  4-5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremont  Place  • Denver  2,  Colorado 


RELIABLE  DRUGGISTS 


Quality  Drugs  Courteous  Service 


Jess  L.  Kincaid 

ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood 
and  V icinity 


EARNEST  DRUG 

217  1 6th  Street 
Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH — CLEAN — COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


DOCTOR  WANTED:  Well  paying  general  practice. 

Growing  locality.  Complete  line  of  very  fine  equip- 
ment at  a sacrifice.  This  opportunity  should  be  inves- 
tigated. Write  Box  6-3TE,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2.  6-3TF 


PSYCHIATRIST  WANTED:  College  in  Southern  Mon- 
tana looking  for  Board  Eligible  Psychiatrist  to  take 
on  part-time  teaching  and  student  psychotherapy  at 
the  college.  Remainder  of  the  time  could  be  divided 
between  private  practice  in  city  of  17,000,  and/or 
local,  state-supported,  mental  health  clinic.  Local 
elementary  educational  system  excellent.  Local  fish- 
ing, hunting  and  skiing  equal  to  anything  in  our 
nation.  Box  6-93,  Rocky  Mountain  Medical  Journal, 
835  Republic  Building,  Denver  2.  6-93 


OPENING  FOR  ASSOCIATE  physician  in  established 
office  at  excellent  location  in  Northwest  Denver. 
Doctor  moving  enjoyed  large  practice,  very  substan- 
tial part  of  which  will  remain  for  new  doctor.  Re- 
maining associate  physician  is  well  established  in- 
ternist. For  details  and  inspection  call  GLendale 
5-7557.  5-8TF 


NORTH  DENVER  MEDICAL  OFFICE  for  rent  In 
practically  new  building  at  $3.00  per  square  foot 
per  year.  Recently  vacated  by  G.P.  seeing  thirty 
patients  per  day.  Call  Ward  Anthony  at  HArrison 
2-2373.  6-53 


PARTNERSHIP  OPPORTUNITY  for  general  practi- 
tioner in  Denver  suburb.  Investment  required.  Send 
complete  resume.  Box  6-lTF,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2.  6-lTF 


PARTNERSHIP,  associate  or  entire  practice  plus 
house,  southern  part  of  Colorado.  Room  for  two 
men.  For  further  information  write  W.  W.  McKinley, 
M.D.,  Monte  Vista,  Colo.  6-4TF 


NEW  MEXICO:  Well-established  general  practice  of 
recently  deceased  physician  in  city  of  25,000.  New, 
completely  equipped  office  for  sale  or  lease.  Write: 
Box  5-lTF,  Rocky  Mountain  Medical  Journal,  835 
Republic  Bldg.,  Denver  2.  5-lTF 


ASSOCIATE  desired  for  an  excellent,  established  gen- 
eral practice  in  New  Mexico  town  of  12,000.  For 
information  call  FL.  5-1214  after  5 p.m.,  in  Denver, 
or  write:  Box  5-6TF,  Rocky  Mountain  Medical  Journal, 
835  Republic  Bldg.,  Denver  2.  5-6TF 


GENERAL  PRACTITIONER’S  office  for  sale  or  lease, 
40  W.  Alameda,  Denver.  Building  approximately  15 
years  old,  recently  remodeled  and  air  conditioned. 
Approximately  750  square  feet.  Possibility  of  assum- 
ing large  portion  of  present  neighborhood  and  indus- 
trial practice.  Present  owner  moving  to  Englewood 
to  practice  with  another  physician.  Write:  Box  3-4TF, 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver.  3-4TP 


NEVADA  COMMUNITIES  seeking  physicians  include 
Wells,  Carlin,  Austin,  Beatty,  Pioche,  and  Haw- 
thorne. Write  Mr.  Nelson  B.  Neff,  Executive  Secre- 
tary, Nevada  State  Medical  Association,  P.O.  Box  2790, 
Reno,  Nevada,  for  further  information  regarding  these 
opportunities.  5-TF 


VACANCY  in  Denver  Medical  Clinic,  1401  Jackson,  be- 
cause of  illness.  Four  rooms,  reception  room  and 
other  facilities,  including  large  off  street  parking. 
You  pay  only  rent  and  one-third  share  of  receptionist 
salary.  Full  use  of  Clinical  and  X-ray  Laboratory  serv- 
ice including  supplies.  Lease  if  desired.  For  details 
call  DExter  3-6939.  7-TF 
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Registered  Trade  Mark 

BOB'S  PLACE 

Trade  Mark 

A Bob  Cat  for  Service 

TEXACO  PRODUCTS 

300  South  Colorado  Boulevard 

Cow  Town,  Colo. 
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Abbey  Rents,  86 
Ames  Company,  56 

Herbert,  George,  & Sons,  53 
Bob’s  Place,  90 
Bristol  Laboratories,  4,  52 
Burroughs  Wellcome  & Co.,  80 

Cambridge  Dairy,  86 
Case,  G.  M.,  Laboratories,  78 
Children’s  Hospital  Ass’n,  86 
Ciba  Pharmaceutical  Products 
Co.,  Inc.,  83 

City  Park-Brookridge  Farms,  91 
Cocks-Clark  Engraving  Co.,  82 
Cordelia  of  Hollywood,  21 

Denver  Optic  Company,  86 

Earnest  Drug,  90 
Emory  John  Brady  Hospital,  84 
Empire  Casualty  Company,  8 
Endo  Products,  Inc.,  92 

Geigy  Pharmaceuticals,  7 


H.B.A.  Life  Insurance  Co.,  55 
Health-Mor,  Inc.,  14-15 

Kincaid’s  Pharmacy,  90 

Lederle  Laboratories,  46-47, 

78,  81,  84,  86 

Lilly,  Eli,  & Company,  22 
Long’s  Limb  Shop,  82 

Merck  Sharp  & Dohme,  Inc.,  3,  54 

Newton  Optical  Company,  63 

Parke,  Davis  & Company, 

Cover  II,  1 

Physicians  Casualty  Association,  84 
Picker  X-Ray  Corporation,  82 
Pitman-Moore  Co.,  68 
Publishers  Press,  Inc.,  78 

Republic  Building  Corp.,  90 
Robins,  A.  H.,  Company,  17,  20 
Roerig,  J.  B.,  & Co.,  Inc.,  87 


Sardeau,  Inc.,  6 

Saunders,  W.  B.,  Company,  9 
Schieffelin  & Company,  81 
Searle,  G.  D.,  Co.,  45 
Shadford-Fletcher  Optical  Co.,  90 

Smith,  Kline  & French 
Laboratories,  Cover  IV 

Squibb,  E.  R.,  & Sons,  12,  66 

Technical  Equipment  Corp., 

Cover  III 

Telephone  Answering  Service,  82 

U.  S.  Brewers  Foundation,  Inc.,  13 
U.  S.  Vitamin  Corporation,  50-51 

Wallace  Laboratories,  10-11, 

19,  74-77 

Wesson  Oil  & Snowdrift,  48-49 

Winthrop  Laboratories,  5,  57-58, 

59,  85 


^PERKCT! 


...in  fact,  that’s  the  only  condition  under 
which  City  Park-Brookridge  milk  is  produced. 

Our  modern  equipped  laboratory 
continually  runs  Babcock,  bacteria  and 
contamination  tests  on  the  milk.  Butterfat  tests 
are  taken  to  maintain  consistent  quality 
on  all  milk.  You  can  be  sure... milk  from 
City  Park-Brookridge  Farm  is  premium 
quality  at  its  best. 


Office  and  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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IN  ORAL  CONTROL  OF  PAIN 

ACTS  FASTER— usually  within  5-15  minutes.  LASTS  LONGER— usually 
6 hours  or  more.  MORE  THOROUGH  RELIEF— permits  uninterrupted 
sleep  through  the  night.  FfARELY  CONSTIPATES — excellent  for 
chronic  or  bedridden  patients. 

AVERAGE  ADULT  DosEi  1 tablet  every  6 hours.  May  be  habit-forming.  Federal  law 
permits  oral  prescription. 

Each  Percodan"'  Tablet  contains  4.50  mg.  dihydrohydroxycodeinone  hydro- 
chloride, 0.38  mg.  dihydrohydroxycodeinone  terephthalate,  0.38  mg.  homa- 
tropine  terephthalate,  224  mg.  acetylsaticylic  acid,  T60  mg.  phenacetin,  and 
32  mg.  caffeine. 

Also  available  — for  greater  flexibility  in  dosage  — Percodan®-Demi:  The 
Percodan  formula  with  one-half  the  amount  of  salts  of  dihydrohydroxyco- 
deinone and  homatropine. 

Literature?  Write 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  APC 

FOA'  /i  yy . » 


*U.S.  Pat.  2,628,185 
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NO 

DECREASE 

IN 

STAPHYLOCOCCAL 

SENSITIVITY 

OVER  AN  8-YEAR  SPAN...  TO 


CHLOROMYCETIN 

(chloramphenicol,  Parke-Davis) 

An  outstanding  and  frequently  reported  characteristic  of  CHLOROMYCETIN^"®  “...is  the  fact 
that  the  very  great  majority  of  the  so-called  resistant  staphylococci  are  susceptible  to  its  action.”^ 
In  describing  their  study,  Rebhan  and  Edwards^  state  that  “. . . only  a small  percentage  of  strains 
have  shown  resistance...”  to  CHLOROMYCETIN,  despite  steadily  increasing  use  of  the  dmg 
over  the  years. 


Fisher®  observes:  “The  over-all  average  incidence  of  resistance,  for  the  31,779  strains  [of  staph- 
ylococci] through  nine  years  was  about  9%.”  Finland"*  reports  that,  while  the  proportion  of 
strains  resistant  to  several  newer  antibiotics  has  risen  to  between  10  and  30  per  cent,  such  resist- 
ance to  CHLOROMYCETIN  “...has  been  rare  even  where  this  agent  has  been  used  extensively,” 
Numerous  other  investigators  concur  in  these  findings.®"® 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of 
250  mg.,  in  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been  asso- 
ciated with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor  infections.  Furthermore, 
as  with  certain  other  drugs,  adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged 
or  intermittent  therapy. 


References:  (I)  Welch,  H.,  in  Welch,  H.,  & Finland,  M.:  Antibiotic  Therapy  for  Staphylococcal  Diseases,  New  York, 
Medical  Encyclopedia,  Inc.,  1959,  p.  1.  (2)  Rebhan,  A.  W.,  & Edwards,  H.  E.:  Canad.  M.  A.  /.  82:513,  1960.  (3)  Fisher, 
M.  W.:  Arch.  Int.  Med.  105:413,  1960.  (4)  Finland,  M.,  in  Welch,  H.,  & Finland,  M.:  Antibiotic  Therapy  for  Staphy- 
lococcal Diseases,  New  York,  Medical  Encyclopedia,  Inc.,  1959,  p.  187.  (5)  Bercovitz,  Z.  T.:  Geriatrics  15:164,  1960. 
(6)  Glas,  W.  W,  & Britt,  E.  M.:  Management  of  Hospital  Injections,  in  Symposium  on  Antibacterial  Therapy,  Michigan 
& Wayne  County  Acad.  Gen.  Pract.,  Detroit,  September  12,  1959,  p.  7.  (7)  Staphylococcal  Infections  in  Pediatrics, 
Scientific  Exhibit,  Commission  on  Professional  and  Hospital  Activities,  108th  Ann.  Meet.,  A.  M.  A.,  Atlantic  City, 
June  8-12,  1959.  (8)  Robinson,  H.  M.,  Jr.;  Robinson,  R.  C.  V.,  & Raskin,  J.:  Fostgrad.  Med.  27:522,  1960. 


Statistics  were  gathered  over  almost  a decade  on  329  children  with  staphylococcal  pneumonia;  1,663  sensitivity  tests  were  performed. 
*Adapte<l  from  Rebban  & Edwards.*  looso 
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CLINICAL  REMISSION 

IN  A “PROBLEM”  ARTHRITIC 


In  rheumatoid  arthritis  with  serious  corticoid  side  effects.  Following 


profound  weight  loss  and  acute  g.i.  distress  on  prednisolone,  a 45-year- 
old  bookkeeper  with  a five-year  history  of  severe  arthritis  was  started 
on  Decadron,  1 mg./day.  Dosage  was  promptly  reduced  to  0.5  mg./day. 
After  ten  months  on  Decadron,  she  gained  back  eleven  pounds,  feels 
very  well,  and  had  no  recurrence  of  stomach  symptoms.  She  is  in 
clinical  remission.* 

New  convenient  b.  i.d.  alternate  dosage  schedule:  the  degree  and  extent  of  relief  provided  by 
DECADRON  allows  for  b.i.d.  maintenance  dosage  in  many  patients  with  so-called  "chronic”  condi- 
tions. Acute  manifestations  should  first  be  brought  under  control  with  a t.i.d.  or  q.i.d.  schedule. 

Snpplied:  As  0.75  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets  in  bottles  of  100.  Also  available 
as  Injection  DECADRON  Phosphate.  Additional  information  on  DECADRON  is  available  to  physicians 
on  request.  DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

*From  a clinical  investigator's  report  to  Merck  Sharp  & Dohme. 

DecadroR^ 

Dexamethasone 

TREATS  ^ PATIENTS  EFFECTIVELY 

MERCK  SHARP  & DOHME  • Division  of  Merck  & Co.,  INC.,  West  Point,  Pa. 


IV 


IN 

MULTI- 

VITAMINS 


A.  H.  Robins’ 
new  Adabee  — 
for  the  physician 
who  has 

weighed  the  . . . 


MOUNTING 

EVIDENCE 


Individually,  folic  acid  and  Bjo  fill  important  clinical  roles.^ 
But,  increasing  evidence  indicates  that  multivitamins  con- 
taining folic  acid  may  obscure  the  diagnosis  of  pernicious 
anemia,®'’^  And  vitamin  B12,  in  indiscriminate  and  unneces- 
sary usage®"®  is  likewise  blamed  for  this  diagnostic  con- 
fusionA 

Both  folic  acid  and  B12  have  been  omitted  from  Adabee,  in 
recognition  of  this  growing  medical  concern.  Also  excluded 
are  other  factors  which  might  interfere  with  concurrent  ther- 
apy, such  as,  hormones,  enzymes,  amino  acids,  and  yeast 
derivatives.  Adabee  supplies  massive  doses  of  therapeutically 
practical  vitamins  for  use  in  both  specific  and  supportive 
schedules  in  illness  and  stress  situations.  Thus,  new  Adabee 
offers  the  therapeutic  advantage  of  sustained  maximum 
multivitamin  support  without  the  threat  of  symptom-masking. 

references:  l.  Wintrobe,  M.  M.,  Clinical  Hematology,  3rd  ed., 
Phila.,  Lea  & Febiger,  1952,  p.  398.  2.  Goodman,  L.  S.  and  Gilman, 
A.,  The  Pharmacological  Basis  of  Therapeutics,  2nd.  ed..  New 
York,  Macmillan,  1955,  p.  1709.  3.  New  Eng.  J.M.,  Vol.  259,  No. 
25,  Dec.  18,  1958,  p.  1231.  4.  Frohlich,  E.  D.,  New  Eng.  J.M., 
259:1221,  1958.  5.  J.A.M.A.,  169:41,  1959.  6.  J.A.M.A.,  173:240, 
1960.  7.  Goldsmith,  G.  A.,  American  J.  of  M.,  25:680,  1958.  8. 
Darby,  W.  J.,  American  J.  of  M.,  25:726,  1958. 


ADABEE® 


Each  yellow,  capsule-shaped 
Vitamin  A 
Vitamin  D 

Thiamine  mononitrate  (Bj) 
Riboflavin  (B^) 

Pyridoxine  HCl  (Bg) 
Nicotinamide  (niacinamide) 
Calcium  pantothenate 
Ascorbic  acid  (vitamin  C) 


ADABEE^  M 


tablet  contains: 

25,000  USP  units 
1,000  USP  units 
15  mg. 

10  mg. 

5 mg_. 

50  mg’. 

10  mg. 

250  mg. 


Each  green,  capsule-shaped  tablet  contains  Adabee  plus  nine 
essential  minerals: 


Iron 

Iodine 

Copper 

Manganese 

Magnesium 


15.0  mg. 
0.15  mg. 
1.0  mg. 

1.0  mg. 

6.0  mg. 


Zinc 

Potassium 

Calcium 

Phosphorus 


1.5  mg. 
5.0  mg. 
103.0  mg. 
80.0  mg. 


indications:  A.S  dietary  supplements  for  the  deficiency  states 
that  accompany  pregnancy  and  lactation,  surgery,  burns, 
trauma,  alcohol  ingestion,  hyperthyroidism,  infections,  car- 
diac disease,  polyuria,  anorexia,  cirrhosis,  arthritis,  colitis, 
diabetes  mellitus,  and  degenerative  diseases.  Also  in  re- 
stricted diets,  particularly  peptic  ulcer,  in  geriatrics,  and  in 
concurrent  administration  with  diuretics  and  antibiotics. 


dosage:  One  or  more  tablets  a day,  as  indicated,  preferably 
with  meals. 

new!  ADABEE*  © 

the  multivitamin  without  B12  or  folic  acid 


A.  H.  ROBINS  COMPANY,  INC. 

Richmond  20,  Virginia 
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lli  firs.  Ea 
FLAVORED 


family  tradition 


There  are  probably  certain  medications  which  are 
special  favorites  of  yours,  medications  in  which 
you  have  a particular  confidence. 

Physicians,  through  ever  increasing  recommen- 
dation, have  long  demonstrated  their  confidence 
in  the  uniformity,  potency  and  purity  of  Bayer 
Aspirin,  the  world’s  first  aspirin. 

And  tike  Bayer  Aspirin,  Bayer  Aspirin  for  Chil- 
dren is  quality  controlled.  No  Other  maker  submits 
aspirin  to  such  thorough  quality  controls  as  does 
‘Bayer.  This  assures  uniform  excellence  In  both 
forms  of  Bayer  Aspirin. 

You  can  depend  on  Bayer  Aspirin  for  Children 
for  it  has  been  conscientiously  formulated  to  be 
the  best  tasting  aspirin  ever  made  and  to  live  up 
to  the  Bayer  family  tradition  of  providing  the  finest 
aspirin  the  world  has  ever  known. 

Bayer  Aspirin  for  Children  — HA  grain  flavored 
tablets-Supplied  in  bottles  of  50. 

• We  welcome  your  requests  for  samples  on  Bayer 
Aspirin  and  Flavored  Bayer  Aspirin  for  Children. 

TM*  imtvfmtt  coM'PA'NV,  O'tvj'SiON'  OP  sTBiKLim®  OifliU'e  tMc,.  »4ae  ttsoAowAV,  hkw  YomM  +«,  n.  y. 


for  September,  1960 


5 


. o For  the 
multi-system  disease 

HYPERTENSION 


Hydroflumethiazide 


Reserpine 


Protoveratrine  A 


An  integrated  multi-therapeutic 
antihypertensive,  that  combines  in  balanced  pro- 


In  each  SALUTENSIN  Tablet: 

Saluron®  (hydroflumethiazide)  — 

a saluretic-antihypertensive  50  mg. 

Reserpine  — 3.  tranquilizing  drug  with 

peripheral  vasorelaxant  effects  0.125  mg. 

Protoveratrine  A — 3 centrally  mediated 

vasorelaxant 0.2  mg. 


portions  three  clinically  proven  antihypertensives. 

Comprehensive  information  on  dosage  and  precautions 
in  official  package  circular  or  available  on  request. 

BRISTOL  LABORATORIES  • Syracuse,  New  York 


Nutritious  dishes — oysters,  cottage  cheese  salad  with  peanuts  and 
dried  fruits,  cole  slaw,  orange  juice,  custard — and  beer 


The  secret  of  a successful  high- vitamin, 
high-mineral  diet  is  acceptance 


Ihe  more  appetizing  the  diet,  the  more  likely  your  patient  will 
stick  to  it.  Dried  apricots  and  figs  with  cottage  cheese  and  peanuts 
attractively  provides  calcium,  iron,  vitamins  A,  Bz,  niacin  and  C. 
Oysters,  rich  in  iron  and  calcium,  supply  vitamins  A and  D. 

Shredded  cabbage  and  carrot  slaw  combines  vitamins  A and  C 
and  calcium.  Oatmeal  ranks  high  in  iron  and  gets  a generous  calci- 
um and  vitamin  Be  bonus  when  served  with  molasses  and  milk. 
Custard  contains  calcium  and  vitamins  A,  Bi,  Bg.  A topping  of 
orange  juice  concentrate  adds  vitamin -C. 

United  States  Brewers  Foundation 

If  yoy’d  lik©  reprints  of  this  and  11  other  different  diet  menus  for  your  patients, 
writ©  United  States  Brewers  Foundation,  535  Fifth  Avenue,  N.Y.  17,  N.Y. 


With  your  approval, 
beer  can  add  zest  to 
your  patient’s  diet. 

An  8*oz.  glass  of  beer  contains 
10  mg.  calcium,  50  mg.  phosphorus, 
H min.  daily  requirement  of 
niacin,  smaller  amounts  of 
other  B-complex  vitamins. 
(Average  of  American  beers) 
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WHY  IS  DIFFUSION  IMPORTANT? 


IN  CONTRACEPTION... 


Because  the  active  ingredients  of  a spermicidal  prepara- 
tion must  diffuse  rapidly  into  the  seminal  clot  and 
throughout  the  vaginal  canal  to  be  clinically  effective. 

Lanesta  Gel  offers  this  dual  protection.  Its  four 
spermicidal  agents  quickly  invade  the  clot  to  stop  the 
main  body  of  sperm.  It  spreads  evenly  and  quickly 
throughout  the  vaginal  canal— seeks  out  every  wrinkle 
and  fold  that  may  offer  concealment  to  sperm.  With 
this  rapid  diffusion,  your  patient  receives  full  benefit 
of  the  swift  spermicidal  action  of  Lanesta  Gel  — in 
minutes  — a decisive  measure  in  conception  control. 

In  Lanesta  Gel  7 -chloro-4-indanol,  a new,  effective, 
nonirritating,  nonallergenic  spermicide,  produces  im- 
mediate immobilization  of  spermatozoa  in  dilution 


of  up  to  1 ; 4,000.  The  addition  of  10  per  cent  NaCl  in 
ionic  form  greatly  accelerates  spermicidal  action.  Ri- 
cinoleic  acid  facilitates  rapid  inactivation  and  immo- 
bilization of  spermatozoa  and  sodium  lauryl  sulfate 
acts  as  a dispersing  agent  and  spermicidal  detergent. 

Lanesta  Gel  with  a diaphragm  provides  one  of  the 
most  effective  means  of  conception  control. 
However,  whether  used  with  or  without  a 
diaphragm,  the  patient  and  you,  doctor,  can 
be  certain  that  Lanesta  Gel  provides  faster 
spermicidal  action  — plus  essential  diffusion 
and  retention  of  the  spermicidal  agents  in 
a position  where  they  can  act  upon  the 
spermatozoa. 


Lanesta  Gel,  3 oz.  tube,  with  easy  clean  applicator,  in  an  attractive  purse.  Lanesta  Gel,  3 oz.  tube  with  A product 
applicator;  3 oz.  refill  tube  — available  at  all  pharmacies.  of  tanteoii* 


risearch. 

Manufactured  by.Esca  Medical  Laboratories,  Inc.,  Alliance,  Ohio.  Distributed  by  George  A.  Breon  & Co.,  New  York  18.  N.  Y. 
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Doctors,  too,  like  “Premarinr 


The  doctor’s  room  in  the  hospital 
is  used  for  a variety  of  reasons. 
Most  any  morning,  you  will  find  the 
internist  talking  with  the  surgeon, 
the  resident  discussing  a case  with 
the  gynecologist,  or  the  pediatrician 
in  for  a cigarette.  It’s  sort  of  a club, 
this  room,  and  it’s  a good  place  to 
get  the  low-down  on  “Premarin” 
therapy. 

t 


If  you  listen,  you’ll  learn  not  only 
that  doctors  like  “Premarin,”  but 
why  they  like  it. 

The  reasons  are  fairly  simple. 
Doctors  like  “Premarin,”  in  the  first 
place,  because  it  really  relieves  the 
symptoms  of  the  menopause.  It 
doesn’t  just  mask  them  — it  replaces 
what  the  patient  lacks  — natural  es- 
trogen. Furthermore,  if  the  patient 


is  suffering  from  headache,  insomnia, 
and  arthritic-like  symptoms  due  to 
estrogen  deficiency,  “Premarin”  takes 
care  of  that,  too. 

“Premarin,”  conjugated  estrogens 
(equine),  is  available  as  tablets  and 
liquid,  and  also  in  combination  with 
meprobamate  or  methyltestosterone. 
Ayerst  Laboratories  • New  York 
1 6,  N.  Y.  • Montreal,  Canada 
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MATERNAL  MORTALITY 

The  following  cases  have  been  reviewed 
by  the  Denver  Maternal  Mortality  Com- 
mittee* and  selected  for  publication  because 
of  their  educational  value.  Submission  of 
similar  cases  is  invited  from  other  com- 
mittees in  the  Rocky  Mountain  Region. 

O « 

Case  3+ 

The  patient  was  a 27-year-old  gravida  four, 
para  three,  who  was  first  seen  by  her  physician 
in  November,  1957,  in  the  third  month  of  gesta- 
tion. Previous  pregnancies  were  uncomplicated. 
No  abnormalities  were  noted  on  physical  examina- 
tion. Serology  was  negative.  Pregnancy  was  un- 
eventful until  the  eighth  month  (April)  when  the 
patient  developed  painless  uterine  bleeding  and 
was  hospitalized  for  three  days.  She  was  treated 
with  bed  rest  and  fluid  extract  of  ergot  and  the 
bleeding  subsided.  The  patient  was  again  admitted 
to  the  hospital  on  May  8,  1958,  with  painless 
uterine  bleeding. 

Labor  was  induced  medically  by  castor  oil, 
quinine  and  pitocin  (two  minims  every  half  hour). 
The  patient  continued  to  bleed  briskly,  losing  an 
estimated  two  ounces  of  blood  with  each  contrac- 
tion. Intravenous  glucose  was  started  and  vaginal 
examinations  were  done  on  two  occasions  to  note 
the  progress  of  labor.  After  10  hours  of  labor 
without  complete  dilation  of  the  cervix,  delivery 
by  manual  dilation  of  the  cervix  plus  internal 
version  and  extraction  was  elected.  This  procedure 
was  carried  out  under  open  drop  ether  anesthesia 
and  a living  male  infant  was  delivered.  The  pla- 
centa was  removed  manually  and  the  uterus  was 
packed;  500  cc.  of  plasma  was  administered.  The 
patient  failed  to  recover  from  shock  and  expired 
approximately  one  hour  after  delivery.  No  autopsy 
was  done. 

Comment 

The  death  was  considered  preventable  for  the 
following  reasons:  First,  the  occurrence  of  painless 
uterine  bleeding  in  the  last  trimester  of  pregnancy 
is  so  characteristic  a sign  of  placenta  previa  that 
consultation  should  have  been  obtained  and  plans 
made  for  blood  transfusion,  sterile  vaginal  exam- 
ination and  consideration  of  cesarean  section.  Sec- 
ond, induction  of  labor  and  planned  attempt  at 

tCases  1 and  2 reported  in  May,  1960,  RMMJ. 

•Committee  Members:  E.  N.  Akers,  M.D.;  Gerard  W.  delJunco, 
M.D.:  George  M.  Horner,  M.D.;  Paul  F.  McCallin,  M.D.;  Leo 
J.  Nolan,  M.D.;  James  R.  Patterson,  M.D.;  L.  W.  Roessing, 
M.D.,  and  Ben  C.  Williams,  M.D.,  Chairman. 


vaginal  delivery  in  a patient  who  has  symptoms 
of  placenta  previa  without  vaginal  evaluation  is 
far  too  dangerous  to  be  worthy  of  consideration. 
Third,  in  cases  of  placenta  previa,  the  cervix  and 
lower  uterine  segment  are  unusually  vascular, 
friable,  and  prone  to  severe  lacerations  when 
manual  dilation,  version,  and  extraction  are  at- 
tempted. Cesarean  section  was  indicated.  Fourth, 
the  failure  to  utilize  blood  transfusion  in  this  case, 
in  spite  of  continuous  uterine  bleeding,  is  incom- 
prehensible. The  500  cc.  of  plasma  administered 
only  after  onset  of  shock  was  entirely  inadequate 
and  too  late. 

Case  4 

This  patient  was  a 31 -year-old  gravida  five, 
para  three,  A.B.  one.  The  first  three  pregnancies 
went  to  term  and  were  uncomplicated  except  for 
postpartum  hemorrhage  following  the  second  de- 
livery. In  June,  1957,  the  patient  had  an  abortion 
at  three  months  gestation  (possibly  self-induced) 
and  a D.  & C.  was  done.  The  patient  failed  to  return 
for  follow  up  examination  and  was  next  seen  by 
her  physician  on  Dec.  12  at  which  time  the  uterus 
was  enlarged  to  the  size  of  a two-month  gestation, 
the  cervix  was  dilated  and  there  was  severe  bleed- 
ing. The  patient  gave  a history  of  taking  ergotrate 
(self -prescribed).  D.  & C.  was  done  on  Dec.  21  and 
two  liters  of  blood  were  given.  The  patient  con- 
tinued to  have  uterine  bleeding  with  severe  hem- 
orrhage on  two  occasions.  Examination  on  Jan.  6 
revealed  the  uterus  still  enlarged  to  twice  normal 
size.  Her  pulse  was  80,  B.P.  114/70,  and  hemoglobin 
14.1  gm.  On  Jan.  10  the  patient  had  another  hemor- 
rhage and  was  sent  to  the  hospital.  “Because  of 
continued  bleeding,  enlarged  uterus  and  to  pre- 
vent future  pregnancies  that  might  end  in  criminal 
abortion,  hysterectomy  was  elected,”  and  was  per- 
formed on  Jan.  23.  Twelve  hours  P.O.  the  patient 
developed  chills,  temperature  of  105°  F.,  rapid 
pulse  and  her  blood  pressure  fell  to  60/20.  Total 
blood  volume  was  normal.  A diagnosis  of  over- 
whelming infection  was  made  and  the  patient  was 
treated  with  blood,  I.V.  fluids,  and  antibiotics,  but 
failed  to  respond  and  died  12  hours  later.  Blood 
culture  revealed  Beta  hemolytic  streptococcus  in 
pure  culture.  Autopsy  revealed  generalized  peri- 
tonitis, acute. 

Comment 

It  was  the  opinion  of  the  committee  that  the 
death  was  preventable  due  to  an  error  in  judg- 
ment. It  was  felt  that  a wiser  decision  would  have 
been  to  do  a second  D.  & C.,  particularly  since  it 
was  known  at  this  time  that  there  had  very  likely 
been  some  attempt  at  induced  abortion  on  the 
part  of  the  patient  herself  or  an  abortionist. 
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whenever  depression 
complieates  the  picture 


^ many  seemingly  mild  physical  disorders 
‘ an  element  of  depression  plays  an 
insidious  etiologic  or  complicating  role. 

; Because  of  its  efficacy  as  an  antidepres- 
i sant,  coupled  with  its  simplicity  of  usage, 
s Tofranil  is  admirably  adapted  to  use  in  the 
home  or  office  in  these  milder  "depression- 
complicated”  cases. 


Tofranil 

brand  of  imipramine  HCi 


hastens  recovery 


It  is  always  wise  to  recognize  that  depres- 
sion  may  be  an  underlying  factor. . .that 
Tofranil  may  speed  recovery  in  "hypochon- 
driasis”; in  convalescence  when  recovery 
is  inexplicably  prolonged;  in  chronic  illness 
with  dejection;  in  the  menopausal  patient 
whose  emotional  disturbances  resist 
hormone  therapy;  and  in  many  other  com- 
parable situations  in  which  latent  depres- 
sion may  play  a part. 

Detailed  Literature  Available  on  Request. 

Tofranir,  brand  of  imipramine  hydrochloride, 
tablets  of  25  mg.  Ampuls  for  intramuscular 
administration,  25  mg.  in  2 cc.  of  solution. 


Geigy,  Ardsley,  New  York 


160-60 
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Don’t  settle  for 
''slow-power”  x-ray 


a 


T 

full  200-ma 


with  your  Patrician  combination 


get 


When  anatomical  motion  threatens  to  blur  ra- 
diographs, the  200-ma  Patrician  can  answer 
with  extreme  exposure  speed,  twice  that  of  anj'^ 
100-ma  installation.  Film  images  show  im- 
proved diagnostic  readability  . . . retalces  are 
fewer.  And  you’ll  find  the  G-E  Patrician  is  like 
this  in  everything  for  radiography  and  fluoro- 
scopy: built  right,  priced  sensibly,  uncompro- 
mising in  assuring  you  all  basic  professional 
advantages.  Full-size  81"  table  . . . independ- 
ent tubestand  . . . shutter  limiting  device  . . . 
automatic  tube  protection  . . . coimterbalanced 
fluoroscope,  x-ray  tube  and  Bucky  . . . full- 
wave  x-ray  output. 

You  also  can  rent  the  Patrician  — 

through  G-E  Maxiservice®  x-ray  rental  plan. 
Gives  you  the  complete  x-ray  unit,  plus  main- 
tenance, parts,  tubes,  insurance,  local  taxes  — 
everything — for  one,  uniform  monthly  fee.  Get 
details  from  your  local  G-E  x-ray  representa- 
tive listed  below. 


DIRECT  FACTORY  BRANCHES 
BUTTE 

103  N.  Wyoming  St.  • Phone  2-5871 


RESIDENT  REPRESENTATIVES 
ALBUQUERQUE 

C.  C.  CARTER,  708  California  St.,  S.E.  • Phone  3-3505 


DALLAS 

1616  Oak  Lawn  Avenue 
Riverside  1-1568-1569-1560 

DENVER 

3031  E.  40th  Ave.  • DUdley  8-4088 
SALT  LAKE  CITY 
215  S.  4th,  E.  • EMpire  3-2701 


BILLINGS 

M.  E.  BALE,  2725  Miles  Ave.  • ALpine  9-9660 
COLORADO  SPRINGS 

I.  S.  PRICE,  907  Skyway  Blvd.  • MElrose  2-0060 
EL  PASO 

T.  B.  MOORE,  8303  Magnetic  Street  • SKyline  5-4474 
MISSOULA 

J.  W.  TREDIK,  2404  Skyline  Dr.  • Phone  9-0055 
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Patent  #2748052 


for  medical  management  of  obesity 


The  different  amphetamine  combination  of  choice . . . 
even  in  many  cases  of  hyperthyroidism,  hypertension, 
coronary  artery  and  other  cardiovascular  diseases. 


OBETROL  incorporates  the  desired  action  of  amphetamines  with- 
out usual  drawbacks. 


OBETROL  Each  20  mg.  tablet  or  two  10  mg.  tablets  contain  safer, 
longer  acting  Methamphetamine  Saccharate  5 mg., 
with  Methamphetamine  Hydrochloride  5 mg.,  Ampheta- 
mine Sulfate  5 mg.,  Dextro  Amphetamine  Sulfate  5 mg. 


SUPPLIED:  in  10  mg.  and  20  mg.  tablets  in  bottles  of  100, 500,  and  1,000. 

Ref:  Plolz,  M.:  Modern  Management  of  Obesity.  J.A.M.A.  170:  1513-1515  (July  25)  1959. 

Available  on  prescription  at  all  leading  pharmacies. 

Write  today  for  clinical  samples.  ’’w  '53  iTOR 
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Lifts  depression.. 


You  see  an  improvement  within  a few  days 

Thanks  to  your  prompt  treatment  and  the 
smooth  action  of  Deprol,  her  depression 
is  relieved  and  her  anxiety  and  tension 
calmed  — often  in  a few  days.  She  eats 
well,  sleeps  well  and  soon  returns  to  her 
normal  activities. 


as  it  calms  anxiety ! 


Smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety... 
rapidly  and  safely 


Balances  the  mood  — no  “seesaw” 
effect  of  amphetamine -barbiturates 
and  energizers.  While  amphetamines 
and  energizers  may  stimulate  the  patient 
—they  often  aggravate  anxiety  and 
tension. 

And  although  amphetamine-barbiturate 
combinations  may  counteract  excessive 
stimulation— t/iey  often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects, 
Deprol’s  smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety— both  at  the 
same  time. 


Acts  swiftly  — the  patient  often  feels 
better,  sleeps  better,  within  a few 
days.  Unlike  the  delayed  action  of  most 
other  antidepressant  drugs,  which  may 
take  two  to  six  weeks  to  bring  results, 
Deprol  relieves  the  patient  quickly  — often 
within  a few  days.  Thus,  the  expense  to 
the  patient  of  long-term  drug  therapy  can 
be  avoided. 

Acts  safely  — no  danger  of  liver 
damage.  Deprol  does  not  produce  liver 
damage,  hypotension,  psychotic  reactions 
or  changes  in  sexual  function— frequently 
reported  with  other  antidepressant  drugs. 


BibUography  (13  clinical  studies,  858  patients):\.  Alexander,  L.  (35  patients):  Chemotherapy 
of  depression  — Use  of  meprobamate  combined  with  benactyzine  (2-diethyIaminoethyl  benzilate)  hydrochlo- 
ride. J.A.M.A.  166:1019,  March  1,  1958.  2.  Bateman,  J.  C.  and  Carlton,  H.  N.  (50  patients):  Meprobamate 
and  benactyzine  hydrochloride  (Deprol)  as  adjunctive  therapy  for  patients  with  advanced  cancer.  Antibiotic 
Med.  & Clin.  Therapy  6:648,  Nov.  1959.  3.  Beerman,  H.  M.  (44  patients):  The  treatment  of  depression  with 
meprobamate  and  benactyzine  hydrochloride.  Western  Med.  1:10,  March  1960.  4.  Bell,  J.  L.,  Tauber,  H., 
Santy,  A.  and  Pulito,  F.  (77  patients):  Treatment  of  depressive  states  in  office  practice.  Dis.  Nerv.  System 
20:263,  June  1959.  5.  Breitner,  C.  (31  patients):  On  mental  depressions.  Dis.  Nerv.  System  20:142,  (Section 
Two),  May  1959.  6.  Gordon,  P.  E.  (50  patients);  Deprol  in  the  treatment  of  depression.  Dis.  Nerv.  System 
21:215,  April  1960.  7.  Landman,  M.  E.  (50  patients);  Clinical  trial  of  a new  antidepressive  agent,  j.  M.  Soc. 
New  Jersey.  In  press,  1960.  8.  McClure,  C.  W.,  Papas,  P.  N.,  Speare,  G.  S.,  Palmer,  E.,  Slattery,  J.  J., 
Konefal,  S.  H.,  Henken,  B.  S.,  Wood,  C.  A.  and  Ceresia,  G.  B.  (128  patients);  Treatment  of  depression  — New 
technics  and  therapy.  Am.  Pract.  & Digest  Treat.  10:1525,  Sept.  1959.  9.  Pennington,  V.  M.  (135  patients): 
Meprobamate-benactyzine  (Deprol)  in  the  treatment  of  chronic  brain  syndrome,  schizophrenia  and  senility. 
J.  Am.  Geriatrics  Soc.  7:656,  Aug.  1959.  10.  Rickels,  K.  and  Ewing,  J.  H.  (35  patients);  Deprol  in  depressive 
conditions.  Dis.  Nerv.  System  20:364,  (Section  One),  Aug.  1959.  11.  Ruchwarger,  A.  (87  patients);  Use  of 
Deprol  (meprobamate  combined  with  benactyzine  hydrochloride)  in  the  office  treatment  of  depression. 
M.  Ann.  District  of  Columbia  28:438,  Aug.  1959.  12.  Settel,  E.  (52  patients);  Treatment  of  depression  in  the 
elderly  with  a meprobamate-benactyzine  hydrochloride  combination.  Antibiotic  Med.  & Clin.  Therapy  7:28, 
Jan.  1960.  13.  Splitter,  S.  R.  (84  patients):  Treatment  of  the  anxious  patient  in  general  practice.  J.  Clin.  & 
Exper.  Psychopath.  In  press,  April-June  1960. 


Deprol^* 


Dosage:  Usual  starting  dose  is  1 tablet  q.i.d.  When 
necessary,  this  dose  may  be  gradually  increased  up  to 
3 tablets  q.i.d. 

Composition:  1 mg.  2-diethylaminoethyl  benzilate  hydro- 
chloride (benactyzine  HCl)  and  400  mg.  meprobamate. 
Supplied:  Bottles  of  50  light-pink,  scored  tablets.  Write 
for  literature  and  samples. 

w WALLACE  LABORATORIES  J New  Brunswick,  N.  J. 


00-2126 


Butazolfdin 


brand  of  plienytoutazon© 


Since  its  antl-ihfiammatory  properties 
were  first  noted  in  Geigy  laboratories  10 
years-  ago,  time  and  experience  have 
steadily  fortified  the  position  of 
Butazolidin  as  a leading  nonhormonal 
anti-arthritic  agent.  .Indicated  in  both 
chronic  and  acute  forms  of  arthritis,  ‘ 
Butazolidin  is  noted  for  Its  striking 
effectiveness  in  relieving  pain, 
increasing  mobHity  and  halting 
inflammatory  change. 


Butazolidin®,  brand  of  phenylbutazone: 
Red,  sugar-coated  tablets  of  100  mg. 
Butazolidin®  Alka:  Orange  and  white 
capsules  containing  Butazolidin  100  mg 
dried  aluminum  hydroxide  gel  100  mg.; 
magnesium  trisilicate  150  mg.; 
homatropine  methylbromide  1.25  mg. 

Geigy,  Ardsley,  New  York  I 


in  arthritis  and  allied 
disorders 


Proved  by  a Decade  of  Experience 
Confirmed  by  1700  Published  Reports 
Attested  by  World-Wide  Usage 


] 
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preventable  tragedy; 

permanent  pitting  and  scarring  in  acne 


for  effective  control  of  the  pp>^ic  organisms 
often  responsible  for  permanent  pitted  and  hypertrophic  scars' 


broad  spectrum  efiScacy  with  unmatched  record  of  safety  and  tolerance 


Supply:  TETREX  Capsules— tetracycline  phosphate 
complex  — each  equivalent  to  250  mg.  tetracycline 
HCI  activity.  Bottles  of  16  and  100.  Capsules— 100 
mg.— bottles  of  25  and  100.  Information  on  conven- 
ient dosage  schedule  available  on  request. 

1.  Rein,  C.  R.,  and  Fleischmajer,  R.:  The  efficacy  of  tetra- 
cycline phosphate  complex  (TETREX)  in  dermatological 
therapy.  Antibiotic  Med.&.  Clin.  Ther.  4:422  (July)  1957. 
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clinically  proven  efficacy. 

in  relieving  tension . . . curbing  hypermotility  and  excessive  secretion  in  G.  L disorders 


PATHIBAMATE  combines  two  highly  effective  and 
well-tolerated  therapeutic  agents: 

Meprobamate — widely  accepted  tranquilizer 

and 

PATHILON  tridihexethyl  chloride — antichol- 
inergic noted  for  its  effect  on  motility  and 
gastrointestinal  secretion  with  few  unwanted 
side  effects. 

Contraindications:  glaucoma,  pyloric  obstruction,  and 
obstruction  of  the  urinary  bladder  neck. 


Two  available  dosage  strengths  permit  adjusting  therapy 
to  the  G.l.  disorder  and  degree  of  associated  tension. 

Where  a minimal  meprobamate  effect  is  preferred... 
PATHIBAMATE-200  Tablets:  200  mg.  of  meprobamate; 

25  mg.  of  PATHILON 

Where  a full  meprobamate  effect  is  preferred . . , 

PATHiBAMATE-400  Tablets:  400  mg.  of  meprobamate; 

25  mg.  of  PATHILON 

Dosage:  Average  oral  adult  dose  is  1 tablet 
t.i.d.  at  mealtime  and  2 tablets  at  bedtime. 


Pathibamate^ 

meprobamate  with  PATHILON® tridihexethyl  chloride  Lederle 


. clinically  proven  safety 


The  efficacy  of  PATHIBAMATE  has  been  confirmed 
clinically  in  duodenal  ulcer,  gastric  ulcer,  intestinal 
colic,  spastic  and  irritable  colon,  ileitis,  esophageal 
spasm,  anxiety  neurosis  with  gastrointestinal  symp- 
toms, and  gastric  hypermotility. 


Pictured  are  the  results  obtained  with  the  PATHILON 
(tridihexethyl  iodide)-meprobamate  combinationt  in  a 
double-blind  study  of  303  ulcer  patients,  extending  over 
a period  of  36  months.*  They  clearly  demonstrate  the 
efficacy  of  PATHIBAMATE  in  controllingthe  symptoms. 


SIDE  EFFECTS 

TRIDIHEXETHYL 

lODIDEt 

MEPROBAMATE 

TRIDIHEXETHYL 

lODlDEt 

METHANTHELINE 

BROMIDE 

ATROPINE  SULFATE 

PLACEBO 

DRY  MOUTH 

1% 

5% 

72% 

46% 

5% 

STOMATITIS 

1% 

0% 

28% 

14% 

0% 

VISUAL  DISTURBANCES 

0% 

0% 

50% 

34% 

1% 

URINARY  RETENTION 

0% 

0% 

18% 

11% 

1% 

DROWSINESS 

20% 

0% 

0% 

0% 

0% 

COMPLICATIONS 

OR  SURGERY 

^%V'- 

! ■ . 

j 

HEMORRHAGE 

0% 

9% 

3% 

9% 

10% 

PERFORATION 

0% 

0% 

0% 

6% 

0% 

OPERATION 

0% 

5% 

5% 

14% 

2% 

RECURRENCES 

NONE 

28% 

23% 

25% 

17% 

26% 

FEWER  AND  MILDER 

67% 

62% 

52% 

37% 

24% 

SAME  OR  MORE 

5% 

15% 

23% 

46% 

50% 

•Atwater,  J.  S.,  and  Carson,  J.  M.:  Therapeutic  Principles  in  Management  of  Peptic  Ulcer.  Am.  J.  Digest.  Dis.  4:1055  (Dec.)  1959. 

tPATHILON  is  now  supplied  as  tridihexethyl  chloride  instead  of  the  iodide,  an  advantage  permitting  wider  use,  since  the  latter  couid 
distort  the  results  of  certain  thyroid  function  tests. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 

controi  the  tension — treat  the  trauma 


“Sometimes, 
when  I have 
a running  nose, 

I’d  like  to 
clear  it  with 

TRIAMINIC®^ 

just  to  check  out 
that  systemic 
absorption  business. 

Reaches  ^ nasal 
and  paranasal 
membranes,  huh?” 


. . . and  for  humans 
with 

RUNNING  NOSES... 


You  can’t  reach  the  entire  nasal  and  paranasal  mucosa  by  putting 
medication  in  a man’s  nostrils  — any  more  than  you  could  by  trying  to 
pour  it  down  an  elephant’s  trunk.  TRIAMINIC,  by  contrast,  reaches  all 
respiratory  membranes  systemically  to  provide  more  effective,  longer- 
lasting  relief.  And  TRIAMINIC  avoids  topical  medication  hazards  such 
as  ciliary  inhibition,  rebound  congestion,  and  “nose  drop  addiction.” 

Indications:  nasal  and  paranasal  congestion,  sinusitis,  postnasal  drip, 
upper  respiratory  allergy . 


Relief  is  prompt  and  prolonged 

because  of  this  special  timed-release  action: 

first  — the  outer  layer 
dissolves  within 
minutes  to  produce 
3 to  4 hours  of  relief 

then  — the  core 
disintegrates  to 
give  3 to  4 more 
hours  of  relief 


Each  Triaminic  timed-release  Tablet  provides: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate  26  mg. 


Dosage:  1 tablet  in  the  morning,  midafternoon  and  at  bedtime. 
In  postnasal  drip,  1 tablet  at  bedtime  is  usually  sufficient. 

Each  timed-release  Triaminic  Juvelet®  provides: 

% the  formulation  of  the  Triaminic  Tablet. 

Dosage:  1 Juvelet  in  the  morning,  midafternoon  and  at  bedtime. 

Each  tsp.  (5  ml.)  of  Triaminic  Syrup  provides: 

Vi  the  formulation  of  the  Triaminic  Tablet. 

Dosage  (to  be  administered  every  3 or  4 hours)  : 

Adults  — 1 or  2 tsp.;  Children  6 tol2—l  tsp.; 

Children  1 to  6 — V2  tsp.;  Children  under  1 — Vi  tsp. 


TRIAMINIC 

running  noses  •ft  ft 


timed-release  tablets,  juvelets,  and  syrup 


and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 


Bfor  a smooth ■ 
downward  curve 


New  Rautrax-N  results  in  prompt  lowering  of  blood  pres- 
sure.' Rautrax-N,  a new  and  carefully  developed  antihyper- 
tensive-diuretic  preparation,  provides  improved  therapeutic 
action'  plus  enhanced  diuretic  safety  for  all  degrees  of  essen- 
tial hypertension.  A combination  of  Raudixin  and  Naturetin, 
Rautrax-N  facilitates  the  management  of  hypertension  when 
rauwolfia  alone  proves  inadequate,  or  when  prolonged  treat- 
ment, with  or  without  associated  edema,  is  indicated. 


Naturetin,  the  diuretic  of  choice,  also  possesses  marked 
antihypertensive  properties,  thus  complementing  the  known 
antihypertensive  action  of  Raudixin.  In  this  way  a lower 
dose  of  each  component  in 
Rautrax-N  controls  hyper- 
tension effectively  with 
few  side  effects  and 
greater  margin 
of  safety. 
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Other  advantages  are  a balanced  electrolyte  pattern'-'®  and 
the  maintenance  of  a favorable  urinary  sodium-potassium 
excretion  ratio. ^-i®  Clinical  studies'-®  have  shown  that  the 
diuretic  component  of  Rautrax-N  — Naturetin  — has  only  a 
slight  effect  on  serum  potassium.  The  supplemental  potas- 
sium chloride  provides  additional  protection  against  potas- 
sium depletion  which  may  occur  during  long  term  therapy. 


Rautrax-N  may  be  used  alone  or  in  conjunction  with  other 
antihypertensive  drugs,  such  as  ganglionic  blocking  agents, 
veratrum  or  hydralazine,  when  such  regimens  are  needed 
in  the  occasionally  difficult  patient. 


Supply:  Rautrax-N  — capsule-shaped  tablets  providing  50 
mg.  Raudixin  (Squibb  Rauwolfia  Serpentina  Whole  Root) 
and  4 mg.  Naturetin  (Squibb  Benzydroflumethiazide),  with 
400  mg.  potassium  chloride. 


Dosage:  Initially- 1 to  4 tablets  daily  after  meals.  Mainte- 
nance- 1 or  2 tablets  daily  after  meals;  maintenance  dosage 
may  range  from  1 to  4 tab- 
lets daily.  For  complete  in- 
structions and  precautions 
see  package  insert.  Litera- 
ture available  on  request. 

References;  1.  Reports  to  the  Squibb 
Institute,  1960.  2.  David,  N.A.; 
Porter,  G.  A.,  and  Gray,  R.  H.:  Mono- 
graphs on  Therapy  5:60  (Feb.)  1960. 
3.  Stenberg,  E.  S.,  Jr.;  Benedetti,  A., 
and  Forsham,  P.  H.:  Op.  cit.  5;46 
(Feb.)  1960.  4.  Fuchs,  M.;  Moyer,  J. 
H.,  and  Newman,  8.  E.:  Op.  cit.  5:55 
(Feb.)  1960.  5.  Marriott,  H.  J.  L,  and 
Schamroth,  L:  Op.  cit.  5:14  (Feb.) 
1960.  6.  Ira,  G.  H.,  Jr.;  Shaw,  D.  M., 
and  Bogdonoff,  M.  D.:  North  Carolina 
M.  J.  21:19  (Jan.)  1960.  7.  Cohen,  B. 

M. :  M.  Times,  to  be  published.  8. 
Breneman,  G.  M.  and  Keyes,  J.  W.: 
Henry  Ford  Hosp.  M.  Bull.  7:281 
(Dec.)  1959.  9.  Forsham,  P.  H.: 
Squibb  Clin.  Res.  Notes  2:5  (Dec.) 
1959.  10.  Larson,  E.:  Op.  cit.  2:10 
(Dec.)  1959.  11.  Kirkendall,  W.  M.: 
Op.  cit.  2:11  (Dec.)  1959.  12.  Yu,  P. 

N. :  Op.  cit.  2:12  (Dec.)  1959.  13. 
Weiss,  S.;  Weiss,  J.,  and  Weiss,  B.: 
Op.  cit.  2:13  (Dec.)  1959.  14.  Moser, 
M.:  Op.  cit.  2:13  (Dec.)  1959.  15. 
Kahn,  A.,  and  Grenblatt,  I.  J.:  Op.  cit. 
2:15  (Dec.)  1959.  16.  Grollman.  A.: 

Monographs  on  Therapy 
5:1  (Feb.)  1960. 

Squibb  Quality  — the 
Priceless  Ingredient 


Sqjjibb 


The  proved,  effective  antihypertensive— 
now  combined  with  a safer,  better  diuretic 

RAUTRAX-N 

Squibb  Standardized  Whole  Root  Rauwolfia  Serpentina  (Raudixin) 
and  Benzydroflumethiazide  (^Naturetin)  with  Potassium  Chloride 


for  September,  1960 


21 


‘B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘CORTISPORIN 


Broad-spectrum  antibac- 
terial action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


‘POLYSPORIN’ 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven  ' 
effectiveness  for  the  i 
topical  control  of  gram-  , 
positive  and  gram-nega-  j 
tive  organisms.  I 


- . . 

Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

‘Cortisporin’® 

‘Aerosporin’®  brand 

Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

— 

10  mg. 

Supplied: 

Tubes  of  1 oz., 

V2  oz.  and  Ys  oz. 

(with  ophthalmic  tip) 

Tubes  of  1 oz., 

V2  oz.  and  Vs  oz. 
(with  ophthalmic  tip) 

Tubes  of  Yz  oz.  and 

Ya  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuekahoe,  New  York 
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senile 

anxiety 

disorientation 

agitation 

hostility 

irritability 

apprehension 

hysteria 

insomnia 

chronic 

urticaria 

alcoholism 

menopausal 

syndrome 

neuro- 

dermatoses 

functional 

gastrointestinal 

disorders 

psychoneuroses 

tension 

headaches 

dysmenorrhea 

psychosomatic 

complaints 

situational 

stress 

asthma 

hyperactivity 

tics 

preoperative 

anxiety 

enuresis 

behavior 

problems 


ATARAX  ENCOMPASSES  MORE  PATIENT  NEEDS... LETS  YOU 
CHART  A SAFER,  MORE  EFFECTIVE  COURSE  TO  TRANQUILITY 


ATARAX  has  a wide  range  of  flexibility  . . . from 
mild  adult  tensions  and  anxieties  to  full-blown 
alcoholic  episodes  . . . from  the  behavior  dis- 
orders of  childhood  to  the  emotional  problems 
of  old  age.  Why?  Because  it  gives  you  maximum 
adaptability  of  dosage  . . . works  quickly  and 
predictably  ...  is  unsurpassed  in  safety. 

ATARAX  offers  extra  pharmacologic  actions 
especially  useful  in  certain  troublesome  con- 
ditions. it  is  antihistaminic  and  mildly  anti- 
arrhythmic,  does  not  stimulate  gastric  secre- 
tions. Hence  it  is  well  suited  to  the  needs  of 
your  allergic,  cardiac  and  ulcer  patients. 

Have  you  discovered  all  the  benefits  of 

ATARAX? 

Dosage:  Adults,  one  25  mg.  tablet,  or  one  tbsp.  Syrup 
q.i.d.  Children,  3-6  years,  one  10  mg.  tablet  or  one  tsp. 
Syrup  t.i.d.;  over  6 yeprs,  two  10  mg.  tablets  or  two  tsp. 

Syrup  t.i.d. 


Supplied:  Tiny  10  mg.,  25  mg.,  and  100  mg.  tablets,  bot- 
tles of  100.  Syrup,  pint  bottles.  Parenteral  Solution: 
25  mg./cc.  in  10  cc.  multiple-dose  vials:  50  mg./cc.  in 
2 cc.  ampules.  Prescription  only. 

Complete  bibliography  available  on  request. 


;it;ii<;ix 


(BRAND  OF  HYDROXYZINE) 

PASSPORT  TO  TRANQUILITY 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being^" 


VITERRA^ 


for  vitamin-mineral  supplementation 

• capsules  • tastitabs® 

• therapeutic  capsules 
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.n^uscles,  uhtplash  injury  • 
acute  and  chronic  lumbar  strainBHViPi 
and  tmimatic  injuc^,  compression  fracti 
i^sck(s)  • ExTSEMm^  acute  hip  inH 
to  shin  follow^  by  muscle  s^asm^ 
IPth  recurrent  spasm,  P^lle^^i-Stieda  di 


now-for 
more  comprehensive 

control  of 


ROBAXIN'*  WITH  ASPIRIN 


Igesic 


>asm  of  skeletal  muscles, 
freats  both  the  pain  and 
sHents,  12  investigators' 
det  contains: 


■ Its  prompt,  long-lasting  relief  of 
iiaesired  £de  effects 400  mgi 

«rl>aiTwrf  Robins.  U.S.  Par.  No.  i?7SfiCl. 


g effect  IS  markedly  sihancedhy  Robaxin, 
anti-rheumartc  agent*  ...  (5  gr*)  32!>  mg. 


^fflJ*PLY : Robaxisal  Tablets  ( pink-aiKHwhitc,  laminated) 
in  bottles  of  100  atid  500. 


Also  available:  Robaxin  Injectable,  1.0  Cm.  in  10-cc.  am- 
pul. Robaxin  lablets,  0.5  Gm.  (white,  scored)  in  bottles  of 
50  and  500. 


-'s 


■"""WM 


Wise..  B.  Billow,  New  York.  N.  Y..  B.  Decker,  Richmond,  Va., 
lad.  Schenectady,  N.  Y..  L.  Levy,  New  York.  N.  Y.,  N.  LoBue, 
, Cal.,  E,  Ra8».  Brooklyn,  N.  Y.,  K.  H.  Strongv  Fairfield,  la. 


A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


rrow  s ,with  persistence 


OWhen  you  want  to  reduce  serum  cholesterol 

and  maintain  it  at  a low  level,  is  medication  more 
■ realistic  than  dietary  modifications'^ 


Where  a vegetable  (salad)  oil  is  medically  recom- 
mended for  a cholesterol  depressant  regimen.  Wesson 
is  unsurpassed  by  any  readily  available  brand. 
Uniformity  you  can  depend  on.  Wesson  has  a poly- 
unsaturated content  better  than  50%  . Only  the  lightest 
cottonseed  oils  of  highest  iodine  number  are  selected 
for  Wesson.  No  significant  variations  are  permitted  in 
the  22  exacting  specifications  required  before  bottling. 


Wesson  satisfies  the  most  exacting  appetites.  To  be 

effective,  a diet  must  be  eaten  by  the  patient.  The 
majority  of  housewives  prefer  Wesson  particularly  by 
the  criteria  of  odor,  flavor  {blandness ) and  lightness  of 
color.  (Substantiated  by  sales  leadership  for  59  years 
and  reconfirmed  by  recent  tests  against  the  next 
leading  brand  with  brand  identification  removed,  among 
a national  probability  sample.) 


Maintenance  of  lowered  cholesterol  concentration  in  the  blood 
is  a life-long  problem.  It  is  usually  preferable,  therefore, 
to  try  to  obtain  the  desired  results  through  simple 
dietary  modification.  This  spares  the  patient  added  expense 
and  permits  him  meals  he  will  relish. 


The  modification  is  based  on  a diet  to  maintain 
optimum  weight  plus  a judicious  substitution 
of  the  poly-unsaturated  oils  for  the  saturated  fats. 

One  very  simple  part  of  the  change  is  to  cook  the 
selected  foods  with  poly-unsaturated  Wesson. 

In  the  prescribed  diet,  this  switch  in  type  of  fat 
will  help  to  lower  blood  serum  cholesterol  and 
help  maintain  it  at  low  levels.  The  use  of  Wesson 
permits  a diet  planned  around  many  favorite 
and  popular  foods.  Thus  the  patient  finds  it  a 
pleasant,  easy  matter  to  adhere  to  the  prescribed  course. 
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Chicken,  grilled  with  homemade 
Wesson  barbecue  sauce,  is  low  in 
saturated  fat— and  delicious  eating. 

It  gives  longer  lasting  satisfaction. 


FRSB  Wesson  recipes,  available  in 
quantity  for  your  patients,  show  how  to 
prepare  meats,  seafoods,  vegetables,  salads 
and  desserts -with  poly -unsaturated 
vegetable  oil.  Request  quantity  needed  from 
The  Wesson  People,  Dept.  N., 

210  Baronne  St.,  New  Orleans  12,  La, 


Wesson's  important  Constituents 

Wesson  is  100%  eottonseed  oil  . . . 
winterized  and  of  selected  quality 
Linoleie  acid  glycerides  (poly-unsaturated)  50-55% 

Oleic  acid  glycerides  (mono-unsaturated)  16-20% 

Total  unsaturated  70-75% 

Palmitic,  stearic  and  myrisfie  glycerides  (saturoted)  25-30% 
Phytosterol  (predominantly  beta  sitosterol)  0. 3-0.5% 

Total  toeepherols  0.09-0.12% 

Never  hydrogenated~completely  salt  free 
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for  mOXimUm  offoctivonoss  Recently,  GrllRthi  reported  that  V-Cillin 
K produces  antibacterial  activity  in  the  serum  against  penicillin-sensitive  patho- 
gens which  is  unsurpassed  by  any  other  form  of  oral  penicillin.  This  helps  explain 
why  physicians  have  consistently  formd  that  V-Cillin  K gives  a dependable 
clinical  response. 

for  unmatched  speed  Peak  levels  of  antibacterial  activity  are  attained 

within  fifteen  to  thirty  minutes — faster  than  with  any  other  oral  penicillin.  i 

for  unsurpassed  safety  The  excellent  safety  record  of  V-Cfilin  K is 

well  established.  There  is  no  evidence  available  to  show  that  any  form  of  peni- 
cillin is  less  allergenic  or  less  toxic  than  V-CiUin  K. 

Prescribe  V-Cillin  K in  scored  tablets  of  125  and  250  mg.,  or  V-Cillin  K,  Pediatric, 
in  40  and  80-cc.  bottles. 

1.  Griffith,  R.  S.:  Comparison  of  Antibiotic  Activity  in  Sera  Following  the  Administration  of 
Three  Different  Penicillins,  Antibiotic  Med.  & Clin.  Therapy,  7;No.  2 (February),  1960. 

V-CILLIN  K®  (penicillin  V potassium,  Lilly) 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

033001 
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Talking  to 
Ourselves  ? 


E HAVE  NOTED  the  highlights  of  the  Amer- 
ican Medical  Association  delegates’  reports. 
They  go  something  like  this;  Principles  of 
free  choice  of  physician  were  reiterated;  the 
pharmaceutical  industry  has  made  recom- 
mendations to  the  medical 
profession  and  to  the  pub- 
lic; support  of  the  Blue 
Cross-Blue  Shield  has  been 
reaffirmed.  Items  of  lesser 
importance,  of  course,  were  among  them — 
control  of  foreign  medical  school  graduates; 
opposition  to  compulsory  inclusion  of  physi- 
cians under  the  Social  Security  Act;  further 
study  and  appraisal  of  the  required  content  of 
hospital  records.  All  this,  mind  you,  was  what 
our  delegates  talked  about  at  our  convention. 
The  people  have  heard  little  or  nothing 
about  it. 

But  have  a look  at  what  came  out  as  part 
of  the  ballyhoo  at  the  Democratic  Convention 
in  Los  Angeles.  The  air  was  dominated  for 
days  by  oratory — most  of  it  able,  idealistic, 
and  prophetic.  Locally,  the  Shriners  sold 
themselves  to  our  populace  through  an  ex- 
position of  fun  with  extravaganzas  and  mas- 
ter showmanship.  Compared  to  these  con- 
temporary “shows,”  ours  was  an  inaudible 
tin  whistle. 

The  Democrats  did  not  miss  a trick,  and  in 
their  mystic  bag  of  tricks  was  the  pledge  to 
place  the  advances  of  medicine  within  the 
range  of  all,  particularly  the  oldsters.  The 
medicines  and  the  treatments,  preventive 
and  curative,  which  have  advanced  our  life 
span  to  an  all-time  high  are  expensive.  They 
cannot  be  had  by  all  who  need  them,  they 
say,  without  government  help.  The  orators 
did  not  remind  their  millions  of  listeners  of 
where  the  government  gets  its  money.  They 
did  not  state  that  this  golden  platter,  served 
up  among  all  the  others  upon  their  platform, 
is  piled  high  with  the  earnings  from  their 
own  pockets. 

Our  profession  and  members  of  its  ancil- 
lary services  have  most  critically  noted  the 
Forand  Bill,  President  Eisenhower’s  plan  and 


other  modifications  thereof,  milling  through 
the  present  Congress.  The  “great  give  away” 
has  been  presented  in  a more  delectable  form 
and  garnished  more  sumptuously  by  voices 
and  platforms  far  bigger,  louder,  and  more 
colorful  than  ours.  In  this  day  of  handouts, 
less  work  and  more  pay  and  mutual  back 
scratching,  have  we  not  talked  too  much 
mostly  to  each  other  and  among  ourselves? 
We  have  not  been  sufficiently  heard  by  mil- 
lions upon  millions  of  people  whose  ears  are 
tuned  only  to  the  most  blatant  re-distributors 
of  America’s  assets.  Whether  it  be  the  loss  of 
the  hometown  baseball  player  to  the  highest 
bidder  among  the  big  leagues  of  our  national 
sport,  dwindling  of  the  family  doctor  and  the 
private  practice  of  medicine,  or  the  loss  of 
Red  China  to  Communism,  somebody  slipped 
up!  It  takes  salesmanship,  lots  of  it  with  rep- 
etition, to  convince  people  what  is  for  their 
best  interests.  Perhaps  we  may  be  forgiven 
for  repetition  of  the  almost  threadbare  cliche 
“too  little  and  too  late.”  We  are  seeing  and 
shall  see! 


Vas  You  Dere, 
Sharlie? 


Ohortly  after  the  February  interim  meet- 
ing of  the  Colorado  State  Medical  Society  last 
year,  we  were  talking  with  a colleague  who 
was  bitter  in  his  denunciation  of  some  actions 
taken  by  Colorado’s  House  of  Delegates  at 
that  meeting.  He  had  just 
completed  reading  a di- 
gest of  the  proceedings  of 
the  House  and  he  didn’t 
like  the  way  things  had 
been  handled,  at  all.  I asked  him  if  he  had 
attended  that  February  meeting,  and  his 
reply  was  almost  a bombastic  “No!  I certainly 
don’t  have  time  to  spend  away  from  my 
practice  to  attend  every  meeting  that’s  held.” 

That  conversation  could  be  duplicated 
many,  many  times — and  not  just  in  Colorado, 
but  in  every  state. 

This  month,  September,  1960,  five  of  our 
Rocky  Mountain  states  will  conduct  their 
Annual  Sessions.  Their  Houses  of  Delegates 
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will  adopt  or  change  policies,  and  will  con- 
firm or  amend  or  disapprove  actions  taken 
during  the  past  year  by  those  societies’  boards 
and  committees.  Actions  of  those  Houses  will 
depend  not  just  upon  the  delegates  who  take 
part  because  of  election  to  such  positions  by 
their  component  societies,  but  will  depend 
even  more  upon  the  physicians  who  make 
their  voices  heard  before  reference  commit- 
tees of  the  Houses,  and  personal  discussions 
with  their  delegates.  The  time  to  protest  a 
decision  or  present  your  side  of  an  issue  is 
before  the  decision  becomes  final.  After  a 
House  of  Delegates  has  acted,  that  action 
becomes  a policy  of  your  Society;  boards  and 
committees  must  carry  it  out  and  every  mem- 
ber should  abide  by  that  policy. 

We  need  fewer  Cloakroom  Complainers 
and  more  Reference  Committee  Rousers! 

w.  ARE  TOLD  that  the  current  answer  to  the 
great  American  affliction,  obesity,  is  strain- 
ing the  productive  forces  of  a leading  phar- 
maceutical firm  to  an  unprecedented  degree. 
Mead  Johnson  has  been  hard  pressed  to 
fill  the  demands  for  Metre- 

mil  Power  in  “1-  “-adition- 

ally  unblemished,  stand 
Capsule  Form  firm.  Apparently  a help- 
ful and  lasting  remedy  for 
the  national  malady  is  holding  its  ground. 

Drugs  and  hormones  have  caused  tem- 
porary loss  of  weight  through  water  loss. 
Few  obese  persons  are  actually  hypothyroid; 
hence,  thyroid  feeding  is  not  a sensible  an- 
swer. Alpha-dinitrophenol  caused  some  catar- 
acts and  even  death;  amphetamine  drugs 
have  been  inadequately  appraised.  The  Com- 
mittee on  Government  Operations  has  at- 
tacked the  false  and  misleading  advertising 
of  weight  reducing  remedies.  This  commit- 
tee has  concluded  that  $100,000,000  is  spent 
annually  by  the  people  on  such  products,  not 
to  mention  all  of  the  mechanical  devices — 
vibrators,  oscillators,  and  passive  exercisers. 

Perhaps  the  soundest  general  advice  for 
the  obese  is  to  eat  a sensible  balanced  selec- 
tion of  food,  but  simply  less  of  it,  until  the 
proper  physiologic  weight  is  attained.  Then 
stand  pat  at  that  level.  But  somehow  people 
just  don’t  manage  it  this  way.  Apparently  the 
method  must  be  popular,  expensive,  easy  and 


painless.  Perhaps  the  greatest  need  in  the 
world  today  is  an  attractively  packaged, 
pleasant  to  taste,  form  of  will  power.  When 
that  Utopian  product  is  available,  it  will 
hold  the  answer  to  many  things. 

In  A RECENT  ARTICLE,  Geza  de  Takats^  dis- 
cusses some  medical  applications  of  Parkin- 
son’s Law.  He  describes  a new  species,  “.  . . 
the  Grant-Eater,  a long  snouted  mammal, 
feeding  on  grants  hanging  from  the  tree, 
with  an  ever  increasing  ap- 
petite. . . .”  In  reading  jour- 
nals, including  this  one,  it 
is  noted  with  increasing  fre- 
quency footnotes  such  as 
the  following:  “This  work  aided  by  a grant 
from  the  Zulu  Division,  North  Carolina  Sec- 
tion, American  Sinusitis  Foundation.”  The 
articles  making  such  acknowledgements 
cover  many  diverse  subjects  that  range  from 
applied  research  to  a report  of  a case.  Ob- 
viously then,  money  from  such  grants  is 
spent  not  only  in  equipping  a laboratory,  but 
also  in  paying  a librarian  for  preparing  a 
bibliography  or  in  reimbursing  a steno- 
graphic pool. 

While  these  purposes  may  be  more  or  less 
useful  to  medical  science,  one  questions  the 
propriety  of  foundations  stating  that  the 
solicited  money  is  being  used  for  research 
when,  obviously,  such  funds  are  expended 
for  many  other  purposes,  including  the 
Grant-Eater’s  avid  desire  for  supernumerary 
publications. 

Of  related  interest  is  the  discussion  in  the 
Journal  of  Pediatrics^  concerning  problems 
of  the  cystic  fibrosis  group  and  other  organ- 
izations; apparently,  the  amount  of  money 
expended  for  research  diminishes  percentage- 
wise as  the  organization  became  more  opu- 
lent. In  general,  the  per  cent  varies  from  six 
to  35  in  the  large  national  foundations.  This 
leads  us  to  suggest  a new  by-law  of  Parkin- 
son’s Law,  “The  per  cent  of  money  available 
for  research  is  in  inverse  proportion  to  the 
size  of  the  soliciting  organization.” 

Marcus  Smith,  M.D. 
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Carotid  body  tumors* 


Adolph  M.  Nielsen,  M.D.,  Salt  Lake  City 


This  study  represents  literary  and  clinical 
research  upon  this  uncommon  and 
serious  tumor.  Incorrect  preoperative 
diagnosis  has  been  conspicuous.  Hazards 
of  surgery,  particularly  of  internal 
carotid  artery  ligation,  are  emphasized. 


Personal  experience  with  two  carotid  body 
tumors  in  recent  years  has  aroused  an  inter- 
est in  these  neoplasms,  and  has  served  as  a 
stimulus  to  report  the  total  experience  of 
Salt  Lake  City  physicians  with  these  rarities. 
The  records  of  16  patients  treated  for  carotid 
body  tumors  in  local  hospitals  are  available 
for  study.  Possibly  there  have  been  other 
cases  which  escaped  detection  because  of  mis- 
taken diagnoses,  or  because  of  incomplete 
records.  Coding  and  cross-indexing,  accord- 
ing to  the  Standard  Nomenclature  of  Disease 
of  the  American  Medical  Association,  was 
begun  in  the  city’s  general  hospitals  in  about 
1947.  Prior  to  1943  all  surgical  and  autopsy 
tissue  specimens  were  studied  by  stained 
frozen  sections  and  permanent  filing  of  slides 
was  not  done.  Only  one  case  in  the  present 
series,  however,  antedates  modern  recording 
and  tissue-study  methods,  and  that  patient  is 
still  alive  and  available  for  follow-up  obser- 
vation. 

The  16  cases  reported  in  this  municipal 
series  were  operated  on  by  10  different  sur- 
geons. Ten  of  the  tumors  were  verified  micro- 
scopically and  six  were  diagnosed  from  their 
gross  characteristics  after  surgical  exposure 


♦A  list  of  49  references  has  been  deleted  because  of  space 
limitations. 
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of  the  tumor.  Branchial  cyst  and  lymphade- 
nopathy  were  the  commonest  preoperative 
diagnoses.  Only  two  of  the  16  tumors  oc- 
curred in  men.  The  average  known  duration 
of  the  tumors  before  treatment  was  seven 
years,  with  extremes  of  six  months  and  20 
years.  The  mean  age  of  these  patients  was 
48  years.  The  youngest  was  28  and  the  oldest 
69.  All  of  the  neoplasms  were  single  and  were 
distributed  about  equally  on  either  side  of 
the  neck.  Those  tumors  which  reached  the 
pathologist  averaged  3.5  cm.  in  greatest  di- 
mension. Only  one  weighed  more  than  15 
grams.  Only  one  could  conceivably  have 
shown  any  malignant  manifestations.  Two  of 
the  patients  suffered  permanent  hemiplegia, 
presumably  from  carotid  ligation.  There  was 
one  postoperative  death. 

This  paper  will  present  a brief  review  of 
the  cumulative  data  regarding  the  carotid 
bodies,  and  their  sole  pathological  deviation, 
neoplasia.  This  will  be  followed  by  a pres- 
entation of  the  cases  and,  finally,  some  con- 
siderations of  the  treatment  of  carotid  body 
tumors. 

General  incidence 

The  first  treatise  on  carotid  body  tumors 
was  by  Marchand  in  1891.  His  material  was 
furnished  from  a patient  operated  on  by 
Reigner  in  1880,  thought  to  be  the  first  so 
treated.  The  first  American  surgeon  to  re- 
move a histologically  proved  carotid  body 
tumor  was  Scudder  in  1903.  In  1906  Keen, 
professor  of  surgery  at  Jefferson  Medical  Col- 
lege, was  able  to  collect  26  surgical  cases  from 
the  world  literature,  to  which  he  added  a 
personal  case.  The  next  synoptic  article  to  ap- 
pear on  the  subject  was  by  Bevan  in  1929. 
The  number  of  reported  cases  had  by  then 
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reached  143.  Eleven  years  later  Snock  added 
one  case  to  the  aggregate  of  236  reported  to 
that  date.  In  1951  Lahey  estimated  the  re- 
ported cases  to  be  around  300.  The  count  now 
must  stand  around  350. 

Allied  structures 

In  1941  Guild  in  a paper  entitled  “A 
Hitherto  Unrecognized  Structure,  The  Glo- 
mus Jugulare  in  Man,”  described  aggrega- 
tions of  carotid  body-like  tissue  lying  in  rela- 
tion to  the  adventitia  of  the  dome  of  the 
jugular  bulb  and  within  the  walls  of  the 
middle  ear.  He  thought  the  innervation  and 
the  blood  supply  of  these  structures  came 
from  the  same  trunks  that  supply  the  carotid 
bodies,  namely  the  ascending  pharyngeal  ar- 
tery and  the  glossopharyngeal  nerve.  (He 
later  found  similar  tissue  in  close  proximity 
to  the  auricular  branch  of  the  vagus  nerve.) 
Guild  postulated  that  the  function  of  these 
structures  was  probably  the  same  as  that  of 
the  carotid  body;  however,  limited  to  a 
smaller  circulatory  area. 

Besides  Guild’s  “glomus  jugulare”  and 
“paraganglion  tympanicum,”  there  is  in  this 
same  area  the  “paraganglion  intavagale”  or 
juxtavagle  of  Muratori  found  within  or  upon 
the  ganglion  nodosum  of  the  vagus  nerve. 
Likewise,  tiny  foci  of  carotid  body-like  tissue 
are  found  in  the  occular  orbit  near  the  ciliary 
body,  and  within  the  adventitia  of  the  arch 
of  the  aorta.  Neoplasms  with  a macroscopic 
structure  identical  with  carotid  body  tumors 
have  been  found  to  arise  from  all  these  va- 
rious sites.  The  number  of  reported  cases  of 
tumors  of  the  glomus  jugularis  and  ganglion 
tympanicum  has  passed  100.  Several  of  these 
were  added  as  a result  of  reviewing  older 
pathological  material  in  the  light  of  more 
recent  knowledge. 

It  has  been  suggested  that  the  carotid 
bodies  and  the  homologous  structures  be  con- 
sidered as  a unit  and  be  accorded  the  stature 
of  a full-fledged  system.  Various  names  for 
tumors  arising  in  this  “system”  have  been 
offered.  These  include  “nonchromaffin  para- 
gangliomas,” “chemodectomas,”  “chemore- 
ceptomas,”  and,  of  course,  “carotid  body”  and 
“carotid  body-like”  tumors. 

There  have  been  no  recognized  cases  in 
local  hospitals  of  neoplasm  of  any  of  these 
minor  foci  of  “carotid  body-like”  tissues. 


Embryology  of  carotid  bodies 

There  has  been  considerable  work  on  the 
embryologic  development  of  the  carotid 
bodies.  However,  it  is  not  surprising  that 
there  is  not  unanimity  of  opinion  on  this  sub- 
ject, considering  the  small  size  of  the  glands 
and  the  intricate  complexity  of  cervical  dif- 
ferentiation. That  each  body  develops  in  close 
relationship  to  the  third  branchial  arch  is 
undisputed.  The  mesenchyme  of  this  arch 
probably  contributes  the  greater  mass  to  its 
structure.  It  is  also  likely  that  neural  ele- 
ments derived  from  cranial  nerves  IX  and  X 
and  from  cervical  sympathetic  primordia  are 
integrated  finally  into  the  body.  Older  the- 
ories of  entodermal  derivation  seem  to  have 
lost  plausibility. 

Anatomy 

MacComb  states  that  the  carotid  bodies 
can  be  found  in  not  more  than  25  per  cent  of 
autopsy  specimens.  Gomez,  on  the  other  hand, 
in  1908,  employing  the  technic  of  block  paraf- 
fin embedding  of  the  carotid  complex  and 
subsequent  microscopic  dissection,  was  able 
to  demonstrate  the  carotid  bodies  in  90  per 
cent  of  50  human  cadavers. 

Each  body  is  reddish  tan,  firm  and  ovoid, 
with  an  average  size  of  6 x 3.5  x 3 mm.  It 
usually  lies  posterior  to  the  carotid  bifurca- 
tion more  closely  attached  to  one  branch  than 
the  other.  When  not  embedded  in  the  ad- 
ventitia of  one  of  the  carotid  vessels  the 
“gland”  is  held  to  it  by  a fibrous  band,  the 
ligament  of  Mayer,  which  carries  the  blood 
and  nerve  supply  to  the  small  structure.  The 
arterial  supply  is  derived  either  directly  from 
the  bifurcation  or  from  a branch  of  the  as- 
cending pharyngeal  artery  of  the  external 
carotid.  The  innervation,  thought  to  be  en- 
tirely sensory,  is  chiefly  supplied  by  the  sinus 
nerve  of  Herring,  a branch  of  the  glossopha- 
ryngeal. Fibers  are  also  contributed  by  the 
cervical  sympathetic  nerves. 

There  is  a definite  capsule  with  subjacent 
fibrous  septa  which  penetrate  the  “gland” 
and  divide  it  into  irregular  lobules.  Enclosed 
within  this  framework  there  is  a dense  mesh 
of  blood  vessels,  the  walls  of  which  are  limit- 
ed to  a mere  layer  of  endothelial  cells  and 
a fine  reticular  membrane.  In  direct  prox- 
imity to  the  sinusoidal  blood  spaces  are  the 
cords  and  nests  of  so-called  epithelioid  cells 
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which  comprise  the  essential  parenchyma. 
These  elements  are  polygonal  or  round  with 
large  vesicular  nuclei  and  finely  granular 
eosinophilic  cytoplasm.  Tri-chrome  stains 
show  fine  collagenous  fibers  between  the 
nests  of  cells,  but  not  between  individual 
cells.  De  Castro  has  described  peculiar  “glo- 
mus cells”  which  he  claims  are  richly  sup- 
plied with  nerve  endings.  Schmidt  and  Corn- 
roe  have  stated  that  “this  abundance  of  nerve 
elements,  separated  by  the  thinnest  of  walls 
from  vascular  spaces  in  which  the  pressure 
must  be  close  to  the  arterial  level,  is  a mor- 
phological characteristic  of  greatest  signifi- 
cance to  physiologists.”  Weil,  contrariwise, 
states  that  there  is  a real  absence  of  nerves 
and  that  earlier  authors  have  interpreted  hya- 
line strands  as  nerve  fibers.  Le  Compte  evi- 
dently agrees  with  this  view. 

Function 

There  is  now  general  agreement  that  the 
carotid  body  does  not  belong  to  the  family  of 
epinephrine-secreting  sympathetic  paragang- 
lia. What  was  once  an  assigned  major  func- 
tion has,  consequently,  been  denied  it.  Various 
extracts  of  carotid  body  tissue  injected  into 
animals  have  given  totally  erratic  results. 
Ablation  of  one  gland  is  not  followed  by 
hypertrophy  of  the  other.  Removal  of  both 
imposes  no  measurable  physiologic  altera- 
tions. 

It  was  de  Castro  in  1928  who  deduced  from 
purely  anatomical  studies  that  the  carotid 
body  serves  primarily  as  a chemoreceptor, 
sensitive  to  physical-chemical  changes  in  the 
blood  delivered  to  it  and  capable  of  translat- 
ing these  changes  into  stimuli  which  reach 
the  medullary  cardiorespiratory  centers  via 
the  glossopharyngeal  nerve.  It  has  been 
claimed  that  these  are  facts  which  can  be 
verified  by  any  laboratory  worker  sufficient- 
ly interested  to  master  the  requisite  technical 
“know-how.” 

Schmidt  and  Comroe  in  this  country  and 
Heymans  and  co-workers  in  France  have  con- 
tributed most  to  our  knowledge  of  carotid 
body  functions.  These  workers  have  separate- 
ly demonstrated  in  the  experimental  animal 
the  function  which  de  Castro  so  uncannily 
ascribed  to  these  “glands”  from  his  meticu- 
lous anatomic  studies.  The  qualitative  func- 
tions assigned  to  the  “glands”  by  these  two 


groups  of  workers  have  agreed  completely. 
Whereas  the  Europeans  feel  that  the  carotid 
body  participates  in  the  normal  regulation  of 
respirations,  the  Americans  believe  that  it 
functions  only  in  situations  of  stress,  when 
the  oxygen  saturation  of  the  arterial  blood 
is  decreased  to  around  70  per  cent  of  normal, 
or  the  pH  has  dropped  0.1  degrees.  The 
threshold  of  the  carotid  chemoceptors  for 
hypercarbia  is  much  lower  than  that  of  the 
medullary  centers.  The  stimulative  effect  of 
increased  COj  concentration  on  these  bodies 
is  consequently  direct  rather  than  reflexive. 
Vasomotor  and  cardio-inhibitory  centers  are 
affected  in  the  same  direction  as  the  respira- 
tory center  by  chemoreceptor  activity  but  to 
a lesser  degree.  The  circulation  is  influenced 
primarily  and  most  powerfully  by  impulses 
from  the  pressorceptor  in  the  carotid  bulb 
(sinus)  and  arch  of  the  aorta. 

Pathology 

Carotid  body  tumors  are  ovoid  in  shape 
and  have  a well  defined  capsule.  They  are 
usually  from  three  to  six  centimeters  in  great- 
est dimension  when  subjected  to  surgical 
treatment.  Brown  removed  a tumor  measur- 
ing 10  X 15  X 16  cm.,  the  weight  of  which  was 
not  recorded.  He  reported  this  as  one  of  the 
largest  ever  to  be  extirpated.  Reid  produced 
a surgical  specimen  which  weighed  190  grams. 
Consistency  of  the  tumors  varies  with  their 
vascularity.  Usually  they  are  firm  and  resili- 
ent when  examined  by  the  pathologist  and 
present  a homogeneous,  pinkish-grey  cut  sur- 
face. Focal  hemorrhage,  old  and  recent,  is 
not  uncommon.  The  intimate  relationship  to 
the  carotid  vessels  is  usually  detectable  in 
the  extirpated  specimens. 

The  microscopic  picture  is  usually  a dupli- 
cation of  the  architectural  pattern  of  the 
normal  carotid  body.  Silver  stains  demon- 
strate the  reticulate  arrangement  of  the 
scanty  stroma  enclosing  the  clusters  of  epi- 
thelioid or  chief  cells.  Le  Compte  has  arbi- 
trarily divided  these  tumors  into  three  groups 
depending  upon  the  preponderant  type  of 
epithelioid  cells.  He  classifies  these  cell  types 
as  (1)  the  usual  type,  (2)  the  adenoma-like 
type,  and  (3)  the  angioma-like  type.  Al- 
though there  may  be  variation  in  the  preva- 
lent chief-cell  type  the  over-all  alveolar  pat- 
tern is  consistently  maintained. 
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The  question  of  the  incidence  of  malignant 
change  is  pertinent  to  a discussion  of  the 
pathology  of  these  tumors.  Some  of  the  early 
estimates  based  on  histological  aberration  in 
the  tumors  were  undoubtedly  much  too 
high.  The  truth  was  probably  more  clearly 
drawn  by  Turnbull  who  stated,  “It  has  been 
unequivocably  established  that  malignant 
change  can  and  does  occur  in  carotid  body 
tumors,  and  it  is  apparent  that  a certain  latent 
period  is  necessary  before  this  change  occurs. 
This  peculiarity  may  explain  the  discrepancy 
between  the  histologic  estimates  of  malig- 
nancy and  the  numbers  of  actually  malignant 
tumors  discovered.  It  is  generally  agreed  that 
no  correlation  exists  between  the  histologic 
appearance  of  the  tumor  and  its  prognosis.” 
Romanski  stated  that:  “Comparison  of  the 
two  malignant  chemodectomas  with  five 
which  were  benign  revealed  no  apparent 
significant  histologic  differences.”  Probably 
a reasonable  estimate  is  that  about  3 to  4 per 
cent  of  these  tumors  are  malignant  when 
treated. 

Familial  predisposition  is  very  rarely  a 
striking  feature  in  carotid  body  tumors.  In- 
stances of  tumors  occurring  in  blood  relatives 
have  been  recorded  by  Chase,  McNealy,  and 
Sprong.  The  latter  author  reported  a family 
in  which  nine  of  11  siblings  had  carotid  body 
tumors.  The  father  and  a grandchild  of  the 
father  were  also  said  to  have  had  neck  tu- 
mors. The  accompanying  photographs  (Fig. 
1)  are  of  a man  and  his  two  sisters,  all  of 
whom  have  neck  tumors  which  clinically  fit 
the  diagnostic  criteria  of  carotid  body  tumors. 
All  have  refused  operation  to  date  so  it  would 
be  presumptive  to  include  them  as  another 
instance  of  tumors  occurring  in  siblings  al- 
though this  seems  definitely  to  be  the  case. 

CASE  REPORTS 

Case  1 : Male,  aged  29,  was  admitted  to  the 
L.D.S.  Hospital  on  September  25,  1929,  because  of 
a painless  swelling  on  the  right  side  of  his  neck 
of  five  years’  duration.  There  had  been  no  ap- 
parent growth  of  the  tumor  for  three  years.  Tonsil- 
lectomy had  been  performed  two  years  previously. 
The  physician’s  diagnosis  was  cervical  adenopathy. 
Cervical  exploration  on  September  26,  1929,  dis- 
closed the  presence  of  an  extremely  vascular  tu- 
mor lying  in  close  association  with  the  carotid 
vessels.  It  was  deemed  prudent  not  to  attempt  ex- 
tirpation. Some  lymph  nodes  in  the  field  were 


removed  and  the  wound  closed. 

The  microscopic  report  on  the  lymph  nodes 
was  as  follows:  “There  is  marked  fibrosis  of  glan- 
dular tissue.  The  germinal  centers  are  not  seen. 
There  is  a moderate  increase  of  endotheliocytes 
with  probably  a few  atypical  Reed  giant  cells. 
Eosinophils  are  not  prominent.  Diagnosis:  Probably 
atypical  Hodgkins  granuloma.” 


Fig.  1.  Siblings  have  neck  tumors  clinically  and 
physically  characteristic  of  carotid  body  tumors. 
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Comment:  All  microscopic  sections  in  those 
days  were  frozen  and  it  is  understandable  that  the 
pathologists  would  hedge  a bit.  The  clinical  course 
of  the  tumor  has  substantiated  the  impression  of 
the  surgeon  that  he  had  encountered  a carotid 
body  tumor.  It  has  grown  insidiously  for  more 
than  30  years  now,  and  is  the  source  of  consider- 
able discomfort  to  the  patient.  However,  it  has 
not  shown  gross  evidence  of  malignant  degenera- 
tion and  its  possessor  probably  demonstrates  good 
judgment  in  following  the  advice  of  several  physi- 
cians down  through  the  years  that  he  have  nothing 
done  to  it.  (See  Fig.  2.) 


Fig.  2.  Appearance  of  carotid  body  tumor  29  years 
after  surgical  exploration. 


Case  2:  Female,  aged  40,  entered  the  L.D.S. 
Hospital  on  February  24,  1943,  for  treatment  of  a 
large,  painless,  slowly  growing  tumor  of  the  neck. 

At  operation  “a  tumor  about  the  size  of  a large 
plum  was  situated  at  the  bifurcation  of  the  com- 
mon carotid  artery  and  very  densely  adherent  to 
the  common,  internal  and  external  carotid  ar- 
teries, making  it  impossible  to  remove  the  tumor 
without  sacrificing  the  common  carotid  artery. 
Every  tiny  point  bled  as  is  common  in  carotid  body 
tumors.”  A chromic  catgut  suture  was  placed 
around  the  common  carotid  artery  and  brought 
out  of  the  wound  for  possible  subsequent  slow 
compression  of  the  artery.  However,  the  ligature 
was  simply  removed  a few  days  after  the  opera- 
tion and  the  patient  was  discharged  on  the  14th 
postoperative  day  after  an  uneventful  hospital 
recovery. 

It  was  learned  through  a follow-up  letter  that 
there  has  been  relentless  but  extremely  slow 
growth  of  the  tumor  through  the  years.  In  April, 
1952,  12  10-minute  x-ray  treatments  were  admin- 
istered, after  which  the  patient  felt  much  better. 
She  stated  that  there  had  been  a return  of  strength, 
a 19-pound  weight  gain  and  improved  mandibular 
action.  She  was  uncertain  as  to  whether  or  not 
the  tumor  had  diminished  in  size  following  the 
roentgen  therapy.  She  admits  that  the  presence  of 
the  unsightly  mass  in  her  neck  has  had  a profound 


influence  on  her  social  behavior  through  the  past 
15  years.  She  thinks  the  tumor  is  responsible  for 
the  unusually  severe  symptoms  she  suffers  with 
each  upper  respiratory  infection.  She  is  also  aware 
of  a constant  buzzing  in  her  ear  and  paresthesias 
in  the  cervical  area. 

Case  3:  Female,  aged  59,  was  admitted  to  the 
Salt  Lake  General  Hospital  on  February  18,  1948, 
with  presenting  complaints  referable  to  aortic  re- 
gurgitation with  impending  cardiac  decompensa- 
tion of  two  months’  duration,  and  a tumor  of  the 
right  side  of  the  neck  which  had  been  growing 
very  slowly  over  a 12-year  period.  This  mass  was 
located  in  the  carotid  triangle  and  measured  ap- 
proximately 10  cm.  in  greatest  dimension.  It  was 
firm,  non-tender  and  apparently  not  attached  to 
the  thyroid.  It  was  expansile  and  pulsated  synchro- 
nously with  the  heartbeat.  The  expansible  pulsa- 
tion diminished  with  compression  of  the  common 
carotid  artery.  There  was  a bruit  heard  over  the 
medial  aspect  of  the  mass.  Overlying  the  medial 
aspect  of  the  major  mass  was  a small,  firm,  mov- 
able nodule  measuring  2 cm.  in  greatest  dimension. 
This  was  thought  to  be  an  enlarged  lymph  node. 

The  patient  responded  very  well  to  digitaliza- 
tion and  bed  rest  with  the  dyspnea,  orthopenea, 
palpitation  and  edema  subsiding.  Blood  pressure 
remained  at  150/40,  but  it  was  felt  that  the  patient 
would  tolerate  exploration  and  possible  removal 
of  the  large  cervical  mass. 

Operation  was  carried  out  on  March  10,  1948, 
under  1 per  cent  novocaine  infiltration  anesthesia. 
The  operative  note  stated  that  “it  was  felt  that  the 
mass  represented  an  aneurysm  of  the  carotid,  that 
its  removal  would  necessitate  ligation  of  the  caro- 
tid artery  and  that  slow  ligation  would  be  fraught 
with  less  chance  of  cerebral  ischemia  than  would 
immediate  ligation.  A segment  of  activated  cello- 
phane was  wrapped  around  the  carotid  artery  five 
times  and  sutured  to  itself.” 

The  patient  recovered  fully  from  the  procedure 
and  was  discharged  nine  days  later.  She  was  re- 
admitted on  April  2,  1948,  for  a recurrence  of  the 
symptoms  of  cardiac  decompensation  and  expired 
on  May  24,  1948.  Fortunately,  an  autopsy  was  ob- 
tained with  opportunity  to  study  the  neck  region. 
This  showed  “a  large  mass  on  the  right  side  of 
the  neck  surrounding  the  carotid  artery  and  its 
branches.  It  measured  9x8x7  cm.  On  section 
the  outer  margin  of  the  mass  showed  a fleshy, 
light  tan  appearance.  The  central  portion  was 
yellow,  firm,  dry  with  irregular  areas  of  hemor- 
rhage.” There  was  no  constriction  of  the  cello- 
phane-wrapped common  carotid  artery.  A smaller 
mass  was  present  in  the  right  submaxillary  gland 
area.  This  mass  measured  3x2x2  cm.  On  section 
it  was  yellow  and  resembled  glandular  tissue.  The 
microscopic  appearance  of  both  masses  was  iden- 
tical and  was  typical  of  carotid  body  tumor.  The 
small  mass  was  thought  to  possibly  represent 
spread  to  and  replacement  of  a lymph  node. 

Comment:  Undoubtedly  there  are  many  cases 
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of  carotid  body  tumors  which  are  buried  in  hos- 
pital records  throughout  the  country  under  the 
guise  of  aneurysm  of  cervical  vessels.  The  occa- 
sional bilobularity  of  the  carotid  bodies  could  have 
accounted  for  the  two  separate  masses  in  this  case. 
It  seems  less  likely  that  the  smaller  tumor  repre- 
sented a malignant  metastasis. 

Case  4:  Female,  aged  33,  was  admitted  to  the 
L.D.S.  Hospital  on  April  18,  1951,  because  of  an 
oval  mass  below  the  angle  of  the  mandible  on  the 
left  side.  The  lump  had  been  present  for  two  years 
and  had  grown  very  slowly.  It  became  slightly 
tender  when  the  patient  had  an  upper  respiratory 
infection  but  was  otherwise  symptomless.  It  was 
estimated  to  measure  2 cm.  in  its  greatest  dimen- 
sion. 

Operation  was  carried  out  on  April  19,  1951. 
The  following  is  a quotation  from  the  operative 
note;  “Lying  in  the  bifurcation  of  the  carotid 
artery  and  encircling  the  internal  carotid  artery 
is  a very  vascular,  adherent  tumor  mass  about  the 
size  of  a plum.  Undoubtedly  this  is  a carotid  body 
tumor  and  for  this  reason  it  was  felt  wise  not  to 
attempt  to  remove  the  tumor  because  of  danger 
of  having  to  ligate  the  common  carotid  artery  with 
undesirable  oncoming  hemiplegia.”  The  patient 
made  a prompt  recovery  from  the  operation  and 
in  a follow-up  letter  in  1953  stated  that  she  had 
not  detected  further  expansion  of  the  tumor  and 
that  it  did  not  bother  her  particularly. 

Case  5:  Female,  aged  44,  was  admitted  to  the 
L.D.S.  Hospital  on  July  21,  1948.  She  entered  for 
treatment  of  a “lump  in  the  neck”  which  had 
been  present  for  three  years.  This  mass  was  located 
below  the  angle  of  the  mandible  on  the  right  side. 
Its  rate  of  growth  had  been  exceedingly  slow.  The 
patient  could  attribute  no  symptoms  to  the  pres- 
ence of  the  tumor.  Past  medical  and  family  his- 
tories were  not  remarkable. 

Operation  on  July  23,  1948,  “exposed  to  view 
the  vagus  nerve,  carotid  arteries,  hypoglossal 
nerves  and  internal  jugular  vein.  There  was  a 
definite  tumor  mass  4 x 2.5  cm.  lying  at  the  bi- 
furcation of  the  common  carotid  artery  giving  the 
gross  appearance  of  a carotid  body  tumor.”  The 
tumor  was  not  disturbed.  Recovery  from  the  oper- 
ation was  uneventful. 

Case  6:  Male,  aged  56,  was  admitted  to  the 
L.D.H.  Hospital  on  February  27,  1952,  for  the  treat- 
ment of  a tumor  in  the  upper  region  of  the  neck 
on  the  left  side.  This  mass  had  been  present  for 
20  years,  during  which  time  perceptible  growth 
could  be  measured  only  by  a five-year  scale.  It 
had  been  symptomless  until  just  a few  weeks  prior 
to  his  entry  to  the  hospital.  Suggestive  questioning 
by  a physician  at  that  time  had  led  the  patient  to 
believe  that  the  mass  fluctuated  in  size  periodi- 
cally, diminishing  when  a salty,  crystalline  liquid 
exuded  into  the  back  of  his  mouth. 

He  had  suffered  from  periodic  grand-mal  seiz- 


ures since  age  30  but  stated  that  he  had  had  only 
one  attack  since  he  had  “quit  drinking”  three 
years  previously.  On  this  occasion  he  was  engaged 
as  a trapper  and  upon  coming  to  a trap  holding 
a large  coyote  he  struck  the  animal  on  the  head 
with  a club.  As  he  did  so  he  lost  consciousness  and 
fell  at  the  animal’s  side.  Luckily,  he  regained  his 
senses  seconds  before  his  prisoner  did  and  man- 
aged to  drag  himself  outside  the  radius  of  the 
trap’s  chain. 

Examination  of  the  neck  revealed  a semi-fluc- 
tuant,  ovoid  mass  about  5 cm.  in  greatest  dimen- 
sion lying  below  the  angle  of  the  jaw  on  the  left 
side.  The  bulk  of  the  mass  was  thought  to  lie  an- 
terior to  the  sternocleidomastoid  muscle.  Pressure 
over  the  mass  did  not  produce  symptoms  sugges- 
tive of  a sensitive  carotid  sinus  reflex.  The  physical 
characteristics  (poorly  evaluated)  together  with 
the  history  of  possible  connection  with  the  pharynx 
— although  this  could  not  be  seen — led  to  the 
preoperative  impression  of  branchial  cyst  over 
carotid  body  tumor.  Ear,  nose  and  throat  survey 
by  an  otolaryngologist  was  negative. 

A typical  carotid  body  tumor  was  removed  on 
February  28,  1952.  The  mass  had  grown  around 
both  the  internal  and  external  carotid  arteries 
and,  to  a lesser  extent,  the  carotid  bulb.  It  was 
removed  cleanly  without  undue  injury  to  the  ves- 
sels by  keeping  the  line  of  dissection  within  the 
adventitial  layers.  Bleeding  from  tiny  divided 
branches  of  the  carotid  arteries  entering  the  mass 
was  controlled  simply  by  keeping  a finger  over 
them  momentarily.  At  the  termination  of  the  oper- 
ation the  internal  carotid  artery  3 cm.  above  the 
bifurcation  was  contracted  into  a firm  white  cord. 
However,  this  extreme  spasm  was  seen  to  release 
after  injection  of  procaine  into  the  adventitia  of 
the  common  carotid  artery  below  the  bulb  and 
additional  deposition  in  the  region  of  the  stellate 
ganglion.  The  fixed  specimen  measured  3.5  cm.  in 
greatest  dimension  and  presented  the  typical  mi- 
croscopic features  of  carotid  body  tumor. 

The  patient  made  a quick  recovery  and  re- 
turned to  work  within  a few  weeks.  During  the 
ensuing  year  he  had  two  or  three  major  seizures. 
An  EEG  made  in  October,  1953,  showed  a “border- 
line abnormal  record.”  He  expired  in  May,  1954, 
from  myocardial  infarction. 

Case  7:  Female,  aged  69,  was  admitted  to  St. 
Mark’s  Hospital  on  March  16,  1952,  for  treatment 
of  a “lump  in  the  neck”  on  the  right  side  which 
had  been  present  for  over  five  years.  It  had  shown 
gradual,  steady  growth  and  often  became  tender 
when  the  patient  had  an  upper  respiratory  infec- 
tion. She  had  experienced  no  dysphagia.  Periodic 
dyspnea  was  thought  to  be  due  to  hypertensive 
cardio-vascular  disease. 

Examination  revealed  a moderately  soft,  non- 
movable, oval  mass  in  the  right  carotid  triangle. 
One  examiner  thought  the  tumor  pulsated  and 
another  thought  he  could  detect  a slight  pharyn- 
geal distortion.  A systolic  bruit  was  audible  over 
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most  of  the  mass.  An  attempt  to  aspirate  the 
“branchial  cyst”  yielded  nothing,  after  which  the 
surgeon’s  impression  was  changed  to  carotid  body 
tumor. 

Operation  performed  on  March  17,  1952,  ex- 
posed a tumor  about  5 cm.  in  diameter  at  the 
“bifurcation  of  the  carotid  widely  separating  the 
external  and  internal  vessels.  Tongues  of  tissue 
extended  over  the  bulb.  All  tissues  bled  profusely.” 
A tiny  biopsy  of  the  tumor  was  taken  and  a re- 
gional lymph  node  was  also  removed  for  study. 
The  biopsy  specimen  showed  a few  small  blood 
vessels  and  the  lymph  node  hyperplasia.  The  pa- 
tient made  an  uneventful  hospital  recovery  and 
was  discharged  on  March  20,  1952. 

Case  8:  Female,  aged  56,  was  admitted  to  the 
L.D.S.  Hospital  on  April  2,  1952,  for  excision  of  a 
“branchial  cyst”  on  the  left  side  of  her  neck  which 
had  been  present  for  two  years.  The  mass  was 
located  in  the  carotid  triangle  and  measured  2 cm. 
in  diameter.  The  patient  also  had  a small  nodule 
in  the  thyroid  gland. 

Operation  was  performed  on  April  3,  1952.  The 
tumor  was  covered  with  vessels  and  “on  the  deep 
surface  there  were  two  fairly  good  sized  arteries 
that  entered  the  structure  and  these  had  to  be  li- 
gated to  free  it  from  the  external  carotid  artery. 
The  upper  pole  faded  out  into  a strand  which  was 
finally  severed  at  the  level  of  the  tonsil  fossa. 
While  working  near  the  external  carotid  artery 
the  patient  suddenly  went  into  a state  of  shock.” 
The  anesthetic  records  show  a 15-minute  period 
during  which  the  pulse  and  blood  pressure  were 
not  registered.  After  that,  however,  both  returned 
to  approximately  induction  levels. 

Comment:  The  episode  of  hypotension  was  pre- 
sumably due  to  a powerful  vago-vagal  reflex.  It 
would  be  interesting  to  know  what  the  “two  large 
arteries”  were  which  entered  the  tumor  and  re- 
quired ligation  for  successful  extirpation.  In  a 
follow-up  letter  in  1953  the  patient  stated  that 
there  was  no  evidence  of  recurrence  but  that  she 
had  a sharp  pain  below  her  ear  whenever  she  ate 
or  drank  anything. 

Case  9:  Female,  aged  36,  was  admitted  to  the 
L.D.H.  Hospital  on  July  29,  1952,  for  treatment 
of  a small  tumor  which  had  been  present  under 
the  angle  of  the  jaw  on  the  left  side  for  seven 
years.  There  had  been  some  slight  enlargement 
of  the  mass  during  the  past  year.  The  tumor  be- 
came moderately  sensitive  when  the  patient  had 
a cold.  She  had  had  a tonsillectomy  one  year  pre- 
viously. 

Examination  revealed  a firm,  smooth,  non- 
tender, fixed  nodule  about  2 cm.  in  diameter  lying 
in  the  left  carotid  triangle  just  below  the  angle  of 
the  mandible.  The  overlying  skin  showed  no 
changes  and  the  surgeon  stated  further  that  “it  is 
not  fixed  between  the  carotid  vessels.”  Clinical 
impressions  were  that  the  mass  represented  chronic 
lymphadenitis  or  carotid  body  tumor. 


Operation  was  performed  on  July  30,  1952.  The 
dictated  report  follows;  “Tumor  2 cm.  in  diameter 
lying  against  the  external  carotid  artery.  It  had 
infiltrated  and  become  so  adherent  to  this  vessel 
that  in  trying  to  find  out  what  the  tumor  was  the 
external  carotid  artery  was  opened  and  had  to  be 
ligated  in  ordor  to  control  the  bleeding.  Because 
of  the  adherence  of  this  tumor  mass  to  the  large 
vessels,  we  felt  it  inadvisable  to  go  ahead  and  do 
any  type  of  resection.  We  ligated  the  common 
carotid  artery  and  watched  the  patient.  She  had 
no  temporal  pulse  yet  we  could  feel  a pulsation 
deep  in  the  neck  above  the  bifurcation.  We  felt 
that  we  had  not  injured  the  internal  carotid  ar- 
tery. The  patient’s  pupillary  reactions  were  normal. 
She  was  conscious  at  the  end  of  the  procedure  and 
had  free  movement  of  her  arms  and  legs  and  we 
could  see  no  evidence  of  any  cerebral  injury.” 

At  11:00  p.m.  of  the  day  of  the  operation  the 
progress  notes  indicated  that  the  patient  had  not 
yet  fully  awakened  but  did  respond  to  painful 
stimuli.  On  the  following  day  a clear-cut  right 
hemiplegia  and  aphasia  had  developed  and  anti- 
coagulants were  started.  She  was  discharged  from 
the  hospital  on  August  9,  1952,  with  speech  and 
paralysis  seemingly  improving. 

Case  10:  Female,  aged  28,  was  admitted  to  the 
L.D.S.  Hospital  on  November  16,  1952,  because  of 
a syniptomless  right  sided  swelling  of  the  neck 
of  six  months’  duration.  There  had  never  been 
signs  of  inflammation  in  the  area.  The  tumor  was 
located  anterior  to  the  sternocleidomastoid  muscle 
and  2 to  3 cm.  inferior  to  the  mandible. 

Operation  was  performed  on  November  17, 
1952.  The  operative  note  was  as  follows:  “By  means 
of  an  incision  going  along  the  creases  of  the  neck, 
we  exposed  this  tumor  mass.  It  lay  deep  on  the 
internal  carotid  artery.  The  tumor  was  very  high 
in  the  neck  in  a position  which  could  be  that  of 
the  submaxillary  gland.  It  was  definitely  lobulated 
and  was  adherent  to  the  surrounding  tissues.  There 
was  much  more  of  a reaction  than  one  would 
anticipate  and  yet  it  seemed  to  be  well  encapsu- 
lated. No  difficulty  was  encountered  in  separating 
this  from  the  internal  carotid  artery.  The  external, 
however,  was  not  seen.  The  tumor  mass  had  no 
connection  with  it  and  because  of  this,  I did  not 
feel  it  was  a carotid  body  tumor.  Excision  was 
done  without  any  difficulty.” 

Comment:  One  wonders  if  the  surgeon  did  not 
inadvertently  reverse  the  order  in  which  he  re- 
ferred to  the  internal  and  external  carotid  arteries 
since  it  was  separated  from  the  vessel  in  the  prox- 
imity of  the  submaxillary  salivary  gland.  Recovery 
was  uneventful  except  for  persistent  numbness  of 
the  chin  and  upper  neck  on  the  side  of  the  tumor. 

Case  11:  Female,  aged  28,  was  admitted  to  the 
L.D.S.  Hospital  on  June  2,  1953,  with  the  present- 
ing complaint  of  a lump  in  the  upper  region  of 
the  neck  on  the  right  side.  The  mass  had  been 
present  six  or  seven  years  and  had  grown  very 
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slowly.  There  had  been  periodic  neuralgic  pain 
radiating  toward  the  right  ear  and  intermittent 
episodes  of  near  “blackouts,”  attended  by  dizzi- 
ness, impaired  sight  and  hearing,  but  never  full 
loss  of  consciousness.  The  most  recent  of  these 
spells  preceded  hospital  admission  by  six  months. 

Examination  of  the  neck  revealed  a firm,  some- 
what nodular  tumor  2x4  cm.  in  size  at  the  level 
of  the  bifurcation  of  the  common  carotid  artery. 
No  mention  was  made  in  the  record  of  carotid 
sinus  sensitivity. 

At  operation  on  June  3,  1953,  a very  vascular 
tumor  was  found  in  the  carotid  bifurcation  and 
“enfolding”  both  the  external  and  internal  carotid 
arteries.  It  was  tediously  dissected  free  without 
major  injury  to  the  vessels.  The  excised  specimen 
measured  2.5  cm.  in  greatest  dimension.  Micro- 
scopically it  presented  features  typical  of  carotid 
body  tumor. 

Progress  notes  made  on  the  second  postopera- 
tive day  indicated  the  presence  of  paresis  of  the 
mandibular  branch  of  the  facial  nerve. 

Case  12:  Female,  aged  69,  was  admitted  to  the 
L.D.S.  Hospital  on  July  13,  1953,  complaining  of  a 
walnut-sized  tumor  on  the  right  side  of  the  neck 
of  several  years’  duration.  The  mass  was  about  3 
cm.  in  diameter  and  was  painless.  It  concerned 
the  patient  only  in  her  fear  of  its  possible  malig- 
nant nature. 

Operation  was  carried  out  on  July  14,  1953. 
The  tumor  was  found  to  lie  intimately  associated 
with  the  carotid  artery  which  made  dissection  dif- 
ficult. There  were  breaks  in  the  arterial  wall  of 
small  nature  in  two  or  three  places  requiring  liga- 
tion. It  was  removed  from  its  capsule  much  the 
same  as  a lobe  of  the  thyroid  might  be  removed. 
The  fixed  specimen  measured  3.2  x 2.2  x 1.5  cm. 
This  included  attached  lymph  nodes  and  fibroadi- 
pose  tissue.  Sections  were  typical  of  carotid  body 
tumor. 

The  immediate  hospital  recovery  from  the  op- 
eration was  attended  by  no  untoward  reactions. 

Case  13:  Female,  aged  51,  was  admitted  to  the 
L.D.S.  Hospital  on  March  3,  1955,  with  the  chief 
complaint  of  a soft  enlargement  of  the  left  side 
of  the  neck  of  seven  years’  duration.  Periodic  sore 
throat,  earache,  and  headaches  were  thought  by 
the  patient  to  have  some  casual  relationship  with 
the  tumor.  She  had  been  taking  an  antithyroid 
drug  for  five  years  to  control  a toxic  nodular 
goiter.  Two  months  prior  to  her  hospital  admis- 
sion the  drug  had  been  discontinued  without  signs 
of  thyrotoxicosis  ensuing. 

The  physical  characteristics  of  the  tumor  were 
variously  described  by  the  intern  and  attending 
man.  The  intern,  impressed  by  the  patient’s  state- 
ment that  a previous  examiner  had  called  it  a 
branchial  cyst,  was  able  to  “transilluminate”  the 
mass.  The  surgeon  described  it  as  non-tender, 
cystic  mass  5 cm.  in  diameter  lying  beneath  the 
angle  of  the  mandible  on  the  left  side.  It  lay  deep 


and  “coursed  toward  the  pharynx.”  It  was  non- 
pulsile  and  no  bruit  could  be  heard  over  it.  Pres- 
sure over  the  mass  did  not  cause  syncope.  The 
surgeon  further  stated  that  there  was  “nothing  to 
suggest  carotid  body  tumor.” 

Operation  was  carried  out  on  March  4,  1955. 
The  tumor  was  noted  to  be  “very  vascular  and 
semi-solid  in  nature.”  “It  was  situated  at  the  site 
of  the  carotid  body  at  the  bifurcation  of  the  carotid 
vessels.  It  was  removed  intact  and  the  vessels  in 
the  area  were  injured.  However,  these  were  suture- 
ligated  and  bleeding  controlled.”  On  the  second 
postoperative  day  the  patient  developed  aphasia 
and  right  hemiplegia.  Anticoagulants  were  started 
and  the  patient  had  improved  somewhat  at  the 
time  of  discharge  on  her  tenth  postoperative  day, 
March  14,  1955. 

Case  14:  Female,  aged  66,  was  admitted  to  the 
L.D.S.  Hospital  on  July  3,  1955,  for  evaluation  and 
treatment  of  a variety  of  neoplasms.  These  in- 
cluded a nontoxic  nodular  goiter  of  27  years’ 
duration,  recurrent  small  skin  tumors  of  the  nose 
and  right  ear  and  a mass  below  the  angle  of  the 
jaw  on  the  left  side.  It  was  this  latter  tumor  about 
which  she  and  her  referring  doctor  were  most  con- 
cerned. She  stated  that  there  had  been  a pea-sized 
lump  recurring  in  the  submandibular  region  for 
three  or  four  years.  Its  appearance  was  frequently 
concurrent  with  colds  and  sore  throat.  However, 
during  the  last  four  months  there  had  been  steady 
albeit  slow  enlargement  of  the  mass.  It  had  been 
tender  for  a short  time  two  months  before  hospital 
admission.  The  patient  had  worn  full  dentures  for 
22  years  and  was  not  aware  of  any  sores  in  the 
mouth  or  throat. 

The  mass  in  the  left  carotid  triangle  was  oval, 
rather  soft  and  deep-seated.  It  measured  about  5 
cm.  in  greatest  dimension.  It  did  not  pulsate,  nor 
did  it  apparently  decrease  in  size  with  external 
pressure  after  digital  compression  of  the  common 
carotid  artery.  It  was  not  fixed  to  the  overlying 
skin  nor  were  there  any  satellite  nodules.  There 
was  no  distortion  of  the  pharynx.  Examination  of 
the  nose  and  oropharynx  revealed  no  abnormali- 
ties except  for  an  isolated  excescence  of  tissue  on 
the  left  lateral  wall  of  the  pharynx  on  a level  with 
the  epiglottis. 

The  helix  of  the  right  ear  presented  a typical 
basal  cell  carcinoma.  The  lesion  on  the  nose  had 
the  appearance  of  a hyperkeratosis.  The  nodular 
thyroid  gland  was  only  moderately  enlarged.  Both 
lobes  were  affected. 

Operation  was  performed  on  July  7,  1955.  The 
pharyngeal  excescence  was  first  removed  and 
frozen  section  showed  it  to  be  hypertrophied 
lymphoid  tissue.  Attention  was  then  directed  to 
the  upper  neck  tumor  and  this  turned  out  to  be 
a typical  carotid  body  tumor.  In  freeing  its  lower 
pole  from  the  carotid  crotch  an  opening  was  made 
directly  into  the  bulb.  However,  bleeding  was  con- 
trolled with  a fine  suture.  Gelfoam  was  laid  in  the 
bifurcation  and  the  stump  of  the  divided  external 
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carotid  artery  was  sutured  to  the  adventitia  and 
media  of  the  internal  carotid  artery,  fixing  the 
gelfoam  in  place. 

Recovery  was  progressive  and  on  July  17,  1955, 
the  epithelioma  of  the  helix  was  excised  and  the 
keratotic  lesion  on  the  nose  fulgurated.  The  patient 
was  discharged  on  July  23,  1955. 

Case  15:  Female,  aged  64,  was  admitted  to  the 
L.D.S.  Hospital  on  August  15,  1955,  because  of  a 
growth  on  the  right  side  of  her  neck  of  eight 
months’  duration.  It  was  located  in  the  carotid 
triangle  and  was  said  to  be  5 x 3 cm.  in  diameter, 
non-tender,  fairly  soft  in  consistency  and  freely 
movable.  Operation  was  carried  out  on  August  17, 
1955.  “Lying  in  the  mid-right  neck  beneath  the 
sternocleidomastoid  was  a tumor  about  the  size  of 
a golf  ball  with  the  common  carotid  artery  over 
its  anterior  surface  and  the  internal  jugular  vein 
laterally  and  posteriorly.  Under  careful  dissection 
the  common  carotid  artery  was  separated  from 
the  tumor  and  the  vein  was  freed  laterally.  The 
vagus  nerve  was  very  adherent  to  the  posterior 
aspect  of  the  tumor.  This  tumor  lay  about  two 
inches  from  the  bifurcation  of  the  carotid  artery. 
There  was  no  difficulty  in  separating  it  from  the 
vessels.” 

The  pathological  report  was  benign  carotid 
body  tumor.  On  the  morning  of  the  first  post- 
operative day  the  patient  was  cheerful  and  alert 
and  her  voice  was  normal.  At  10:15  p.m.  that  eve- 
ning she  suddenly  became  dyspneic  and  cynotic. 
The  blood  pressure  was  unobtainable  and  she  was 
pronounced  dead  shortly  thereafter.  The  cause  of 
death  was  not  determined. 

Comment:  The  low  position  in  the  neck  of  this 
tumor  is  unusual.  Hendricks  has  pointed  out  the 
fact  that  the  bifurcation  of  the  common  carotid 
artery  may  be  at  any  level  above  the  clavicles. 
Anson  has  declared  that  in  all  of  his  dissec- 
tions he  does  not  remember  having  seen  a caro- 
tid bifurcation  below  the  usual  level  of  the  sixth 
cervical  vertebra.  So,  such  a circumstance  must 
be  very  unusual. 

Case  16:  Female,  aged  33,  was  admitted  to  St. 
Mark’s  Hospital  on  January  4,  1956,  because  of  a 
“swollen  gland”  just  below  the  angle  of  the  right 
jaw.  This  swelling  had  been  present  for  about  one 
year.  It  was  asymptomatic  except  when  the  patient 
had  a cold  when  it  seemed  hypersensitive.  Physical 
examination  revealed  a smooth,  firm,  non-tender 
mass  about  3 cm.  in  diameter  in  the  right  carotid 
triangle.  It  was  not  attached  to  the  skin.  It  could 
be  moved  very  slightly  laterally  but  not  vertically. 
It  pulsated  slightly  but  there  was  no  bruit  audible 
over  it. 

The  tumor  was  removed  on  January  5,  1956. 
The  surgeon  stated  that  it  was  “densely  adherent 
to  all  the  surrounding  structures  and  enveloped 
the  carotid  bifurcation,  the  first  2 cm.  of  the 
external  carotid  artery,  and  the  proximal  1 cm. 
of  the  internal  carotid.”  By  following  an  “adventi- 


tial dissection”  extirpation  was  complete  and  with- 
out incident.  The  tumor  measured  2.5  x 2 x 1.5  cm. 
and  weighed  5 grams.  It  had  the  typical  micro- 
scopic structure  of  a carotid  body  tumor. 

The  patient’s  recovery  was  uneventful. 

T reatment 

Unfortunate,  indeed,  may  be  the  patient 
•with  a carotid  body  tumor  whose  physician 
has  not  preoperatively  considered  such  a di- 
agnosis. The  handicap  may  prove  his  undoing. 
Accurate  diagnosis  means  a deliberate  plan 
of  treatment;  misdiagnosis  may  mean  uncon- 
trollable hemorrhage,  carotid  ligation  and 
misfortune.  Older  surveys  of  reported  cases 
revealed  that  a correct  preoperative  diag- 
nosis was  made  in  less  than  10  per  cent  of 
cases.  The  more  recent  reports  show  consid- 
erable improvement  in  that  figure. 

Ideal  treatment  consists  of  early  diagnosis 
and  complete  surgical  removal  of  the  tumor 
before  it  becomes  bound  to  the  carotid  ves- 
sels or  undergoes  malignant  degeneration. 
However,  even  small  tumors  are  frequently 
“inextricably”  attached  circumferentially  to 
the  carotid  bifurcation.  This  “inseparable- 
ness” of  tumor  and  carotid  complex  is  the 
essence  of  the  problem  of  carotid  body  tumor 
surgery,  and  has  moved  eminent  surgeons  to 
consider  these  tumors  as  “touch-me-nots”  and 
to  advise  categorically  against  operating  upon 
them,  or  to  leave  them  undisturbed  after  sur- 
gical exposure  has  confirmed  the  diagnosis. 
Such  caution  has  good  foundation.  As  re- 
ported by  Le  Compte,  in  50  per  cent  of  cases 
in  which  the  tumor  was  removed  it  was 
necessary  to  ligate  the  carotid  vessels.  This 
procedure  was  followed  by  a 30  per  cent  mor- 
tality and  an  additional  major  morbidity  rate 
of  approximately  30  per  cent,  not  to  include 
local  nerve  casualty  rates  with  consequent 
Horner’s  syndrome,  paresis  of  mouth,  tongue, 
trapezius  muscle  and  vocal  cords. 

It  has  been  pointed  out  by  both  Gordon- 
Taylor  and  Lahey  that  there  is  frequently  a 
“white-line”  of  cleavage  within  the  adventitia 
of  the  vessels  which,  if  meticulously  and  tedi- 
ously developed,  can  result  in  clean  removal 
of  the  tumor  without  violation  of  the  great 
vessels.  Bigger  also  claims  that  the  vessels 
can  be  preserved  in  a large  percentage  of 
cases  if  this  technic  is  followed.  Such  a ma- 
neuver may  not  be  feasible,  however,  because 
of  the  great  vascularity  of  the  tumor  and  the 
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considerable  depth  at  which  the  vessels  are 
buried  within  it.  Anyone,  therefore,  ventur- 
ing the  removal  of  a carotid  body  tumor  must 
reckon  with  the  possibility  of  having  to  re- 
sort to  carotid  ligation  or  resection  with  its 
all  too  frequent  catastrophic  sequellae.  Why 
one  patient  should  survive  and  another  suc- 
cumb to  carotid  ligation  is  a perplexing  prob- 
lem that  has  concerned  surgeons  since  David 
Flemming,  a surgeon  in  the  Royal  Navy,  first 
carried  out  the  procedure  on  a British  sailor 
in  1803.  To  date  an  answer  which  satisfied 
everyone  has  not  been  forthcoming  (Fig.  3). 


Fig.  3.  Some  reported  statistics,  mostly  by  neuro- 
surgeons, concerning  mortality  rates  following 
carotid  ligation. 


Cerebral  disturbances  following  carotid 
interruption  are  logically  classified  as  imme- 
diate and  delayed.  The  delayed  symptoms 
may  have  their  onset  from  hours  to  days  after 
the  ligature  has  been  placed.  Regardless  of 
the  time  of  onset,  the  disturbance  is  the  result 
of  cerebral  ischemia  and  may  be  due  to  one 
or  more  of  the  following  factors:  (1)  Anom- 
alies of  the  Circle  of  Willis,  (2)  vascular 
thrombosis,  (3)  embolism,  (4)  vaso-constric- 
tion  due  to  sympathetic  irritation,  (5)  circu- 
latory stasis  due  to  hydrodynamic  imbalance, 

(6)  hypotension  due  to  blood  loss,  etc.,  and 

(7)  intracranial  hemorrhage  of  uncertain 
etiology. 

Anomalies  and  spasm 

The  limited  number  of  good  autopsy  stud- 
ies on  patients  dying  after  carotid  ligation 
precludes  the  establishment  of  sound  con- 
clusions regarding  the  relative  importance 
played  by  each  of  the  afore  enumerated 


causes.  Reports  are  available  on  the  incidence 
of  anomalies  involving  the  Circle  of  Willis.  In 
613  dissections  by  Fawcett,  Blackford  and 
Windle  the  posterior  communicating  arteries 
were  absent  in  3.8  per  cent  of  cases  and  were 
incomplete  in  17  per  cent.  The  authors  stated, 
however,  that  other  unnamed  vessels  fre- 
quently compensated  for  these  structural  de- 
ficiencies. In  another  study,  the  anterior 
communicating  artery  was  found  to  be  absent 
only  once  in  1,300  brains  examined.  One  in- 
vestigator found  this  vessel  to  be  of  less  than 
average  size  in  seven  of  57  brains.  Obviously, 
vascular  anomalies  cannot  be  incriminated  as 
the  sole  cause  for  hemiplegia  or  death  after 
carotid  ligation. 

That  vascular  spasm  can  be  a very  real 
phenomenon  was  demonstrated  by  one  of  the 
cases  in  this  series  in  which,  toward  the  end 
of  the  operation,  the  internal  carotid  artery 
was  seen  to  be  contracted  down  to  a mere 
white  strand.  Fortunately,  the  lumen  was  re- 
stored shortly  after  periarterial  and  sympa- 
thetic trunk  novocaine  injection.  Considering 
the  vulnerability  of  cerebral  tissue  to  anoxia, 
unrelieved  angiospasm  might  well  account 
for  a significant  percentage  of  the  cerebral 
symptoms  in  these  patients. 

Thrombosis  and  embolism 

Clearly  demonstrated  cases  of  propagating 
thrombosis  and  vascular  embolism  have  often 
been  laid  out  at  autopsy  to  establish  these 
two  developments  as  important  causes  for 
delayed  cerebral  disturbances.  Thrombosis  of 
the  internal  carotid  has  even  occurred  after 
ligation  of  the  external  carotid  artery.  Em- 
boli may  originate  where  the  carotid  vessels 
have  been  traumatized  during  operation  and 
atheromatous  plaques  have  been  known  to 
have  been  dislodged  from  the  carotid  vessels 
and  carried  to  the  cerebral  vessels.  Neuro- 
surgeons have  emphasized  the  importance  of 
high  internal  carotid  ligation  so  that  a long 
stump  is  not  left  to  permit  static  clot  forma- 
tion which  may  be  drawn  into  the  cerebral 
circulation. 

Carotid  sinus  overactivity  in  which  hypo- 
tension and  bradycardia  follow  pressure  over 
the  carotid  bulb  is  occasionally  a real  hazard. 
Even  with  excision  of  the  bulb,  the  presso- 
receptor centers  in  the  aortic  arch  are  still 
functioning,  and  it  is  conceivable  that  over- 
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activity  of  these  may  follow  the  manipulative 
trauma  of  surgery  and  give  rise  to  undesir- 
able effects.  Some  operators  feel  strongly 
enough  about  this  that  they  routinely  attempt 
to  interrupt  the  reflex  arc  as  a preliminary 
step  in  operations  upon  carotid  body  tumors. 

Other  possible  causes  for  encephalopathy 
following  carotid  interruption  have  their  iso- 
lated enthusiastic  supporters.  Reid  stood 
practically  alone  in  considering  old  age  a 
factor  in  favor  of  the  patient.  However,  his 
particular  experience  imposed  such  a con- 
clusion— possibly  another  demonstration  that 
one  can  prove  practically  any  premise  with 
his  own  statistics. 

High  mortality 

In  1911  the  late  Rudolph  Matas  said,  “The 
possible  occurrence  of  cerebral  disturbance 
has  invested  a simple  technical  procedure 
with  a gravity  associated  with  but  few  opera- 
tions.” He  referred  to  carotid  ligation,  the 
calamitous  results  of  which  had  so  profoundly 
impressed  him.  The  test  which  bears  his 
name,  percutaneous  occlusion  of  the  carotid 
artery  against  the  anterior  tubercle  of  trans- 
verse process  of  the  sixth  cervical  vertebra 
for  10  minutes,  was  designed  to  screen  those 
patients  who  would  likely  withstand  per- 
manent carotid  closure.  Matas  also  believed 
that  by  periodic,  progressive  compression  of 
the  common  carotid  artery  he  could  encour- 
age the  development  of  cerebral  collateral 
circulation  to  such  a degree  that  most  pa- 
tients would  survive  carotid  interruption.  He 
devised  an  instrument  that  the  patient  could 
apply  to  himself  to  assure  complete  oblitera- 
tion of  the  pulse  and  advised  a preparatory 
course  of  at  least  three  weeks’  duration.  That 
such  a regimen  is  not  always  successful  Matas 
was  probably  the  first  to  find  out.  Many 
writers  feel  that  the  most  it  can  accomplish 
is  to  promote  collateral  between  the  two 
external  carotid  arteries  which  would  be  of 
little  help  after  excision  of  the  bifurcation. 

Dandy,  contrariwise,  who  reported  a per- 
sonal series  of  88  cases  of  carotid  ligation 
with  only  a 4.5  per  cent  mortality  rate,  gave 
much  credit  for  his  success  to  the  preopera- 
tive use  of  the  Matas  test.  In  addition,  he 
frequently  practiced  partial  common  carotid 
ligation  preparatory  to  complete,  permanent 
closure,  allowing  a lapse  of  one  week  between 


procedures.  He  stated  that  by  partial  closure 
of  the  carotid,  the  cerebral  collateral  circu- 
lation becomes  quickly  established  and  com- 
plete closure  can  be  safely  concluded  later. 
His  opinion  would,  in  other  words,  support 
the  theory  behind  Matas’  proposal  of  sys- 
tematic carotid  compression.  Dorrance  esti- 
mated that  ligation  of  the  common  carotid 
reduced  the  flow  in  the  internal  carotid  ar- 
tery by  about  50  per  cent. 

Carotid  pressures 

Sweet  and  his  group  in  Boston  have  re- 
placed impressions  by  very  positive  informa- 
tion by  direct  electro-manometric  measure- 
ment of  internal  carotid  artery  pressure  in 
human  adults  before  and  after  closure  of  one 
or  more  of  the  carotid  arteries.  The  pressure 
drop  in  the  internal  carotid  after  proximal 
occlusion  averaged  51  per  cent  of  the  original 
systolic  pressure,  66  per  cent  of  the  diastolic 
and  31  per  cent  of  the  pulse  pressure.  How- 
ever, there  is  great  variability  in  individual 
response  to  occlusion.  In  six  patients  in 
Sweet’s  series  who  were  over  50  years  of  age 
the  collateral  circulation  was  consistently 
poorer  than  in  the  average.  In  four  cases  oc- 
clusion of  the  common  carotid  artery  alone 
caused  a substantially  lower  pressure  than 
did  closure  of  the  internal  carotid.  In  these 
cases  it  was  the  author’s  opinion  that  blood 
was  being  drained  away  from  the  brain  to 
supply  the  face  and  neck.  In  only  two  patients 
was  there  sufficient  retrograde  flow  in  the 
external  carotid  artery  to  raise  the  pressure 
in  the  internal  carotid  when  the  former  was 
opened.  One  case  in  which  the  common  caro- 
tid artery  was  occluded  with  a tantalum  clip 
was  re-explored  five  weeks  later  and  pres- 
sures registered  again.  There  was  a difference 
of  70  mms.  between  the  pre-  and  postocclu- 
sive systolic  pressures  on  each  occasion,  and 
on  neither  occasion  did  closure  of  the  ex- 
ternal carotid  artery  alter  the  internal  carotid 
pressure  by  more  than  1 mm.  mercury.  It 
was  concluded  that  there  had  been  no  in- 
crease in  collateral  circulation  develop  during 
the  five-week  interval.  Experience  with  an- 
other case  served  to  emphasize  the  impon- 
derables involved  in  this  whole  problem. 
Occlusion  of  the  internal  carotid  artery  was 
followed  by  weakness  of  the  left  hand  and 
mumbling  speech  although  the  drop  in  sys- 
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tolic  pressure  from  175  to  75  mms.  was  not 
considered  remarkable.  Consequently,  per- 
manent occlusion  was  not  effected.  Ten  days 
later  percutaneous  obliteration  of  the  com- 
mon carotid  was  completely  uneventful,  so 
the  operative  procedure  was  repeated  and  the 
fall  in  pressure  on  this  occasion  was  from 
140  to  50  mms.,  a lower  absolute  level  and  a 
greater  percentage  drop  than  at  the  first 
operation.  No  untoward  symptoms  developed, 
however,  so  the  closure  was  made  permanent 
and  the  patient  gradually  recovered  from  the 
palsies,  relief  from  which  the  original  opera- 
tion was  designed  to  effect.  The  presence  of 
either  a saccular  aneurysm  or  an  arterio- 
venous fistula  interposed  in  the  cerebral  cir- 
culation is  frequently  the  disorder  that  caro- 
tid ligation  by  the  neuro-surgeon  is  intended 
to  benefit.  These  entities  conceivably  may 
inject  all  sorts  of  variables  in  hemodynamics 
which  could  defy  all  measurements  from  out- 
side the  skull. 

The  work  of  Rogers  of  England  has  in 
many  respect  been  similar  to  that  of  Sweet. 
Roger’s  tactic  is  to  expose  the  vessels  under 
procaine  anesthesia  and  to  gently  occlude  the 
common  or  internal  carotid  artery  while  at 
the  same  time  registering  any  changes  in  the 
electro-encephalogram  and  the  motor  func- 
tion of  the  contralateral  arm  and  hand.  If 
intolerance  to  the  occlusion  is  manifested, 
partial  obliteration  is  carried  out  with  the 
idea  in  mind  of  later  effecting  complete  clo- 
sure when  good  collateral  circulation  has 
been  established.  The  relative  merit  of  these 
functional  tests  in  predicting  outcome  as  com- 
pared with  the  direct  pressure  recording 
method  of  Sweet  has  yet  to  be  determined. 

Anastomosis 

Conley  and  Pack  have  reported  cases  in 
which  they  anastomosed  the  divided  distal 
ends  of  the  external  and  internal  carotid  ar- 
teries after  resection  of  the  bifurcation.  Most 
patients  made  an  uneventful  recovery.  They 
stated  that  their  experimental  and  clinical 
observations  revealed  that  the  flow  of  blood 
after  such  an  anastomasis  was  not  always 
toward  the  brain.  They  postulated  that  if 
the  flow  was  from  internal  to  external  carotid 
then  the  cerebral  collateral  was  more  than 
adequate.  Although  mentioning  Sweet’s  work, 
apparently  they  did  not  make  direct  pressure 


determinations.  In  discussing  a paper  on 
carotid  body  tumors.  Gage  also  referred  to 
the  value  of  internal-external  anastomosis, 
and  implied  that  both  he  and  his  esteemed 
preceptor,  Matas,  had  long  employed  this  ex- 
pedient. Rogers,  in  discussing  the  greater 
safety  of  common  as  opposed  to  internal  caro- 
tid artery  ligation,  referred  to  reported  cases 
in  which  internal  carotid  ligation  could  not 
be  tolerated,  but  in  which  on  release  of  the 
ligature  and  its  subsequent  application  to  the 
common  carotid  artery  there  were  no  ill  ef- 
fects. However,  in  one  case  of  his  own,  the 
converse  occurred.  Such  experiences  would 
lead  one  to  believe  that  the  retrograde  flow 
through  the  external  to  the  internal  carotid 
was  of  sufficient  volume  to  prevent  ischemic 
encephalopathy — Sweet’s  work  notwithstand- 
ing. However,  it  may  be  that  internal-external 
carotid  artery  anastomosis  simply  by  provid- 
ing a flow  of  blood  prevents  thrombosis  with- 
in the  internal  carotid  artery  and  its  vital 
branches. 

Angiography 

The  neurosurgeons  have  done  consider- 
able investigative  and  clinical  work  with 
cerebral  arteriography  with  and  without 
simultaneous  carotid  pressure  determinations 
in  an  effort  to  accurately  localize  intracranial 
vascular  and  neoplastic  lesions,  and  to  evalu- 
ate crosscerebral  circulation.  The  arm-chair 
investigator  might  reason  that  simply  by  in- 
jecting dye  into  the  carotid  vessels  and 
“shooting  pictures”  as  the  dye  outlined  the 
cerebral  vascular  pattern  that  he  could  at 
once  determine  if  there  were  enough  cross- 
collateral to  permit  safe  carotid  ligation.  Evi- 
dently the  problem  is  not  quite  so  simple. 
Rosegay,  et  ah,  pointed  out  that  “the  mere 
demonstration  by  angiography  of  functioning 
meningeal  arterial  anastomoses  is  no  assur- 
ance that  the  pressure  within  the  anastomotic 
vessels  is  high  enough  to  prevent  ischemia.” 
He  stated  that  “It  is  obvious  that  collateral 
circulation  may  coexist  with  extensive  soften- 
ing.” Stern  studied  carotid  artery  pressures 
in  patients  undergoing  cerebral  angiography 
and  stated  that  “no  reliable  correlation  has 
been  observed  between  the  amount  of  pres- 
sure fall  after  ipsilateral  and  bilateral  carotid 
arterial  occlusion  and  the  presence  or  ab- 
sence of  bilateral  filling  of  the  anterior  half 
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of  the  Circle  of  Willis  or  the  filling  of  the 
posterior  half  ipsilaterally.”  He  further  con- 
cluded that  “the  use  of  angiography  alone 
gives  insufficient  information  from  which  to 
predict  the  adequacy  of  the  mechanism  of 
distribution  of  the  Circle  of  Willis.”  Strobos 
and  Mount  remind  us  that  unpredictable  phe- 
nomena do  occur  in  a dynamic  vasomotor 
system  subject  to  general  hypotension  and 
local  vasospasm  and  conclude  that  “though 
pressure  recordings  will  give  a valuable  clue 
as  to  the  outcome  of  the  ligation,  they  are  not 
completely  reliable.” 

Hypertension  and  advanced  age 

The  procedure  of  cerebral  angiography  is 
still  not  entirely  safe.  The  reported  incidence 
of  serious  complications  has  ranged  from  0 
to  15  per  cent  with  an  average  somewhere 
near  10  per  cent.  Perhaps  newer  media  will 
improve  these  figures.  Hypertension  and  ad- 
vanced age  are  considered  by  some  to  be 
definite  contraindications  to  angiography. 
Unfortunately,  many  patients  with  carotid 
body  tumors  are  both  old  and  hypertensive. 

If  cerebral  angiography  is  both  dangerous 
and  of  questionable  value  in  identifying  those 
patients  who  will  likely  not  tolerate  carotid 
ligation,  its  routine  preoperative  use  in  pa- 
tients with  large  carotid  body  tumors  should 
probably  await  refinements  in  its  application. 
It  definitely  has  no  place  in  the  work-up  of 
patients  with  smaller  tumors  which  can  usu- 
ally be  removed  by  meticulous  dissection. 
Carotid  arteriography  does  give  differential 
information  and  some  idea  as  to  the  vascu- 
larity of  the  tumors. 

Grafts 

Segments  of  autogenous  veins,  homolo- 
gous arterial  grafts  and  various  synthetic 
prosthesis  have  been  used  in  the  neck  as  well 
as  elsewhere  in  the  body  to  bridge  arterial 
defects.  The  difficulty  in  using  them  in  con- 
nection with  carotid  body  tumors  is  the  fact 
that  these  tumors  frequently  extend  up  to 
the  base  of  the  skull  and  should  the  internal 
carotid  artery  be  sacrificed  the  upper  stump 
might  be  too  short  and  inaccessible  for  proper 
anastomosis.  It  is  conceivable  that  the  entire 
operative  field  could  be  made  relatively 
bloodless  for  deliberate  dissection  of  the 
tumor  off  the  vessels  if  an  inflatable  balloon 


tamponade  were  passed  intraluminally  up 
the  internal  jugular  vein  to  the  skull,  a tem- 
porary intraluminal  by-pass  shunt  were 
placed  within  the  common  and  internal  caro- 
tid vessels  and  the  contralateral  external 
carotid  artery  were  ligated.  Such  control 
measures  complemented  by  general  hypo- 
thermia might  well  provide  a sufficiently  dry 
field  to  permit  clean,  deliberate  dissection  of 
large  carotid  body  tumors. 

However,  weighing  the  gravity  of  the  con- 
ditions imposed  by  radical  surgery  against 
the  seemingly  benign  course  of  the  average 
carotid  body  tumor,  one  would  still  have  to 
be  reluctant  to  suggest  aggressive  treatment 
in  every  case.  One  should  rightfully  suggest 
exploration  and  possible  biopsy  of  every  case, 
removing  those  tumors  which  are  not  too  ad- 
herent to  the  vessels  and  leaving  the  others 
alone,  providing  the  vessels  just  cephalad  to 
the  tumor  cannot  be  isolated  and  secured  to 
facilitate  the  placement  of  a vessel  graft.  If 
malignant  degeneration  or  progressive  en- 
croachment on  the  pharynx  indicate  radical 
removal  every  available  adjuvant  and  “trick” 
should  be  on  hand  and  its  use  thought 
through  beforehand  to  be  applied  to  avert 
hemiplegia  should  carotid  division  become 
necessary.  Injury  to  the  lower  cranial  nerves, 
especially  the  vagus,  will  occasionally  be 
unavoidable.  Every  possible  preliminary  and 
operative  safeguard  should  be  employed  to 
assure  a successful  outcome. 

Summary 

The  clinical  summaries  of  16  cases  of  caro- 
tid body  tumors  are  presented.  Ten  of  these 
were  histologically  proved  and  in  six  the 
diagnosis  seemed  acceptable  beyond  reason- 
able doubt  because  of  the  gross  characteris- 
tics of  the  tumors  as  they  presented  after 
surgical  exposure. 

A brief  review  of  the  gross  and  micro- 
scopic anatomy  and  the  function  of  the 
carotid  bodies  is  presented.  The  pathologic 
characteristics  of  carotid  body  tumors  are 
outlined. 

In  a review  of  the  treatment  of  carotid 
body  tumors,  emphasis  is  placed  on  the 
dangerous  sequellae  of  carotid  artery  ligation 
or  resection.  An  attitude  is  suggested  for  the 
surgical  approach  to  these  potentially  very 
hazardous  neoplasmas.  • 
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A method  for  using  hypnosis 

in  obstetrics 


To  most  of  us,  hypnosis  is  mysterious. 
However,  many  interesting  reports 
indicate  its  importance 
as  a therapeutic  agent. 

It  is  safe  and  effective 
in  many  obstetric  patients. 


Analgesic  and  anesthetic  agents  have  been 
popularly  employed  for  the  relief  of  labor 
pains  for  over  a century.  Various  methods 
and  drugs  have  been  advocated,  yet  no  one 
procedure  has  been  developed  which  affords 
both  absolute  pain  relief  and  at  the  same 
time  complete  safety  for  fetus  and  mother. 
Every  technic  employed  today,  including 
those  utilizing  hypnosis,  has  certain  limita- 
tions. The  use  of  hypnotism  in  obstetrics, 
however,  does  offer  certain  highly  desirable 
advantages: 

1.  Complete  safety  for  mother  and  fetus, 
and 

2.  Promotion  of  pain  relief  without  alter- 
ing the  normal  course  of  labor. 

There  is  a considerable  volume  of  medical 
literature  demonstrating  that  analgesic  and 
anesthetic  drugs  slow  the  mother’s  breathing 
and  decrease  the  oxygen  supply  to  the  pla- 
centa and  hence  to  the  fetus.  This  is  particu- 
larly true  of  the  inhalation  anesthetic  gases. 
Similarly  these  drugs  affect  the  fetus  di- 
rectly by  passing  from  the  mother’s  blood 
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stream  into  the  placental  circulation.  Hence 
the  old  saying  is  generally  true,  “Anything 
the  mother  gets,  the  baby  gets  too.”  In  this 
case  the  result  is  fetal  respiratory  depression 
and  hypoxia. 

Dr.  Edith  Potter  of  Chicago  Lying-in  Hos- 
pital has  recently  statedh  “It  appears  that 
all  inhalation  anesthetics  depress  intrauterine 
respiratory  movements  of  the  fetus  and  thus 
interfere  with  the  normal  establishment  of 
extrauterine  respiration.”  Apnea  and  hypoxia 
during  this  critical  period  of  extrauterine 
adjustment  frequently  necessitates  resuscita- 
tion. And  even  with  resuscitative  measures, 
hypoxia  is  second  only  to  prematurity  as  a 
cause  of  perinatal  death.  In  prematurity, 
fetal  hypoxia  is  extremely  serious,  since  most 
premature  deaths  result  from  pulmonary  dis- 
turbances. 

Apgar’s^  recent  work  in  determining  new- 
born prognosis  at  one  minute  of  age  suggests 
the  importance  of  good  blood  oxygen  levels. 
In  her  studies,  no  normally  developed  infant 
with  good  arterial  oxygen  values  had  a poor 
survival  prognosis.  A less  immediate  aspect 
of  the  importance  of  fetal  hypoxia  is  the 
effect  it  has  on  the  infant  brain.  The  fetal 
cerebrum  is  perhaps  the  most  vulnerable 
structure  to  the  effects  of  hypoxia.  In  a clin- 
ical study  of  370  cases  of  cerebral  palsy, 
Skatvedt'^  of  Oslo,  Norway,  concluded  that 
perinatal  hypoxia  and  later  symptoms  of 
cerebral  injury  had  occurred  in  47  per  cent. 
In  view  of  these  considerations,  safer  meth- 
ods of  pain  relief  in  childbirth  are  worthy 
of  consideration.  The  late  Dr.  J.  B.  DeLee^ 
stated,  “The  only  anesthetic  that  is  without 
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danger  is  hypnotism.” 

The  purpose  of  this  paper  is  to  discuss 
four  applications  of  hypnotic  technic  to  ob- 
stetrics, their  reasons  and  limitations,  and  to 
describe  in  detail  a method  which  the  author 
has  found  to  have  many  advantages  and  few 
limitations. 

The  Read  method 

The  first  method  is  that  of  the  late  Dr. 
Grantly  Dick  Read  known  as  “Childbirth 
without  fear.”® 

Read  had  categorically  stated  that  his 
technic  was  not  based  on  any  type  of  hypno- 
tism because  his  patients  were  not  uncon- 
scious during  delivery.  He  referred,  however, 
to  what  he  termed  a “trance-like  state  of 
amnesia”  seen  during  the  end  of  the  second 
stage  of  labor.  Many  familiar  with  both  hyp- 
nosis and  Read’s  method  believe  that  auto- 
hypnosis is  in  existence  and  operational  in 
successful  deliveries  via  the  Read  meth- 
od®'  His  method  is  an  amalgamation 

of  three  fundamental  approaches: 

1.  Progressive  elimination  of  fear  by  an 
appeal  to  the  prospective  mother’s  intelli- 
gence. 

2.  Education  in  the  anatomy,  physiology, 
and  mechanics  of  childbirth. 

3.  Instruction  in  breathing  exercises  de- 
signed to  obtain  physical  and  mental  cooper- 
ation during  labor. 

Read  believed  that  most  women  are  to 
some  extent  afraid  of  labor  and  their  fears 
increase  as  the  time  of  delivery  approaches. 
He  believed  that  if  fear  could  be  reduced  or 
eliminated,  women  could  be  free  of  tension 
and  pain  during  childbirth.  As  already  stated, 
Read  appealed  to  the  patient’s  intelligence 
in  convincing  her  that  pain  is  not  a natural 
counterpart  of  labor,  and  that  fear  itself, will 
produce  pain.  The  mechanism  of  parturition 
is  carefully  explained  to  the  patient  and  she 
is  taught  how  she  can  aid  in  the  smooth  and 
rapid  course  of  delivery  by  physical  and 
mental  cooperation.  This  method  involves  a 
detailed  prenatal  training  program.  Further- 
more, it  is  extremely  time-consuming  for  the 
physician  inasmuch  as  he  must  emphasize 
the  importance  of  the  training  sessions  by 
being  present.  The  results  of  this  method, 
even  with  its  intensive  preparation,  are  as 
follows:  10  per  cent  entirely  painless  in  child- 


birth; 70  per  cent  “highly  satisfactory”;  20 
per  cent  fair  or  poor.  In  the  hands  of  one 
less  enthusiastic  and  conversant  in  the  meth- 
od, the  results  are  much  less  impressive. 

The  Kroger  method 

The  second  method  is  that  of  Dr.  Wm.  S. 
Kroger  of  Chicago  Medical  School.  In  this 
method,  hypnosis  is  used  to  create  an  anes- 
thesia which  renders  childbirth  painless.  The 
patient  must  enter  a deep  hypnotic  trance 
during  which  she  is  repeatedly  told  that 
labor  will  be  entirely  painless.  This  is  begun 
during  the  prenatal  period.  Dr.  Kroger^  rec- 
ommends that  training  begin  by  the  seventh 
month  of  gestation.  The  patient  is  seen  at 
about  two-week  intervals  for  training  in  hyp- 
no-anesthesia.  When  the  patient  begins  labor, 
the-  trance  state  is  induced  as  early  as  pos- 
sible, and  the  patient  is  kept  hypnotized 
throughout  labor.  She  is  told  to  “sleep”  and 
to  hear  only  the  commands  of  the  hypnotist 
or  the  person  placed  “en  rapport”  with  her. 
This  will  be  either  the  husband,  an  intern 
or  a resident  physician.  No-  anesthetic  or 
analgesic  drugs  are  used.  To  quote  Dr.  Kro- 
ger^^,  “In  our  experience  these  patients  after 
careful  preparation  will  be  most  cooperative 
during  labor.  They  can  converse  with  the 
husband  or  physician,  urinate,  defecate  or 
be  fed  at  their  own  request.  They  usually  lie 
motionless  and  require  no  attention  except 
routine  care.  Speed  is  not  essential  since  the 
patient  will  remain  in  this  hypnotic  state 
until  ‘awakened.’  Posthypnotic  suggestions 
are  given  that  she  will  have  no  after  effects 
such  as  headache  or  pelvic  pain.” 

Those  familiar  with  hypnosis  will  recog- 
nize that  this  method  requires  a profound 
hypnotic  state  and  excellent  training  in  deep 
trance  utilization.  Most  estimates  suggest 
that  a maximum  of  25  per  cent  of  women  are 
capable  of  learning  to  enter  a truly  deep 
hypnotic  sleep.  Even  then  this  is  not  accom- 
plished easily.  A high  degree  of  skill  is  re- 
quired by  -the  physician.  Lacking  this,  the 
physician  must  obtain  the  help  of  an  accom- 
plished and  skilled  hypnotist  to  train  his 
patients.  Considerable  time  is  required  to 
gain  a deep  hypnotic  state  by  some  patients 
no  matter  how  adept  and  skillful  the  hyp- 
notist is.  Furthermore,  it  is  imperative  to 
point  out  that  deep  trance  ability  and  deep 
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trance  utilization  are  not  necessarily  parallel. 
Deep  trance  utilization  requires  specific 
patient  training.  This  is  not  as  widely  under- 
stood as  it  should  be.  Hence,  MichaeT®  ob- 
served that,  “Patients  apparently  reaching  a 
deep  trance  during  the  training  session  did 
not  necessarily  prove  to  be  ideal  subjects 
during  the  actual  childbirth.”  There  will  be 
many  disappointments  if  this  fact  is  not 
clearly  appreciated  by  the  physician  employ- 
ing hypnotism  in  obstetrics. 

For  the  average  busy  physician,  Kroger’s 
method  is  not  practical.  It  requires,  in  addi- 
tion to  time,  a high  degree  of  skill  in  the 
employment  of  hypnotism.  Furthermore,  only 
25  per  cent  of  women  can  achieve  the  prime 
goal  of  completely  painless  childbirth  with- 
out the  use  of  adjunctive  anesthetic  and  anal- 
gesic drugs. 

Posthypnotic  suggestion  method 

A third  method  of  applying  hypnotic  tech- 
nic to  childbirth  relies  on  posthypnotic  sug- 
gestion. That  is,  suggestion  given  during  the 
hypnotic  trance  with  the  enactment  of  the 
suggestion  occuring  after  trance  termination. 
In  this  method  the  patient  is  given  a post- 
hypnotic suggestion  that  she  will  enter  the 
trance  state  with  the  first  uterine  contrac- 
tions, and  that  she  will  remain  hypnotized 
until  awakened  after  delivery  is  complete. 
Again  the  trance  must  be  profound  in  order 
for  the  laboring  patient  to  experience  pain 
relief  via  a posthypnotic  suggestion.  The 
major  disadvantages  are  identical  to  those 
mentioned  for  Dr.  Kroger’s  method;  namely, 
it  requires  time  and  a high  degree  of  skill  to 
hypnotize  deeply  and  train  most  patients  and 
only  a minority  of  women  can  benefit.  An 
additional  disadvantage  is  that  the  majority 
of  patients  who  can  respond  to  this  method 
will  enter  the  trance  state  with  early  false 
labor  contractions. 

The  fourth  method 

The  fourth  method  is  that  described  by 
Dr.  Milton  Abramson^^  of  Minneapolis.  This 
is  a method  designed  to  apply  hypnotic  prin- 
ciples to  any  and  all  patients  willing  to  ac- 
cept them.  The  only  qualification  is  willing- 
ness to  be  hypnotized.  The  fact  that  some  of 
Dr.  Abramson’s  patients  are  unhypnotizable 
does  not  exclude  them.  The  objectives  in  this 


method  are  threefold:  (1)  by  countersugges- 
tion to  negate  the  erroneous  ideas  that  the 
patients  might  have  concerning  childbirth; 
(2)  to  teach  the  subject  relaxation;  and  (3) 
to  teach  the  patient  to  put  herself  into  the 
hypnotic  state  (this  is  auto-hypnosis).  The 
patients  are  trained  in  groups.  The  physi- 
cian’s presence  is  not  required  during  the  first 
stage  of  labor  inasmuch  as  the  patient  is 
utilizing  auto-hypnosis.  Dr.  Abramson  uses 
whatever  analgesic  and  anesthetic  drugs 
seem  necessary  during  any  stage  of  labor^®. 
He  notes  that  significantly  smaller  doses  of 
medication  are  needed  and  that  the  length 
of  labor  is  reduced  by  approximately  20  per 
cent  in  the  first  stage  alone. 

During  the  past  two  years,  I have  used 
a method  which  in  many  respects  is  similar 
to  Dr.  Abramson’s.  The  key  to  success  in  the 
method  is  that  hypnotism  is  used  as  an  ad- 
junct rather  than  as  the  sole  means  of  pain 
relief.  No  attempt  is  made  to  avoid  the  use  of 
drugs;  however,  the  doses  used  are  usually 
greatly  reduced. 

I use  hypnosis  with  those  patients  who 
express  an  interest  in  this  method.  If  a pa- 
tient would  not  object  to  hypnosis  and  is  of 
average  or  better  intelligence  I suggest  she 
may  use  it  if  she  desires.  It  should  always  be 
pointed  out  that  this  is  optional  and  that 
there  will  be  an  additional  cost.  The  best 
hypnotic  subjects  are  those  of  above  average 
intelligence.  A poor  subject,  however,  may 
have  a high  I.Q.  Unfortunately,  I.Q.  of  less 
than  average  is  no  deterrent  to  fertility  and 
conception.  If  patients  with  lesser  endow- 
ment or  with  overt  emotional  problems  ask 
for  hypnosis  I discourage  them.  Hypnotic  in- 
duction is  not  carried  out  until  about  the 
sixth  month  of  gestation  except  in  those  in- 
stances where  because  of  failure  of  antiemetic 
drugs,  it  is  used  early  in  pregnancy  for  con- 
trol of  nausea  and  vomiting.  In  my  experi- 
ence, hypnosis  has  been  very  effective  for 
this  latter  purpose. 

The  individual  patients  prior  to  hypnotic 
induction  are  given  a brief  but  thorough 
explanation  about  hypnosis  and  its  expected 
benefits  in  obstetrics.  This  explanation  em- 
bodies a simple  definition  of  hypnosis  as  a 
concentrated  form  of  suggestion,  and  assur- 
ance is  given  of  absence  of  loss  of  conscious- 
ness. Relief  of  pain  and  safety  in  childbirth 
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are  discussed  in  realistic  terms.  This  pre- 
induction explanation  serves  the  dual  pur- 
pose of  removing  fear  and  creating  a positive 
motivation.  It  is  imperative  that  the  patient’s 
motivation  to  be  h3^notized  be  stronger  than 
her  motivation  not  to  be  hypnotized.  When- 
ever feasible,  the  patient  about  to  undergo 
hypnotic  induction  is  allowed,  if  she  desires, 
to  watch  another  obstetric  patient  who  has 
already  been  hypnotized  several  times  enter 
a trance  state.  This  usually  removes  the  last 
vestige  of  fear  about  hypnosis. 

Induction  of  hypnosis 

The  patient,  seated  in  an  ordinary  arm 
chair,  is  now  ready  to  be  hypnotized.  This 
is  done  by  either  the  visual  fixation  method 
or  the  arm  levitation  method.  The  former  is 
by  far  the  more  rapid  method.  I use  it  most 
often.  It  is  to  be  emphasized  that  the  skilled 
hypnotist  will  not  tie  himself  to  one  or  two 
induction  methods,  but  will  imperceptibly 
shift  from  one  to  another — sometimes  utiliz- 
ing a combination  of  several  methods  should 
the  patient  fail  to  respond  to  the  initial  ap- 
proach. At  the  first  hypnotic  induction  the 
patient  is  taken  as  deeply  into  a trance  as 
possible  in  a reasonable  time.  I usually  spend 
five  to  15  minutes  during  this  first  session, 
inducing  and  deepening  the  hypnotic  trance. 
Before  awakening  the  patient  she  is  assured 
that  at  the  next  session  she  will  be  able  to  go 
deeper  into  hypnosis  if  she  desires. 

At  the  second  session,  if  the  patient  is 
obviously  an  adept^  subject,  she  is  taught  a 
rapid  induction  signal  which  will  materially 
shorten  the  future  inductions.  It  is  demon- 
strated to  the  patient  how  well  relaxed  she 
is  and  how  this  relaxation  can  be  made  to 
make  muscular  tension,  in  the  form  of  limb 
movement,  impossible.  From  this  point,  on 
there  is  a continual  emphasis  on  the  im- 
portance of  relaxation.  This  second  session 
and  most  future  prenatal  hypnotic  training 
sessions  require  from  10  to  20  minutes,  de- 
pending on  the  patient’s  aptitude  for  hyp- 
notic suggestion.  If  the  patient  is  not  an 
adept  subject,  and  this  cannot  always  be  de- 
termined early  in  the  training  sessions,  no 
attempt  is  made  to  do  other  than  deepen  the 
trance.  The  rapid  induction  signal,  which  is 
merely  a posthypnotic  suggestion,  has  to 
wait  until  the  patient  is  able  to  enter  at  least 


a medium  hypnotic  state.  During  subsequent 
sessions,  all  patients  are  taught  to  relax  well. 
Those  able  to  learn  auto-hypnosis  are  taught 
this  and  encouraged  to  use  it  at  least  twice 
daily  for  short,  intense  relaxation  periods. 
Those  able  to  enter  the  deeper  hypnotic  levels 
are  taught  to  develop  reduced  pain  percep- 
tion first  in  a hand  and  arm  and  later  over 
the  abdomen  and  perineum. 

Reassurance  needed 

One  must  be  careful  that  those  patients 
with  lesser  aptitude  for  hypnosis  do  not  be- 
come discouraged.  Continual  reassurance  is 
necessary.  With  these  patients  it  is  usually  a 
waste  of  time  to  try  for  hypno-anesthesia.  I 
find  that  confining  my  efforts  to  teaching 
relaxation  and  emphasizing  its  value  during 
labor  and  delivery  is  productive  of  favorable 
results  in  women  who  would  be  doomed  to 
failure  from  an  unwarranted  concentration 
on  abilities  she  could  not  acquire  in  a reason- 
able period  of  time.  I seldom  tell  the  patient 
she  will  experience  no  pain  during  labor  and 
delivery  but  rather  that  she  will  find  what- 
ever discomfort  she  might  encounter  easily 
borne.  One  of  the  important  benefits  of  hyp- 
nosis in  obstetrics,  in  my  opinion,  is  the  rela- 
tive ease  with  which  unconscious  fears  can 
be  uncovered  and  desensitized.  I have  re- 
peatedly seen  young  women  with  well  round- 
ed personalities  and  apparent  freedom  from 
anxiety  relative  to  childbirth  deny  any  fear 
of  having  their  babies.  There  is  seldom  cause 
to  doubt  their  sincerity  and  truthfulness. 
These  same  young  women,  however,  will 
more  often  than  not  demonstrate  unconscious 
fears  when  various  uncovering  technics  are 
used  in  deep  or  medium  hypnosis.  Removing 
the  “stinger”  from  these  fears  constitutes 
the  greatest  guarantee  available  for  a com- 
fortable labor  and  delivery. 

There  are  those  who  give  their  patients 
posthypnotic  suggestions  that  they  will  have 
amnesia  for  all  unpleasantness  they  might 
experience  during  labor  and  delivery.  This 
is  generally  inadvisable  because  while  the 
patient  will  not  consciously  recall  the  un- 
pleasantness, she  will  certainly  carry  the 
experience  with  all  its  potential  for  future 
trouble  in  her  unconscious  mind.  No  attempt 
is  made  to  erect  a barrier  of  suggestion  based 
on  frequently  unattainable  goals  such  as 
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imperturbability  to  hospital  noises,  absence 
of  pain,  lack  of  awareness  of  time,  absence 
of  fatigue,  etc.  Such  suggestions,  should  they 
fail,  weaken  the  patient’s  confidence.  In 
all  fairness  to  the  hypnotic  phenomenon, 
goals  must  be  realistic  and  tailored  to  the 
individual  patient’s  aptitudes.  There  is  tre- 
mendous value,  however,  in  giving  counter- 
suggestion to  the  common  negative  atti- 
tudes regarding  childbirth.  To  this  is  added 
reassurance  and  attempts  are  made  to  get 
the  patient  to  be  a responsible,  active  partici- 
pant in  every  phase  of  labor  and  delivery. 
She  is  reminded  that  her  responsibility  for 
her  baby’s  welfare  and  safety  does  not  begin 
after  her  baby  is  born.  Parturition  is  em- 
phatically described  as  a normal  situation 
and  pregnancy  not  as  a “nine-month  long 
illness”  climaxed  by  an  inevitably  dreadful 
experience.  These  suggestions  are  helpful  to 
the  majority  of  patients. 

Progress  of  labor 

The  first  stage  of  labor  is  allowed  to 
progress  without  hypnosis,  except  for  brief 
periods  when  I am  at  the  hospital  examining 
the  patient.  The  absence  of  interns  and  resi- 
dents in  most  of  our  Montana  hospitals,  plus 
apathy  or  occasional  hostility  toward  the 
method  on  the  part  of  nurses,  makes  it  diffi- 
cult to  attempt  hypnosis  via  rapport  transfer 
during  the  first  stage  of  labor.  Husbands 
occasionally  can  be  used  to  maintain  the 
hypnotic  state  provided  they  are  interested, 
intelligent,  and  understanding  of  its  goals 
and  limitations.  They  must  have  attended 
training  sessions  with  their  wives.  Such  hus- 
bands are  in  the  minority.  For  the  sake  of 
practicability,  the  first  stage  of  labor  should 
be  conducted  with  the  aid  of  relaxing  drugs 
such  as  phenergan  or  sparine  with  moderate 
amounts  of  demerol  or  nisentil  if  needed. 
Those  patients  who  are  able  to  do  so  use 
auto-hypnosis  to  potentiate  these  drugs  effec- 
tively. 

Late  in  the  first  stage  or  early  in  the 
second  stage  of  labor  I induce  hypnosis,  using 
a rapid  induction  signal.  From  this  point  on, 
the  patient  is  kept  hypnotized  until  the  pla- 
centa is  delivered  and  the  episiotomy  re- 
paired. There  is  no  virtue  in  being  a purist; 
therefore,  I am  not  reluctant  to  give  the 
patient  an  additional  dose  of  narcotic  if  she 


needs  it.  Very  few  do.  Rarely  is  it  necessary 
to  give  inhalation  anesthesia  at  any  time 
during  the  second  stage.  Happily,  many  wom- 
en who  have  had  anesthesia  are  relieved  to 
know  that  they  will  not  have  the  anesthetic 
mask  applied  over  their  faces.  Even  patients 
who  are  poorly  responsive  to  hypnotism  are 
quiet  and  cooperative  during  the  second  stage 
of  labor  without  anesthesia.  Though  rarely 
using  forceps,  I have  never  had  to  give  in- 
halation anesthesia  with  outlet  forceps.  My 
patients  do  not  seem  to  experience  any  par- 
ticular increase  in  whatever  discomfort  they 
may  have. 

Procaine  or  xylocaine  are  helpful  for  the 
episiotomy  and  in  about  half  of  my  deliveries 
a pudental  block  is  used.  A few  patients  can 
develop  a profound  enough  perineal  hypno- 
anesthesia  to  experience  no  pain  with  the 
episiotomy  and  its  repair.  A midline  episi- 
otomy is  used  almost  exclusively,  and  second 
or  third  degree  lacerations  almost  never  oc- 
cur. This  is  due  to  the  excellent  perineal 
relaxation  obtained  with  hypnosis.  In  patients 
able  to  enter  the  deeper  hypnotic  levels,  post- 
partum cramps  and  episiotomy  discomfort 
can  be  effectively  controlled.  Patients  who 
are  nursing  their  babies  find  the  relaxation 
and  positive  effects  of  auto-hypnosis  invalu- 
able. Milk  production  may  literally  double 
within  hours  after  hypnotic  suggestion  to 
this  effect  is  given. 

Disadvantages 

The  major  disadvantages  of  this  method 
are  essentially  three  in  number: 

1.  The  time  required  to  train  patients. 
This  is  much  less  than  either  the  Read  meth- 
od or  methods  attempting  to  gain  complete 
anesthesia  with  hypnosis.  This  disadvantage 
is  more  than  compensated  for  by  the  strong 
bond  of  confidence  developed  with  the  pa- 
tients and  the  ultimate  safety  inherent  in  the 
method. 

2.  The  impracticability  of  extending  its 
use  throughout  the  first  stage  of  labor. 

3.  The  variability  of  patient  response.  No 
two  women  respond  in  exactly  the  same  way 
and  the  method  has  to  be  highly  individual- 
ized at  every  step  of  the  way  from  prenatal 
visits  to  actual  delivery. 

The  future  is  promising  for  the  use  of 
hypnosis  in  obstetrics.  Better  induction  and 
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utilization  technics  are  certain  to  be  discov- 
ered and  taught.  The  attitude  of  both  public 
and  profession  is  steadily  improving.  There 
is  a good  possibility  that  in  the  future  drugs 
will  be  discovered  that  will  render  every 
patient  a “good  hypnotic  subject.”  There  is 
now  an  instrument  on  the  market  called  a 
“brain  wave  synchronizer”  which  allegedly 
speeds  and  enhances  hypnotic  induction.  My 
experience  with  this  instrument  is  limited 
but  generally  unfavorable. 


Summary 

The  use  of  hypnosis  in  obstetrics  improves 
the  safety  of  childbirth  to  the  fetus.  Hypnosis 
by  various  technics  is  effective  as  a pain 
threshold  raising  adjunct.  The  advantages 
and  disadvantages  of  several  technics  are 
discussed.  A method  of  applying  hypnosis  as 
an  adjunct  is  described.  The  psychologic 
preparation  for  childbirth  during  the  hyp- 
notic training  visits  is  emphasized.  The  fu- 
ture of  hypnosis  in  obstetrics  is  optimistic.  • 
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Zieve’s  Syndrome: 

A case  report* 

H.  C.  Whitcomb,  Jr.,  M.D.,  and  H.  J.  Job,  M.D.,  Denver 


A somewhat  rare  but  easy  to  recognize 
entity  in  alcoholics  is  here  briefly 
described  along  with  pertinent 
laboratory  findings. 

Attention  has  recently  been  directed  to  the 
presence  in  some  alcoholic  patients  of  acute 
abdominal  pain,  fever,  red  cell  hemolysis  and 
blood  chemical  findings  suggesting  obstruc- 
tive jaundice.  Zieve  described  a series  of  20 
cases  seen  in  an  eight-year  period,  emphasiz- 
ing the  self-limited  nature  of  the  syndrome 
and  the  clinical  features  which  lead  to  its 
recognition.  The  presence  of  fever,  abdominal 
pain,  and  obstructive  jaundice  led  to  un- 
necessary laparotomy  in  one  of  the  reported 
cases.  An  important  clinical  feature  of  this 


*From  the  Medical  Service  of  the  Denver  Veterans  Adminis- 
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syndrome  is  its  self-limited  course,  apparent- 
ly related  to  reversible  steatohepatosis. 

The  patients  in  Zieve’s  series  were  all 
male  and  ranged  in  age  from  26  to  65  years, 
averaging  39  years.  They  frequently  com- 
plained of  anorexia,  nausea  and  vomiting, 
and  weight  loss.  Less  commonly,  they  com- 
plained of  malaise,  weakness,  cough  and 
chilliness.  In  nearly  every  case,  upper  ab- 
dominal pain  was  present.  The  pain  varied  in 
intensity  and  location,  was  mild  or  severe, 
and  localized  or  diffuse  in  the  right  upper 
quadrant  or  epigastrium.  Low  grade  fever, 
jaundice,  and  signs  of  avitaminosis  were  com- 
mon. Hepatomegaly  was  almost  always  pres- 
ent but  edema  and  ascites  were  strikingly 
absent.  The  outstanding  laboratory  features 
were  hyperlipemia  and  hypercholesterolemia 
(often  visible) , as  well  as  hyperbilirubinemia 
and  hemolytic  anemia.  It  was  noteworthy 
that  a good  appetite  was  present  on  or  shortly 
after  admission.  Furthermore,  the  patients 
showed  rapid  clinical  improvement. 

Because  of  frequent  occurrence  of  upper 
abdominal  pain,  presence  of  an  elevated  alka- 
line phosphatase  and  direct  bilirubinemia, 
this  syndrome  has  been  confused  with  extra- 
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hepatic  obstruction.  The  diagnosis  of  extra- 
hepatic  obstruction  may  be  further  suggested 
by  the  failure  of  liver  function  studies  to 
reflect  parenchymal  liver  disease. 

The  liver  biopsy  frequently  showed 
marked  changes.  Of  the  16  biopsies  obtained 
in  Zieve’s  20  cases,  14  showed  significant  fatty 
infiltration.  In  most,  minimal  or  mild  cir- 
rhosis was  present.  Anemia  was  always  rec- 
ognized; however,  hemolysis  was  not  usually 
suspected.  The  exact  nature  of  the  hemolytic 
process  was  not  known.  These  findings,  along 
with  hyperlipemia  and  hyperbilirubinemia, 
support  the  diagnosis  of  Zieve’s  Syndrome. 

We  have  recently  had  the  opportunity  to 
study  a patient  in  our  hospital  whom  we 
believe  to  be  a typical  instance  of  this  inter- 
esting syndrome. 

CASE  REPORT 

Present  illness:  On  May  30,  1959,  a 32-year-old 
colored  laborer  was  admitted  to  the  Denver  V.A. 
Hospital  with  a history  of  a heavy  alcoholic  intake 
for  a month’s  period  prior  to  admission.  This  was 
followed  by  marked  lethargy,  weakness,  abdomi- 
nal pain,  dizzy  spells  and  scleral  icterus.  Just  be- 
fore admission  he  suffered  an  episode  of  hemat- 
emesis  and  melena. 

Past  history:  The  patient  gave  a history  of 
heavy  alcoholic  intake  with  an  ensuing  scleral 
icterus  five  years  prior  to  admission. 

Physical  examination:  At  the  time  of  the  initial 
examination  the  patient  was  an  emaciated,  colored 
male  who  appeared  to  be  his  stated  age.  He  ap- 
peared chronically  ill  and  was  markedly  icteric. 
A tender  mass  with  ill-defined  margins  was  palpa- 
ble in  the  epigastrium  (this  was  thought  to  be 
left  lobe  of  liver).  There  was  no  ascites  nor  leg 
edema.  The  rest  of  the  examination  was  not  re- 
markable. 

Laboratory  data:  Initially,  the  patient  had  a 
Hgb  of  11.5  gms.  per  cent;  a serum  bilirubin  of 
32.5  mgm.  per  cent  (20.5  mgm.  per  cent  direct); 
a serum  cholesterol  of  1185  mgm.  per  cent  with 
7 per  cent  esterification;  an  alkaline  phosphatase 
of  48.5  Bodansky  Units.  Table  1 reveals  other  lab- 
oratory findings  on  or  shortly  after  admission. 

Course  in  the  hospital:  Shortly  after  admission 
an  evaluation  of  the  patient’s  liver  function  tests 
revealed  jaundice  of  a regurgitant  type  with  an 
associated  hypercholesterolemia  (Table  2).  It  was 
noted  that  he  had  anemia  which  was  normo- 
chromic and  normocytic.  Reticulocyte  counts  were 
observed  to  be  markedly  elevated  which  were  con- 
sistent with  a hemolytic  process.  On  June  5,  the 
reticulocyte  count  was  4.5  per  cent;  on  June  11, 
16  per  cent.  His  Coombs  tests  were  negative.  In 
addition,  the  patient  also  had  tender  hepatomegaly, 
low  grade  fever,  cough  and  weight  loss.  Quanti- 
tative studies  to  determine  circulatory  protein, 
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Table  1.  Laboratory  findings. 
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Table  2.  The  linear  graph  represents  the  total 
cholesterol  fraction  in  mgms.  per  cent  from  the 
time  of  admission  until  discharge.  The  bars  repre- 
sent total  serum  bilirubin;  the  shaded  portion 
represents  the  direct  fraction.  Numbers  over  the 
bars  are  alkaline  phosphatases  in  Bodansky  Units. 


Dates 

Table  3.  The  bars  represent  hematocrits.  The  per- 
centages above  the  bars  represent  reticulocyte 
counts.  A sharp  drop  in  hematocrit  is  noted  on  the 
eighth  hospital  day,  which  is  related  to  the  liver 
punch  biopsy  and  resultant  bleeding.  A red  cell 
survival  study^  was  in  progress  at  this  point  and 
was  interrupted.  However,  the  available  informa- 
tion was  interpreted  and  revealed  a four-day  half 
life.  This  result  is  not  entirely  accurate  but  may 
be  interpreted  as  a decreased  R.B.C.  survival  time. 
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lipoprotein  and  neutral  fat  fractions  were  carried 
out.  The  beta  and  gamma  globulin  fractions  were 
elevated,  whereas  the  albumin  fraction  was  de- 
creased. The  alpha  lipoprotein  fraction  was  absent 
and  an  increase  in  the  beta  lipoprotein  fraction 
was  noted.  Total  serum  fat  was  reported  as  2084 
mgm.  per  cent;  968  mgm.  per  cent  being  phospho- 
lipids and  462  mgm.  per  cent  triglycerides.  On  the 
eighth  day  of  hospitalization  a liver  punch  biopsy 
was  done  (see  Figs.  1 and  2).  However,  the  bi- 
opsy was  complicated  by  bleeding  which  required 
two  whole  blood  transfusions.  Coagulation  studies 
revealed  no  abnormalities.  On  a good  dietary  and 
rest  regimen  the  patient’s  course  was  one  of  pro- 
gressive improvement,  as  demonstrated  by  Tables 
2 and  3.  A bone  marrow  examination  revealed 
erythroid  hyperplasia  (see  Figs.  3 and  4). 

Discussion 

The  clinical  features  of  regurgitant  jaun- 
dice, hemolytic  anemia  and  hyperlipemia 
demonstrated  in  our  case  are  the  three  cardi- 
nal features  described  by  Zieve.  These  fea- 
tures appeared  following  the  heavy  intake  of 
alcohol.  The  symptoms  and  findings  of  fever, 
cough,  anorexia  and  weight  loss,  jaundice 


and  hepatomegaly  are  representative  of  those 
originally  described.  The  abnormal  labora- 
tory and  pathologic  features,  that  is,  the 
elevation  of  the  beta  and  gamma  globulin 
fraction,  the  increase  of  the  beta  lipoprotein 
fraction  with  an  absence  of  the  alpha  lipo- 
protein fraction,  plus  the  marked  fatty  in- 
filtration of  the  liver,  are  also  typical  of  those 
described  by  Zieve.  (The  protein  values  are 
representative  of  chronic  liver  disease  in 
most  instances;  the  elevated  beta  globulin  is 
often  seen  in  the  presence  of  bile  stasis.) 
These  factors,  plus  the  patient’s  rather 
prompt  and  progressive  clinical  recovery,  fit 
the  syndrome  described  by  Zieve. 

Summary 

To  our  knowledge  this  report  represents 
the  second  appearance  in  the  literature  of  a 
syndrome  originally  described  by  Zieve.  Rec- 
ognition of  this  apparently  self-limited  syn- 
drome may  serve  to  avoid  unnecessary  surgi- 
cal explorations.  • references  on  page  56 


Fig.  1.  Liver  punch  biopsy  showing  marked  fatty 
infiltration. 


Fig.  3.  Bone  marrow  biopsy  showing  erythroid 
hyperplasia. 


Fig.  2.  Liver  punch  biopsy  stained  for  iron,  show- 
ing an  abundance  of  iron. 


Fig.  4.  Bone  marrow  biopsy  stained  for  iron  show- 
ing adequate  stores. 


for  September,  1960 


51 


Medical  applications  of 
radioactive  isotopes* 

John  S.  Laughlin,  New  York  City 


To  many  of  us,  isotopes  and  their 
medical  usefulness  are  more  or  less 
mysterious.  Here  they  are  defined 
and  considered  in  basic  language. 


The  term  radioactive  isotopes  refers  to  un- 
stable isotopes  which  may  be  of  either  natural 
or  artificial  origin.  The  use  of  radioactive 
isotopes  in  medicine  is  not  new  but  actually 
has  a long  history.  This  is  because  naturally 
existing  radioactive  isotopes  were  used  ex- 
tensively, primarily  for  therapeutic  purposes, 
for  many  years  before  artificially  produced 
radioactive  isotopes  became  available.  In  par- 
ticular, radium  and  its  decay  products  were 
used  widely  in  teletherapy  units  and  for  in- 
terstitial implants.  Teletherapy  refers  to  the 
use  of  radium  as  a source  of  radiation  at  a 
distance  from  the  patient.  The  radium  source 
would  be  housed  in  a suitable  lead  container 
so  that  the  gamma  rays  from  the  radium 
were  directed  towards  the  patient  in  only  one 
direction.  Interstitial  implants  refers  to  the 
use  of  needles  containing  radium  inside.  An 
array  of  these  needles  were,  and  still  are, 
mechanically  located  inside  the  tumor.  These 
needles  could  be  inserted  directly  through 
the  skin,  implanted  internally  during  an  oper- 
ation, or  inserted  through  a natural  opening 
of  the  body.  They  are  also  often  made  up  in 
the  form  of  surface  plaques  or  applicators 
when  the  lesion  is  on  the  surface  of  the  body. 

Radon  is  a heavy  gas  whose  decay  prod- 


•From  the  Sloan-Kettering  Institute,  Memorial  Center,  New 
York,  City.  Presented  at  the  Youth  Conference  on  the  Atom  at 
Atlantic  City,  N.  J.,  April  30,  1959. 


ucts  are  the  source  of  the  gamma  rays  for 
which  radium  is  primarily  useful.  Radon  gas 
is  conveniently  pumped  into  small  tubes 
known  as  seeds.  These  are  approximately  a 
millimeter  in  diameter  and  three  or  four 
millimeters  long.  These  seeds  were,  and  still 
are,  inserted  mechanically  directly  into  le- 
sions. Due  to  the  extensive  use  of  radium  and 
radon,  much  experience  has  been  gained  in 
the  medical  use  of  radioactive  isotopes  by  the 
time  the  variety  of  artificially  produced  iso- 
topes became  available. 

Introduction  and  general  uses  of  isotopes 

In  general,  the  various  medical  uses  can 
be  grouped  as  diagnostic  uses,  therapeutic 
applications,  or  research  uses.  The  isotopes 
are  used  both  internally  and  externally  with 
regard  to  the  body.  Internally,  the  isotope 
may  be  used  attached  to  some  compound  so 
that  the  location  and  experience  of  the  iso- 
tope in  the  body  will  be  fhe  same  as  that  of 
the  compound.  In  this  case,  the  isotope  may 
serve  as  a tag  to  indicate  the  location  of  that 
compound,  or  by  concentration  tests  serves 
to  determine  the  dilution  and  extent  of  the 
compound.  In  some  cases  the  isotope  itself 
metabolizes  itself  in  a biologically  signifi- 
cant manner.  In  other  cases  the  isotope  is 
mechanically  located  by  injection  or  inser- 
tion into  desired  portions  of  the  body.  Ex- 
ternally the  isotopes  can  also  be  used  either 
in  direct  contact  with  the  surface  of  the  body 
or  at  a distance.  When  in  direct  contact  with 
the  body,  either  the  beta  or  gamma  radiation 
may  be  employed.  At  a distance  only  the 
gamma  radiation  is  effective. 

All  isotopes  emit  either  beta  rays  or  posi- 
trons and  most  emit  gamma  rays.  The  beta 
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rays  and  positrons  have  very  short  ranges 
and  are  locally  absorbed  near  the  nucleus 
from  which  they  originate.  The  gamma  rays, 
on  the  other  hand,  are  penetrating  and  may 
be  absorbed  either  locally  or  at  some  distance. 
The  biological  effects  of  the  beta  rays  and 
the  gamma  rays  are  similar.  Both  project 
secondary  electrons  in  the  tissue  which  pro- 
duce the  ionization  and  excitation  which 
eventually  results  in  biological  damage.  When 
the  isotope  is  used  for  diagnostic  or  research 
purposes,  the  intent  is  to  use  only  enough  to 
be  detected  and  not  enough  to  produce  ap- 
preciable damage.  Different  detection  meth- 
ods have  been  developed  for  the  beta  rays 
and  for  the  gamma  rays  which  permit  de- 
tection of  small  quantities  of  radioactive  iso- 
topes and  also  permit  discrimination  between 
isotopes  when  more  than  one  is  present. 
When  the  isotope  is  used  therapeutically, 
much  larger  exposures  are  deliberately  em- 
ployed in  order  that  appreciable  damage  can 
be  done,  hopefully  primarily  in  the  cancerous 
lesion.  I should  like  now  first  to  discuss  brief- 
ly some  of  the  diagnostic  applications  of  radio- 
active isotopes. 

Diagnostic  uses  of  radioactive  isotopes 

Thyroid  uptake:  One  of  the  most  common 
diagnostic  tests  with  iodine  is  the  thyroid  up- 
take test.  This  is  done  in  a variety  of  ways 
and  I will  describe  only  one  typical  pro- 
cedure. Approximately  20  microcuries  of  ra- 
dioactive iodine  are  given  to  the  patient 
orally  in  drinking  water.  Twenty-four  hours 
later  the  amount  of  activity  in  the  thyroid 
is  externally  measured  by  a detector  which 
is  positioned  near  the  patient’s  thyroid.  Nor- 
mally this  detector  consists  of  a scintillation 
crystal  optically  coupled  to  a photomultiplier 
tube  which  with  associated  electronic  circuits 
indicate  and  record  the  number  of  gamma 
rays  incident  on  the  crystal  at  a point  near 
the  thyroid.  A background  count  is  taken  in 
the  same  position  with  the  patient  with  a 
lead  plug  in  front  of  the  crystal  so  as  to 
estimate  the  amount  of  extraneous  radiation 
being  counted.  A standard  solution  of  the 
administered  radioactive  iodine  is  also  count- 
ed in  the  same  geometrical  situation  with 
the  same  detector  but  without  the  patient 
present.  The  per  cent  uptake  is  the  counting 
rate  observed  with  the  patient  in  position 


and  with  the  background  rate  subtracted,  di- 
vided by  the  counting  rate  due  to  the  ad- 
ministered amount  of  the  standard  solution. 

On  the  basis  of  experience,  it  has  been 
determined  that  for  the  24-hour  uptake,  pa- 
tients with  normally  functioning  thyroids 
have  a percentage  uptake  in  the  15  to  45  per 
cent  range.  Those  with  overly  active  thyroids, 
known  as  hyperthyroids,  have  percentage  up- 
takes in  the  45  to  100  per  cent  range,  while 
those  with  hypothyroids  have  uptakes  in  the 
range  of  10  to  15  per  cent. 

In  conjunction  with  other  tests  to  be  de- 
scribed, this  measurement  provides  important 
data  to  assist  the  clinician  in  reaching  his 
diagnosis  of  the  patient’s  thyroid  function. 
This  particular  test  has  become  very  widely 
used  and  is  not  only  employed  now  in  all 
hospitals  but  in  many  private  offices. 

Protein  hound  iodine:  A further  signifi- 
cant test  of  thyroid  activity  is  obtained  by 
the  determination  of  the  amount  of  circula- 
tion protein  bound  iodine.  Some  of  the  ad- 
ministered iodide  is  converted  in  the  thyroid 
and  synthesized  to  thyroid  hormone.  The 
amount  of  this  organically  bound  iodine  gen- 
erated in  the  thyroid  and  circulating  in  the 
blood  determines  whether  the  patient  is  nor- 
mal, hyperthyroid  or  hypothyroid.  Direct 
measurement  of  the  amount  of  circulating 
hormone  can  be  done  by  withdrawing  several 
cc’s  of  blood  24  hours  after  intravenous  in- 
jection of  approximately  50  microcuries  of 
the  radioactive  iodine.  Plasma  is  separated 
from  the  red  cells  by  centrifuging.  Inorganic 
iodide  is  removed  from  the  plasma  sample 
which  is  then  counted  in  a well-type  detector 
system.  The  protein  is  then  precipitated  out 
of  the  plasma  and  is  separated  by  centrifug- 
ing again.  This  precipitate  contains  the  radio- 
active protein  bound  iodine  and  is  again 
counted. 

The  ratio  of  the  activity  of  the  protein 
bound  precipitate  to  that  of  the  whole  plasma 
is  known  as  the  conversion  ratio.  Ratios  of 
greater  than  50  per  cent  are  considered  indi- 
cation of  hyperthyroidism. 

Scanning:  Much  significant  information 
can  be  obtained  by  moving  a detector  over 
the  surface  of  the  patient  in  order  to  deter- 
mine the  location  of  the  concentration  of  the 
radioactive  iodine  or  other  material.  In  the 
case  of  iodine  in  the  thyroid  the  location  of 
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the  activity  in  the  thyroid  can  be  mapped  by 
this  method  which  is  known  as  scanning. 
This  can  be  done  either  by  hand  or,  more 
conveniently,  automatically  by  a machine 
which  moves  the  detector  back  and  forth 
over  the  area  of  interest.  At  the  same  time 
the  number  of  counts  are  indicated  on  a map 
in  the  same  location  that  the  counter  is  rela- 
tive to  the  patient. 

Another  isotope  employed  with  external 
counting  is  arsenic-74.  This  isotope  concen- 
trates in  brain  lesions  and  emits  positrons 
whose  local  absorption  result  in  gamma  rays 
which  are  externally  detectable.  Each  posi- 
tron results  in  two  gamma  rays  simulta- 
neously emitted  in  opposite  directions.  There- 
fore, two  external  counters  in  coincidence 
can  be  used  to  localize  the  arsenic. 

Another  illustration  of  this  important  abil- 
ity of  isotopes  to  indicate  externally  their 
internal  location  in  the  body  is  in  the  use  of 
calcium-47  and  strontium-85.  These  isotopes 
localize  in  bone.  The  location  of  cancerous 
and  other  lesions  in  bone  can  be  located  by 
external  detectors. 

Blood  volume  determinations:  Of  great 
importance  is  the  application  of  isotopes  to 
determination  of  the  volume  of  blood  and  of 
other  components  of  the  body.  In  the  case 
of  a fluid  such  as  blood,  the  volume  can  be 
determined  by  tagging  a small  known  volume 
which  is  introduced  in  the  body  and  is  di- 
luted by  the  larger  unknown  volume.  After 
the  dilution  has  taken  place  a sample  is  with- 
drawn and  the  relation  of  the  activity  of  the 
original  specimen  and  the  diluted  sample  can 
be  used  to  determine  the  unknown  volume. 
Iodine-labeled  human  serum  albumin  is  em- 
ployed to  measure  plasma  volume.  A solution 
of  isotonic  labeled  albumin  is  injected  and  10 
to  15  minutes  later  about  10  cc’s  of  blood  are 
withdrawn  from  the  other  arm.  The  hemato- 
crit can  be  determined  from  the  same  speci- 
men so  that  together  with  the  plasma  volume 
the  total  blood  volume  can  be  calculated. 

The  red  cell  mass  can  also  be  determined 
independently  of  the  hematocrit  measure- 
ment. Red  cells  can  be  tagged  with  chro- 
mium-51,  for  instance,  in  the  form  of  radio- 
active sodium  chromate.  The  red  cells  are 
tagged  in  vitro  by  incubating  them  with  the 
chromate.  The  survival  time  of  the  red  cells 
can  also  be  determined  by  withdrawing  sam- 


ples at  appropriate  intervals  after  the  injec- 
tion of  the  tagged  cells. 

Other  volume  determinations:  Total  body 
water  may  be  measured  also  by  the  dilution 
technic  and  the  use  of  radioactive  tritium. 
Tritiated  water  is  administered  either  orally 
or  intravenously.  After  about  four  hours,  a 
sample  of  the  urine  or  plasma  is  measured. 
Males  average  a little  over  60  per  cent  water 
and  females  average  about  50  per  cent  water. 
Radioactive  sodium  is  employed  to  measure 
the  exchangeable  sodium  space  in  the  body. 
Approximately  18  hours  is  necessary  for  equi- 
librium. The  potassium  space  can  also  be 
ascertained  with  the  use  of  potassium-42. 
Approximately  five  days  are  required  for 
equilibrium  in  this  case. 

Radioactive  iron  clearance:  The  clearance 
rate  of  radioactive  iron  in  the  form  of  ferric 
chloride  from  the  plasma  is  accelerated  in 
cases  of  polycythemia,  leukemia,  and  some 
anemias.  It  is  necessary  to  determine  the 
stable  iron  concentration  of  plasma  so  that 
the  clearance  of  the  radioactive  iron  meas- 
ures the  turn-over  rate  of  the  stable  iron. 

Pernicious  anemia:  A useful  diagnostic 
test  has  involved  the  administration  of  co- 
balt-60 labeled  vitamin  B12  to  patients  sus- 
pected of  having  pernicious  anemia.  A pa- 
tient with  a metabolic  defect  of  pernicious 
anemia  will  excrete  an  elevated  amount  of 
vitamin  B12  in  feces  due  to  his  inability 
to  absorb  it.  Correspondingly  the  amount  of 
vitamin  B12  excreted  in  the  urine  will  be 
decreased  relative  to  a normal  patient.  In  the 
event  such  a test  does  indicate  anemia,  this 
may  be  checked  by  the  administration  of  “in- 
trinsic factor”  which  will  temporarily  restore 
the  proper  metabolism  of  the  vitamin  B12  and 
alter  the  urine  and  fecal  excretions  accord- 
ingly. 

Cardiac  output:  The  use  of  iodinated  hu- 
man albumin  together  with  an  external 
counting  technic  can  be  used  to  measure  the 
blood  output  of  the  heart  which  is  a dynamic 
measurement  of  great  diagnostic  use.  This 
technic  can  also  be  applied  to  studies  of  vas- 
cular flow  in  other  portions  of  the  body. 
Approximately  100  microcuries  of  labeled  al- 
bumin is  injected  into  a vein  in  less  than  a 
second.  An  arterial  tap  is  made  and  the  ac- 
tivity of  flow  through  a plastic  tube  is  con- 
tinuously recorded. 
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Other  tests:  The  functioning  of  the  liver 
can  be  studied  by  means  of  a radioactive  dye, 
rose  bengal,  injected  into  the  blood.  An  ex- 
ternal counter  is  placed  over  the  liver  and 
records  the  up-take  of  the  dye  which  is  a 
measure  of  the  capacity  of  the  liver  to  re- 
move the  dye  from  the  blood  stream  with 
subsequent  excretion  into  the  bile  passages. 

Other  studies  which  can  be  made  with 
radioactive  iodine  tagged  compounds  are  in 
the  absorption  of  fats  in  the  gastro-intestinal 
tract.  Both  the  feces  and  the  circulating  blood 
levels  of  the  radioactive  tagged  fat  are  meas- 
ured and  the  departure  from  normality  is  an 
indication  of  impairment  of  absorption  or 
digestive  processes. 

Chromium-51  tagged  red  cells  can  be  em- 
ployed to  determine  the  existence  of  bleeding 
in  the  gastral  intestinal  tract  by  the  appear- 
ance of  radioactivity  in  the  feces. 

Therapeutic  uses  of  radioactive  isotopes 

Ionizing  radiation  is  often  used  thera- 
peutically because  of  its  ability  to  destroy 
cells  or  to  prevent  their  reproduction.  Both 
the  beta  rays  and  the  gamma  rays  emitted 
by  radioactive  isotopes  produce  this  biological 
effect.  Because  of  their  short  range  the  action 
of  beta  rays  is  confined  to  the  immediate 
locality  of  the  isotope  nucleus  from  which 
they  are  emitted.  The  gamma  rays  are  far 
more  penetrating  so  their  effect  may  occur 
at  quite  some  distance  from  the  nucleus  of 
origin. 

Radioactive  iodine:  The  ability  of  iodine 
to  concentrate  in  the  thyroid  is  used  thera- 
peutically. Most  of  the  effect  is  due  to  the 
beta  rays  which  are  locally  absorbed  wher- 
ever the  radioactive  iodine  concentrates. 
Some  of  the  effect  is  due  to  the  gamma  rays, 
but  this  effect  is  not  only  local  but  more 
widespread  throughout  the  body  because  of 
the  penetration  of  the  gamma  rays.  Radio- 
active iodine  is  used  in  many  cases  of  hyper- 
thyroidism where  it  is  desirable  to  damage 
the  thyroid  cells  sufficiently  so  as  to  reduce 
the  production  of  hormone  to  normal  levels. 
In  some  cases  of  thyroid  carcinoma,  radio- 
active iodine  is  also  used  with  the  purpose 
of  total  destruction  of  the  lesion.  Because  the 
lesion  often  does  not  concentrate  the  iodine 
as  well  as  normal  thyroid,  large  doses  are 
required. 


Radioactiv  e phosphorus:  Radioactive 
phosphorus  is  rapidly  incorporated  in  the  cell 
nuclei,  particularly  in  those  which  are  rapid- 
ly dividing  and  primarily  in  those  in  the  bone 
marrow.  Therefore,  radioactive  phosphorus 
has  been  used  to  control  polycythemia  vera 
which  involves  the  overproduction  of  red 
blood  cells.  Since  the  lifetime  of  blood  cells 
is  many  weeks  and  the  P-32  is  effective  at 
their  origin  in  the  marrow,  its  maximum 
effect  after  injection  is  not  attained  in  the 
circulating  blood  for  several  weeks.  Radio- 
active phosphorus  is  sometimes  used  for 
chronic  leukemia  to  decrease  the  number  of 
circulating  white  cells.  Since  P-32  concen- 
trates in  the  liver,  spleen  and  lymph  nodes 
as  well  as  in  bone  marrow,  it  is  sometimes 
effective  in  this  application.  Radioactive  phos- 
phorus has  also  been  used  in  the  form  of 
chronic  phosphate,  a colloidal  solution,  for 
the  intracavitary  treatment  of  pleural  and 
peritoneal  effusions.  It  is  also  employed  suc- 
cessfully for  superficial  lesions  where  the 
finite  range  of  its  beta  ray  limits  the  therapy 
to  the  first  few  millimeters.  The  phosphorus 
is  applied  in  an  impregnated  blotter  or  in  a 
thin  sheet  of  gelatin. 

These  therapeutic  uses  of  phosphorus-32 
commenced  with  cyclotron-produced  active 
material  nearly  two  decades  ago  so  that  the 
therapeutic  possibilities  and  limitations  with 
this  isotope  are  now  well  explored. 

Radioactive  gold:  Radioactive  gold  has 
been  used  as  a colloidal  suspension  to  con- 
trol the  production  of  fluids  as  described 
above  for  chromic  phosphate.  The  surfaces  of 
the  cavity  are  coated  with  the  suspension  and 
the  radiation  destroys  the  lesion  cells.  Radio- 
active gold  has  also  been  injected  directly 
into  lesions  such  as  the  prostate  and  other 
localized  lesions  in  the  body.  It  has  also  been 
used  in  the  form  of  small  seeds  which  are 
mechanically  placed  in  lesions.  This  use  is 
similar  to  that  of  radon  seeds. 

Radioactive  cohalt:  Radioactive  cobalt 
emits  a soft  beta  ray  and  two  energetic  gam- 
ma rays  each  over  a million  volts  in  energy. 
Consequently,  cobalt-60  has  been  used  in  a 
manner  similar  to  that  of  radium:  both  for 
teletherapeutic  purposes  as  well  as  for  inter- 
stitial implants.  Cobalt-60  has  a five-year 
half-life,  is  readily  activated  in  neutron  re- 
actors from  stable  cobalt-59  and  is  available 
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at  a reasonable  price.  Sources  of  cobalt  of 
1,000  curies  and  more  are  being  increasingly 
used  as  external  radiation  sources.  As  a tele- 
therapy source  it  has  the  advantage  that  no 
external  wires  are  necessary  which  aids 
maneuverability,  and  that  maintenance  is 
simplified  since  there  is  no  need  for  a power 
supply.  The  high  energy  of  the  gamma  rays 
insures  a relatively  high  depth  dose  distribu- 
tion in  the  patient  which  facilitates  effective 
radiation  therapy.  Cobalt-60  has  also  been 
encapsulated  in  needles  and  used  interstitially 
in  the  same  manner  as  radium  needles. 

Radioactive  iridium,  tantalum  and  bro- 
mine: Iridium-192,  which  has  a 75-day  half- 
life,  has  also  been  used  in  interstitial  im- 
plants. The  availability  of  fine  wires  which 
can  be  located  in  very  regular  arrays  has 
favored  its  use  in  this  manner. 

Tantalum-182  has  a 111-day  half-life  and 
a high  gamma  ray  energy  (1.13  mev).  Tan- 
talum wire  has  been  used  as  an  alternative 
to  radium  and  cobalt  needles  in  some  appli- 
cations such  as  the  bladder.  An  advantage 
of  iridium  and  tantalum  over  pure  cobalt  is 
that  they  are  not  brittle  and  do  not  easily 
flake,  are  not  easily  absorbed  into  tissue,  and 
are  not  highly  toxic.  Platinum  or  stainless 
steel  sheathing  is  used  to  absorb  the  beta  ray. 

Bromine-82  has  been  used  in  solution  form 
in  a balloon  inserted  in  the  bladder.  Pro- 
cedures and  apparatus  have  been  developed 
which  make  the  insertion  of  the  balloon  in 
the  bladder  and  its  filling  with  a radioactive 
solution  (such  as  bromine-82,  phosphorus-32, 
sodium-24)  simple  and  convenient.  Localized 
sources  in  the  center  of  an  inflated  balloon 


have  also  been  used,  though  accurate  center- 
ing of  such  a source  is  difficult. 


Research  uses  of  radioactive  isotopes 


The  variety  of  diagnostic  uses  itemized 
above  also  suggest  some  of  the  research  uses 
of  radioactive  isotopes.  There  is  not  time  here 
to  detail  the  multitude  of  research  studies 
which  have  been  made  by  radioactive  iso- 
topes. All  of  the  isotopes  listed  above  and 
many  more  are  used  extensively  in  research 
studies.  For  instance,  carbon-14,  which  has 
so  far  not  been  mentioned  in  any  of  the  diag- 
nostic tests,  is  actually  used  in  the  labeling 
of  a large  variety  of  organic  compounds  which 
are  vital  in  the  functioning  of  the  various 
organs  of  the  human  body.  In  addition  to 
sensitive  counting  methods  which  have  been 
developed  to  quantitate  the  use  of  these  iso- 
topes, radioautography  has  been  used  for  im- 
portant qualitative  observations. 


} 


Conclusion 

This  discussion  has  covered  briefly  some 
of  the  diagnostic,  therapeutic,  and  research 
uses  of  radioactive  isotopes.  The  previous 
experience  with  medical  application  of  nat- 
urally existing  radioactive  isotopes  facilitated 
the  utilization  of  the  large  variety  of  arti- 
ficially produced  isotopes  now  available.  As 
reactors  and  other  sources  become  available 
closer  to  medical  institutions,  the  use  of  even 
more  short-lived  isotopes  will  become  feasi- 
ble. Although  this  discussion  is  brief,  I hope 
that  it  has  indicated  the, great  and  unique 
usefulness  of  isotopes  in  medical  applica- 
tions. • 
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Ill  Acute 
Illness . . . 

NILEVAE’ 

Can  Speed 
Recovery 

^^Commonly,  negative  nitrogen  balance^  occurs 
during  acute  febrile  illnesses  and  following 
traumatic  events  and  surgical  procedures.”  As 
much  as  300  to  400  Gm.  of  nitrogen^  may  be 
destroyed  daily  in  severe  infections.  Convales- 
cencei  is  delayed  when  negative  nitrogen  bal- 
ance is  large  and  persistent. 

NILEVAR  Builds  Protein,  Speeds  Convales- 
cence to  Complete  Recovery^' ^ . . we  were 
impressed^  with  the  efficacy  of  Nilevar  as  an 
anabolic  agent.  All  of  the  patients  reported  feel- 
ing much  more  vigorous  and  experiencing  an 
increase  in  appetite. . . 

The  actions  of  Nilevar^  in  reversing  a nega- 
tive nitrogen  balance  — and  therefore  a negative 
protein  balance— improving  the  appetite  and  in- 
creasing the  sense  of  well-being  can  be  expected 
to  shorten  the  illness  and  the  convalescence  of 
these  patients. 

An  initial  daily  dosage  of  30  mg.  of  Nilevar 
(brand  of  norethandrolone)  is  suggested.  After 
one  to  two  weeks,  this  dosage  may  be  reduced 
to  10  or  20  mg.  daily  in  accordance  with  the  re- 
sponse of  the  patient.  Continuous  courses  of 
therapy  should  not  exceed  three  months,  but 
may  be  repeated  after  rest  periods  of  one 
month.  Nilevar  is  supplied  as  tablets  of  10  mg., 
drops  of  0.25  mg.  per  drop  and  ampuls  of  25 
mg.  in  1 cc.  of  sesame  oil  with  benzyl  alcohol. 
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wherever  there  is  inflammation,  swelling,  pain 


VARIDASE* 

$treptokinase-Streptodornase  Lederie 


(PiQ^l^ablets 


conditions 
for  a fast 
& comfortable 
comeback 

Host  reaction  to  injury  or  local  infection  has  a 
'dtabolic  and  an  anabolic  phase.  The  body  responds 
with  inflammation,  swelling  and  pain.  In  time, 
the  process  is  reversed.  Varidase  speeds  up 
this  normal  process  of  recovery. 
By  activating  fibrinolytic  factors  Varidase  shortens 
the  undesirable  phase,  limits  necrotic  changes  due  to 
Inflammatory  infiltration,  and  initiates  the  constructive  phase 
to  speed  total  remission.  Medication  and  body  defenses 
can  readily  penetrate  to  the  affected  site; 
local  tissue  is  prepared  for  faster  regrowth  of  cells. 
In  infection,  the  fibrin  wall  is  breached  while 
the  infection-limiting  effect  is  retained.  In  acute" 
cases,  response  is  often  dramatic.  In  chronic 
cases,  Varida.se  Buccal  Tablets  can  stimulate 
a successful  response  to  primary  therapy 
previously  considered  inadequate  or  failing. 

for  routine  use  in  injury  and  infection 
. . . new  simple  buccal  route 

Varidase  Buccal  Tablets  should  be  retained  in  the  buccal 
pouch  until  dissolved.  For  maximum  absorption, 
patient  should  delay  swallowing  saliva. 
Dosage:  One  tablet  four  times  daily  usually  for  five  days 
When  infection  is  present,  Varidase  Buccal  Tablets 
should  be  given  in  conjunction  with  Achromycin®  V 
Tetracycline  with  Citric  Acid. 
Each  Varidase  Buccal  Tablet  contains:  10,000  Units 
Streptokinase  and  2,500  Units  Streptodornase. 
Supplied:  boxes  of  24  and  100  tablets. 

1.  Innerfield,  I.:  Clinical  report  cited  with  permission 
2.  Clinical  report  cited  with  permission 
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INFLAMMATORY 
OERMATOSIS 
rapidly  spreading 
rhus  dermatitis 
healed  within 
a week' 


VARICOSE  I 
ULCER 

15  years  duration 
. , . resolved  with 
VARIDASE' 


FORCE  INJURY 

severe  bruises 
. . . swelling 
. . . cleared 

by  fifth  day' 


REFRACTORY 

CELLULITIS 


normal  routine 
resumed  after  4 days 
of  VARIDASE’ 


INFECTED 
i LACERATION 
' marked  reversal 
' in  3 days . . . 
returned 
to  school . . . 
closure  advanced' 


THROMBOPHLEBITIS 
back  on  his  feet 
in  a week  after 
recurrent  episode' 


taken  at  bedtime 


BONADOXIN 

STOPS  MORNING  SICKNESS  IN  94%  ^ 


OFTEN  WITH  JUST 
ONE  TABLET  DAILY 

by  treating  the  symptom  — 
nausea  and  vomiting— as  well 
as  a possible  specific  cause  — 
pyridoxine  deficiency 


each  tiny  Bonadoxin 
tablet  contains: 
Meclizine  HCl  (25  mg.) 
for  antinauseant  action 
Pyridoxine  HCl  (50  mg.) 
for  metabolic  replacement. 


usual  dose:  One  tablet  at 
bedtime;  severe  cases  may  require 
another  tablet  on  arising. 


supply:  Bottles  of  25  and 
100  tablets.  Bonadoxin  also 
effectively  relieves  nausea  and 
vomiting  associated  with: 
anesthesia,  radiation  sickness, 
Meniere’s  syndrome,  labyrinthitis, 
and  motion  sickness.  Also  useful  in 
postoperative  nausea  and  vomiting. 

Bibliography  on  request. 

For  infant  colic,  try 
Bonadoxin  Drops.  Each  cc. 
contains:  Meclizine  8.33  mg./ 
Pyridoxine  16.67  mg. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being'’^ 


and. . . -when  your  OB  patient  needs  the  best 
in  prenatal  vitamin-mineral  supplementation  . . . 

OBRON® 


60 


Rocky  Mountain  Medical  Journal 


1 


WOULD  YOU  USE  A HYPODERMIC  . . . 


Without  Proper  Sterilization  ? 


IT  WOULDN'T  BE  SAFE!  as  you.  sterilize  yoar  needles  and  other 
iinplemcnts  to  protect  yo»r  patients  * , ..  so  sfeotild  you.  give  serious  consideration 
to  the  protection  .alforded  you  .by  EMPIRE  CASUALTY  CO.. . .you  know 
that  when  you  buy  your  Professional  Liability  insurance  from  this  Colorado 
compaiLy  you  are  getting  the  finest  insurance  protection  at  competitive  rates. 
Formed  by  members  of  the  Colorado  State  Medical  Society  and  operated  by  one 
of  Colorado’s  most  respected  firms,  Garrett-Brcmifield ' & Co. .. . . you’re  in 
reliable  hands.  . . 

We  invite  you  to  call  or  write  the  .Insurance  Departajent  of  Garrett-Bfomfie,ld 
& Co.  for  more  information  relariag  to  Empire  Casualty  Company’s  Profes- 
sional Liability  Ijttsuraace..  - • 


EMPIRE 


■ iicietwtj  ti#; 


OperaHag  Msasgtfggal 
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A monthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 

Democrats  and  Republicans  are  campaigning 
on  opposing  planks  on  the  issue  of  health  care  for 
the  aged.  The  Democratic  party  advocates  the  So- 
cial Security  approach;  the  Republican  party 
favors  federal  aid  in  the  field,  but  outside  the 
Social  Security  system. 

The  GOP  plank  pledged: 

“Development  of  a health  program  that  will 
provide  the  aged  needing  it,  on  a sound  fiscal  basis 
and  through  a contributory  system,  protection 
against  burdensome  costs  of  health  care.  Such  a 
program  should: 

“ — Provide  the  beneficiaries  with  the  option  of 
purchasing  private  health  insurance — a vital  dis- 
tinction between  our  approach  and  Democratic 
proposals  in  that  it  would  encourage  commercial 
carriers  and  voluntary  insurance  organizations  to 
continue  their  efforts  to  develop  sound  coverage 
plans  for  the  senior  population. 

“ — Protect  the  personal  relationship  of  patient 
and  physician. 


“ — Include  state  participation.” 

The  key  paragraph  of  the  Democratic  plank 
stated: 

“The  most  practicable  way  to  provide  health 
protection  for  older  people  is  to  use  the  contribu- 
tory machinery  of  the  Social  Security  system  for 
insurance  covering  hospital  bills  and  other  high 
cost  medical  services.  For  those  relatively  few  of 
our  older  people  who  have  never  been  eligible  for 
Social  Security  coverage,  we  shall  provide  corre- 
sponding benefits  by  appropriations  from  the  gen- 
eral revenue.” 

Charles  H.  Percy,  Chairman  of  the  GOP  Plat- 
form Committee,  stated  that  the  reference  to  a 
“contributory  system”  in  the  Republican  plank 
did  not  mean  a Social  Security  tax. 

Presidential  and  Vice  Presidential  candidates 
of  both  parties  went  into  the  election  campaigns 
pledged  to  support  the  health-care-for-the-aged 
planks  adopted  by  their  respective  conventions. 

Vice  President  Richard  M.  Nixon,  the  GOP  Presi- 
dential nominee,  already  was  on  record  as  un- 
alterably opposed  to  any  program  of  national  j 
compulsory  health  insurance.  The  long-established  ’ 
position  of  Sen.  John  F.  Kennedy  of  Massachusetts, 
the  Democratic  Presidential  candidate,  has  been 
“that  only  by  use  of  the  Social  Security  system  ■■ 
can  we  have  true  health  insurance.”  r 

Speaking  for  the  American  Medical  Associa- 
tion, Dr.  Edward  R.  Annis  of  Miami,  Fla.,  ap- 
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adult  stable  diabetes 

‘‘In  our  experience  the  action  of  DB!  on  the  aduit  stable 

type  of  diabetes  is  impressive  . . . 88%  were  well  controlled 
by  DBI/’i 

“Most  mild  diabetic  patients  were  well  controlled  on  a 
biguanide  compound  [DBI],  and  such  control  was  occa- 
sionally superior  to  that  of  insulin.  This  was  true  regardless 
of  age,  duration  of  diabetes,  or  response  to  tolbutamide. ”2 

“DBI  has  been  able  to  replace  insulin  or  other  hypogly- 
cemic agents  with  desirable  regulation  of  the  diabetes  when 
it  is  used  in  conjunction  with  diet  in  the  management  of 
adult  and  otherwise  stable  diabetes. 

sulfonylurea  failures 

Among  those  diabetics  who  responded  to  tolbutamide  ini- 
tially and  became  secondary  failures  DBI  “gave  a satis- 
factory response  in  55%. 

“DBI  is  capable  of  restoring  control  in  a considerable  por- 
tion of  patients  in  whom  sulfonylurea  compounds  have 
failed,  either  primarily  or  secondarily. 

“All  twelve  secondary  tolbutamide  failures  have  done  well 
on  DBI.”® 

“34  out  of  59  sulfonylurea  primary  failures  were  success- 
fully treated  with  DBl."^ 


peared  before  the  platform-drafting  committee  of 
the  Democratic  convention  at  Los  Angeles,  and 
Dr.  Leonard  W.  Larson,  A.M.A.  President-elect, 
before  the  Republican  policy  group  at  Chicago. 

The  A.M.A.  spokesmen  warned  both  parties 
that  a program  following  the  Social  Security  ap- 
proach “would  be  unpredictably  costly;  it  would 
unnecessarily  cover  millions  of  people;  it  would 
substitute  service  benefits  for  cash  benefits;  it 
would  lead  to  poorer — not  better — quality  of  med- 
ical care;  it  would  overcrowd  our  hospitals;  it 
would  lead  to  the  decline,  if  not  the  demise,  of 
private  health  insurance;  and  it  would  interfere 
dangerously  with  the  doctor-patient  relationship, 
which  is  the  solid  foundation  upon  which  effective 
medicine  must  be  based.” 

Dr.  Annis  also  urged  support  of  the  House- 
approved  Mills  plan  to  provide  health  care  for  the 
needy  aged  who  need  help  with  the  federal  gov- 
ernment and  the  states  sharing  the  costs  outside 
the  Social  Security  mechanism. 

In  an  advertisement  run  in  some  large  daily 
newspapers  in  mid-August,  the  A.M.A.  outlined 
its  reasons  for  supporting  the  Mills  plan,  the  ad 
said,  in  part: 

“The  A.M.A.  believes  our  nation,  as  well  as 
its  senior  citizens,  will  best  be  served  by  a locally 
administered  health  aid  program  designed  to  help 
those  who  need  help  . . . 

“.  . . We  are  equally  sincere  in  our  opposition 


to  legislative  measures  that  approach  the  problem 
on  a shotgun  basis — with  the  idea  of  increasing 
repeatedly  the  Social  Security  tax  in  order  to 
finance  health  benefits  for  everyone  who  is  cov- 
ered by  the  Old  Age,  Survivors  and  Disability 
Insurance  program,  regardless  of  their  need. 

“There  are  many  serious  hazards  in  using  the 
Social  Security  approach  to  finance  medical  and 
hospital  care  for  our  older  citizens.  When  govern- 
ment starts  telling  the  doctor  how  to  practice 
medicine;  telling  the  nurses  how  to  nurse;  telling 
the  hospital  how  to  handle  its  patients,  the  quality 
of  medical  care  is  sure  to  decline.  The  cost  of 
such  a program  eventually  would  be  staggering, 
and  would  make  a serious  dent  in  the  pay  en- 
velopes of  millions  of  Americans  covered  by  Social 
Security.  Private,  voluntary  health  insurance, 
which  has  been  doing  such  a magnificent  job, 
would  be  undermined  and,  in  time,  destroyed. 

“Most  important,  perhaps,  is  the  fact  that  such 
an  approach  would  just  be  the  beginning  of  com- 
pulsory, government-run  medical  care  for  every 
man,  woman  and  child  in  the  United  States.  For 
it  wouldn’t  be  long  before  the  Federal  Govern- 
ment would  be  lowering  the  age  at  which  people 
would  be  eligible,  and  adding  one  costly  service 
after  another  to  a program  that  would  place  your 
health  care  under  the  Federal  Government’s 
thumb.  And  let’s  not  forget  that  our  present  health 
care  is  recognized  to  be  the  world’s  finest.” 
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nj^  a sulfonylurea... DBl 

(Ni-P-phenethylbiguanide)  is 
available  as  white,  scored  tablets  of 
25  mg.  each,  bottles  of  100. 

Send  for  brochure  with  complete  dosage 
instructions  for  each  class  of  diabetes, 
and  other  pertinent  information. 
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an  original  development  from  the  research 
laboratories  of 

u.  s.  vitamin  & pharmaceutical  corp. 

Arlington-Funk  Laboratories,  division 
250  East  43rd  Street,  New  York  17,  N.  Y. 


WHENEVER  COUGH  THERAPY 
IS  INDICATED 


THE  COMPLETE  Rx 
FOR  COUGH  CONTROL 


cough  sedative  / antihistamine 
decongestant  j expectorant 


m relieves  cough  and  associated  symptoms  in  15-20 
minutes  ■ effective  for  6 hours  or  longer  ■ pro- 
motes expectoration  ■ rarely  constipates  ■ agree- 
ably cherry-flavored 

Each  teaspoonful  (5  cc.)  of  Hycomine*  Syrup  contains; 

Hycodan® 

Dihydrocodeinone  Bitartrate  ......  5 mg.'| 

(Warning:  M'ay  be  liabit-lorming)  > 6,5  mg, 

Homatropine  Methylbromide  1.5  mg.; 

Pyrilamine  Maleate 12.5  mg. 

Phenylephrine  Hydrochloride  . . . . . . . . , . . 10  mg. 

Ammonium  Chloride 60  mg. 

Sodium  Citrate  85  mg. 

Avfirage  adult  dose;  One  teaspoonful  after  meats  and  at  bedtime, 
May  be  habit-formtng.  Federal  law  permits  oral  prescription. 

Literature  on  request 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


’U.S.  Pat,  2,630,400 


brand  of  chlormezanone 


effective  oral  skeletal 
muscle  relaxant 
and  tranquilizer 


Traneopal 

relieves  pain  and  spasm 
associated  with  torticollis. 

In  a recent  study  by  Ganz,  Trancopal  brought  considerable 
improvement  or  very  effective  relief  to  20  of  29  patients 
with  torticollis.^  “The  patients  helped  by  the  drug,”  states 
Ganz,  “were  able  to  carry  the  head  in  the  normal  position 
without  pain.”  Similarly,  Kearney  found  that  in  8 of  13 
patients  with  chronic  torticollis  treated  with  Trancopal) 
improvement  was  excellent  to  good.  “. . . Trancopal  is  the  most 
effective  oral  skeletal  muscle  relaxant  and  mild  tranquilizer 
currently  available. 

Lichtman,  in  a study  of  patients  with  various  musculoskel- 
etal conditions,  noted  that  64  of  70  patients  with  torticollis 
obtained  excellent  to  good  relief  with  Trancopal.® 

In  a comparative  study  of  four  central  nervous  system 
relaxants,  Lichtman  reports  that  26  of  40  patients 
found  Trancopal  to  be  the  most  effective  drug.® 


Trancopal  (brand  of  chlormezanone)  and  Caplets,  trademarks  reg.  U.  S.  Pat.  Off.  4716 
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Clinical  results  with  TrancopaB 


~ - ■ ■ - - - - - - 

Excellent 

Good 

Fair 

Poor 

Total 

LOW  BACK  SYNDROMES 

Acute  low  back  strain 

25 

19 

8 

6 

58 

i Chronic  low  back  strain 

11 

5 

1 

1 

18 

“Porters’  syndrome’”*' 

21 

5 

1 

1 

28 

Pelvic  fractures 

2 

1 

— — 

“* 

3 

NECK  SYNDROMES 

1 

1 Whiplash  injuries 

12 

6 

2 

1 

21 

1 Torticollis,  chronic 

6 

2 

3 

2 

13 

blHER  MUSCLE  SPASM 

1;  Spasm  related  to  trauma 

15 

6 

1 

i 

22  1 

B Rheumatoid  arthritis 

— 

18 

2 

1 

p Bursitis 

2 

6 

1 

ItENSION  STATES 

■-X;’  ■ ■ , 

18 

2 

4 

3 

27 

!'r 

ioTALS 

112 

70 

23 

15 

1 

220 

(51%) 

(32%) 

(10%) 

(7%) 

(100%) 

♦Over-reaching  in  lifting  heavy  bags  resulting  In  sprain  of  upper,  middle,  and  lower  back  muscles. 


Dosage:  Adults,  200  or  100  mg.  orally  three  or  four  times  daily. 

Relief  of  symptoms  occurs  in  from  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 

How  Supplied:  Trancopal  Caplets® 

200  mg.  (green  colored,  scored),  bottles  of  100. 

100  mg.  (peach  colored,  scored),  bottles  of  100. 
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New  building  for 

Colorado  Public  Health  Department 

The  Colorado  State  Department  of  Public 
Health  has  moved  to  its  new  building  at  4210  E. 
11th  Avenue.  All  divisions  and  sections  of  the 
department  are  now  located  in  the  new  quarters. 
The  phone  number  is  Dudley  8-5801,  and  it  is  in 
the  Denver  20  postal  zone. 

Obituaries 

Widely  known  specialist  passes  on 

Raymond  J.  Savage,  M.D.,  died  on  August  6, 
1960,  at  his  home,  323  Clermont  Street  in  Denver. 
Dr.  Savage  was  born  February  26,  1899,  in  Denver 
and  was  a graduate  of  Regis  High  School.  He 
attended  the  University  of  Colorado  and  was  a 
three-letter  winner  in  athletics  at  the  university. 

He  received  his  B.A.  degree  from  Georgetown 
University  in  Washington,  D.  C.,  and  later  gradu- 
ated from  Harvard  Medical  School.  He  served  his 
internship  at  Boston  General  Hospital  and  re- 
turned to  Denver,  starting  his  own  practice  in 
internal  medicine  in  1927.  He  became  a member 
of  the  Colorado  State  Medical  Society  in  1930  and 
was  Staff  President  at  St.  Joseph’s  Hospital  from 
1935  to  1939. 

During  World  War  II,  Dr.  Savage,  a naval 
reservist,  was  called  up  for  duty  and  entered  the 
Navy  as  a Lieutenant.  He  served  in  the  South 
Pacific  and  returned  to  this  country  as  a Captain. 
In  1944,  he  became  Chief  of  Medicine  at  the 
Bremerton  Washington  Naval  Hospital  and  was  a 
Captain  at  the  time  of  his  discharge  from  active 
duty  in  1946. 

Dr.  Savage  was  a member  of  Sigma  Alpha 
Epsilon  and  the  Denver  Country  Club. 

He  is  survived  by  his  wife  and  two  daughters. 

Former  professor  of  obstetrics 
mourned  by  all 

Clarence  Bancroft  Ingraham,  M.D.,  died  on 
July  20,  1960,  at  his  home  in  Denver.  Dr.  Ingra- 
ham was  born  in  Hartford,  Connecticut,  on  August 
1,  1879.  He  was  graduated  from  Yale  University 
in  1902  with  a degree  of  bachelor  of  philosophy. 
He  earned  his  medical  degree  at  Johns  Hopkins 
University  in  1906  and  interned  there. 


Dr.  Ingraham  came  to  Colorado  in  1909  and 
was  licensed  to  practice  the  same  year.  He  was 
professor  and  head  of  the  Department  of  Obstetrics 
and  Gynecology  at  Colorado  University  Medical 
School  from  1917  to  1947.  Nicknamed  “Tuffy”  by 
his  students,  he  really  wasn’t  so  tough;  all  his 
students  loved  him  and  many  a man  in  the  field 
of  obstetrics  and  gynecology  remembers  his  teach- 
ing. 

During  World  War  I,  Dr.  Ingraham  was  a 
Major  in  the  Medical  Corps  in  France  and  later 
was  a Colonel  in  the  Reserve.  He  was  a member 
of  the  Denver  Medical  Society,  the  Denver  Clinical 
and  Pathological  Society,  the  American  Gyne- 
cology Society,  the  Central  Association  of  Obstet- 
rics and  Gynecology,  the  Western  Surgical  Society 
and  many  other  professional  groups. 

Dr.  Ingraham  was  a member  of  Delta  Psi, 
Sigma  Xi,  Alpha  Mu  Phi  and  Alapha  Omega  Alpha 
fraternities,  the  Cactus  Club  and  the  Denver 
Country  Club. 

Survivors  include  his  wife,  Catherine,  and  two 
daughters. 


Professors  «peak 

Three  professors  from  the  University  of  Utah 
College  of  Medicine  delivered  scientific  reports 
to  the  American  Academy  of  Pediatrics  meeting 
held  in  Denver  on  July  28  and  29.  They  were 
Drs.  M.  Eugene  Lahey,  John  F.  Wilson  and  Patrick 
F.  Bray. 

Former  Utabn  cited 

A former  Utahn,  who  is  now  head  of  the 
University  of  Southern  California  Department  of 
Endocrinology,  was  recently  cited  by  the  national 
Endocrine  Society  for  his  achievements  in  clinical 
endocrinology  research.  Dr.  Don  H.  Nelson  re- 
ceived a $2,500  cash  award  with  the  citation  for 
his  work.  Dr.  Nelson  is  a graduate  of  the  Uni- 
versity of  Utah  College  of  Medicine,  and  served 
on  the  medical  faculty  there  for  several  years. 

Utah  investigating  team 

An  investigating  team  from  the  University  of 
Utah  College  of  Medicine  has  been  working  on 
the  problem  of  pulmonary  alveolar  proteinosis. 
In  the  opinion  of  Drs.  Henry  P.  Plenk,  Shelley  A. 
Swift,  Wallace  L.  Chambers  and  Wesley  E.  Peltzer, 
the  disease  is  an  indirect  result  of  antibiotics.  A 
full  report  on  the  subject  appeared  in  a recent 
issue  of  Radiology,  and  reprints  will  be  available 
in  about  a month  through  the  office  of  Dr.  Plenk. 
The  reprints  are  being  made  to  fill  the  large 
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number  of  requests  the  team  has  had  for  copies 
of  the  report. 

A.M.A.  reaccredits  hospitals 

The  Salt  Lake  General  Hospital  and  Veteran’s 
Administration  Hospital,  both  affilated  with  the 
University  of  Utah  College  of  Medicine,  have  re- 
cently been  reaccredited  for  postgraduate  training 
in  psychiatry  by  the  American  Medical  Associa- 
tion. 

Two  physicians  receive  grants 

Two  Salt  Lake  City  physicians  are  currently 
carrying  on  research  under  American  Heart  Asso- 
ciation grants.  Russell  M.  Nelson,  M.D.,  of  the 

L. D.S.  Hospital,  was  awarded  $4,950  for  a study 
of  possible  synergistic  action  between  sodium 
chloride  and  anti-fibrillatory  drugs.  Hiroshi  Kuida, 

M. D.,  received  $2,750  for  research  to  be  done  at 
the  University  of  Utah  College  of  Medicine  in  the 
field  of  pulmonary  circulation. 

Obituary 

PHILIP  G.  FULSTOW 

A prominent  Kanab,  Utah,  physician,  Philip 
G.  Fulstow,  M.D.,  was  killed  when  his  car  over- 
turned in  Arizona  on  July  5.  He  had  practiced  in 
Kanab  for  about  eight  years. 

Dr.  Fulstow  was  born  in  Ohio  on  August  12, 
1919,  and  was  graduated  by  the  Western  Reserve 
University  School  of  Medicine  in  1944.  He  ob- 
tained his  Utah  license  in  1950  and  prior  to  going 
to  Kanab,  practiced  a short  time  at  Tooele  and 
Bingham  Canyon.  He  was  a member  of  the  South- 
ern Utah  Medical  Society. 

Dr.  Fulstow  is  survived  by  his  parents  who  live 
in  Norwalk,  Ohio. 


Obituary 

W.  G.  RICHARDS 

William  George  Richards,  M.D.,  Billings,  died 
in  St.  Vincent’s  Hospital  on  July  4,  1960.  Dr. 
Richards  was  born  in  London  on  February  26, 
1870.  He  emigrated  to  the  United  States  in  1893 
and  received  his  M.D.  degree  from  the  University 
of  Minnesota  Medical  School  in  1904.  Dr.  Richards 
moved  to  Hardin,  Montana,  for  the  general  prac- 
tice of  medicine  in  1907  and  in  1913  moved  to 
Billings  for  the  practice  of  internal  medicine.  He 
continued  the  practice  of  his  specialty  in  Billings 
until  he  retired  in  1948. 

Our  sincere  condolences  to  the  family  and 
many  friends  of  Dr.  Richards. 


Abstract  of  minutes 

of  the  House  of  Delegates 

of  the  New  Mexico  Medical  Society* 

78th  Annual  Meeting 
May  10,  1960 

Western  Skies  Hotel,  Albuquerque,  New  Mexico 
FIRST  SESSION 

The  House  was  called  to  order  on  Tuesday, 
May  10,  1960,  in  the  La  Mina  Room,  Western  Skies 
Hotel,  at  8:30  a.m.,  by  President  Lewis  M.  Over- 
ton,  M.D. 

Dr.  Overton  assumed  the  prerogative  of  the 
Chair  by  appointing  C.  Pardue  Bunch,  M.D.,  Ar- 
tesia,  as  Speaker  of  the  House,  and  R.  C.  Derby- 
shire, M.D.,  Santa  Fe,  as  Vice  Speaker. 

The  Secretary-Treasurer,  T.  L.  Carr,  M.D., 
Albuquerque,  reported  a quorum  present. 

The  Speaker  called  to  the  attention  of  the 
House  of  Delegates  that  there  was  a substitute 
resolution  introduced  at  the  close  of  the  morning 
session  of  the  Interim  Session  on  Nov.  5,  1959,  by 
J.  J.  Corcoran,  M.D.,  Albuquerque,  that  did  not 
get  into  the  record.  This  substitute  Resolution  was 
referred  to  the  Reference  Committee  on  Published 
Reports  for  consideration  at  the  Interim  Session. 
The  Reference  Committee  presented  a substitute 
recommendation  to  the  House,  in  the  place  of  Dr. 
Corcoran’s  Resolution.  The  Speaker  asked  per- 
mission of  the  House  of  Delegates  that  this  Reso- 
lution of  Dr.  Corcoran’s  be  filed  to  complete  the 
1959  Interim  Session  minutes.  No  objection  was 
made,  and  this  was  so  ordered  by  the  Speaker. 

The  minutes  of  the  House  of  Delegates  of  the 
Interim  Session  were  approved,  as  published  in 
the  Rocky  Mountain  Medical  Journal. 

Presidential  report 

“At  this  time  I should  like  to  report  on  the  activities  of 
the  Society,  officers,  and  committees  during  the  current  year. 
One  of  the  major  projects  of  the  central  office  has  been  to 
create  greater  interest  in  the  State  Society  among  its  entire 
membership  and  thus  to  stimulate  active  participation  in  all 
of  its  activities.  To  this  end  the  Councilor  of  each  District 
visited  each  County  Society  with  your  President.  He  was 
an  active  participant  in  the  program.  Further,  an  attempt 
was  made  to  keep  each  member  informed  on  local  and 
national  problems  of  interest  and  concern  to  the  Society, 
including  national  legislation  related  to  medicine.  This  was 


* (Condensed  from  the  shorthand  record  of  Mrs.  Ralph 
Marshall,  reporter.  Records  referred  to  but  not  reproduced 
herein  were  distributed  to  all  members  of  the  House  of 
Delegates,  at  the  Annual  Meeting  in  the  mimeographed  Hand- 
book, or  were  distributed  to  all  members  of  the  House  in 
mimeographed  form  at  the  opening  session.  Copies  of  such 
reports  are  on  file  In  the  executive  offices  of  the  Society 
and  are  available  for  study  by  any  members  of  the  Society.) 
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accomplished  through  direct  communications,  pamphlets, 
and  the  News  Letter. 

“Much  time  was  consumed  during  the  year  attempting 
to  deter  undesirable  medical  legislation  at  the  national  level. 
The  fullest  support  was  given  by  each  member  of  the  So- 
ciety. With  the  help  of  the  physicians  throughout  the  country, 
under  the  guidance  and  leadership  of  the  American  Medical 
Association,  much  was  accomplished  in  preventing  the 
Forand  Bill  from  being  reported  out  of  committee.  However, 
news  has  reached  us  that  some  legislation  of  this  type  will 
be  forthcoming  during  the  present  session  of  Congress.  This 
has  resulted  from  the  great  preponderance  of  mail  to  all 
Congressmen  urging  such  legislation.  Therefore,  if  medicine 
is  to  prevent  this  unfavorable  legislation  from  being  enacted, 
every  member  of  the  medical  profession  must  use  the  utmost 
influence  to  convince  the  average  citizen  that  this  legislation 
is  as  detrimental  to  them  as  it  is  to  the  profession. 

“At  the  last  interim  session  of  this  House,  provisions  were 
approved  requiring  that  each  new  member  attend  orientation 
courses  to  familiarize  him  with  the  organization  and  major 
activities  of  the  Society.  The  first  such  course  has  just  been 
concluded.  It  is  anticipated  that  this  will  do  much  to  create 
Interest  among  the  old  as  well  as  the  new  members. 

“Several  committee  reports  indicate  that  cooperation  and 
participation  between  the  members  of  this  Society  and  some 
of  the  public  and  private  health  agencies  have  not  coincided 
with  the  policies  established  by  this  House  nor  with  some 
of  the  policies  of  cooperation  with  some  of  the  agencies. 
This  has  been  due  in  part  to  failure  of  some  of  the  members 
to  understand  the  policies;  while  with  some,  to  their  refusal 
to  abide  by  them.  In  some  instances,  it  has  been  simply  due 
to  failure  of  communication  between  those  involved.  Most 
of  the  misunderstanding  has  arisen  in  situations  where  activi- 
ties of  public  health  have  been  concerned.  I hasten  to  add, 
however,  that  the  Medical  Director  of  the  State  Department 
of  Public  Health  has  in  no  way  condoned  any  of  the  ac- 
tivities. On  the  other  hand,  he  has  cooperated  to  the  fullest. 
He  has  solicited  our  support  in  all  common  health  problems. 
He  does  have  problems  similar  to  ours. 

“Each  and  every  member  of  this  Society  must  support 
the  policies  that  are  good  for  the  private  practice  of  medicine 
if  we  are  to  promote  the  best  medicine  and  enable  the  private 
practice  of  medicine  to  maintain  its  autonomy.  One  cannot  re- 
frain from  questioning  the  sincerity  of  those  who  champion 
the  right  to  the  free  choice  of  physician  and  to  maintain  the 
private  practice  of  medicine,  while  at  the  same  time  they  en- 
courage the  development  of  state  (socialized)  medicine  by 
sending  routine  specimens  to  the  State  Health  Laboratory  and 
by  supporting  public  health  diagnostic  and  treatment  clinics  by 
referring  or  allowing  to  be  referred  those  patients  who  are 
well  able  to  finance  their  own  medical  care.  It  is  recommended 
that  this  House  establish  a firm  policy  with  regard  to  the  sup- 
port of  and  participation  in  all  diagnostic  and  treatment  clinics 
and  that  it  direct  the  appropriate  committee  to  insist  on 
the  establishment  of  sound  policies  of  cooperation  with  each 
health  agency  before  participating  in  its  program. 

“The  Advisory  Committee  to  the  Board  of  Regents  of 
the  University  of  New  Mexico  on  the  formation  of  a medical 
school  has  presented  to  you  a report  and  recommendations 
that  reflect  much  work  and  thought.  In  addition,  you  have 
been  furnished  a report  of  the  Liaison  Committee  of  the 
American  Medical  Association  and  Association  of  the  Ameri- 
can Medical  Congress.  It  is  suggested  that  you  study  these 
carefully  and  then  make  your  decision  as  to  what  you  think 
is  best  for  medicine  in  the  State  and  for  the  citizens  of  the 
State. 

“The  activities  of  the  Public  Relations  Committee  merit 
favorable  comment.  Upon  the  recommendation  of  the  chair- 
man, a subcommittee  was  appointed  whose  function  was  to 
improve  the  relations  with  the  press.  This  subcommittee  was 
designated  as  the  Liaison  Committee  to  the  Press.  It  was 
composed  of  members  from  each  town  in  which  a newspaper 
was  published.  The  State  Society  office  has  received  many 
very  favorable  comments  from  the  press  on  the  good  work 
that  is  being  carried  out  by  this  committee.  It  is  recom- 
mended that  this  policy  be  made  permanent.  Among  other 
important  activities  of  the  committee  was  the  definite  progress 
made  in  its  program  to  encourage  gifted  students  to  enter 
medicine.  This  was  evidenced  by  the  increased  Interest  in 
the  presentation  of  biological  exhibits  at  the  high  school 
science  fairs.  A personal  appeal  program  to  interest  these 
same  youths  in  our  profession  was  inaugurated  in  one  of 
the  local  Klwanis  Clubs  by  one  of  our  members.  You  are 
urged  to  give  this  project  your  full  support. 

“The  Board  of  Trustees  of  the  New  Mexico  Physicians’ 
Service  is  to  be  commended  on  the  program  that  has  been 
recommended  to  you.  It  is  my  sincere  belief  that  this 
program  will  re-establish  much  of  the  prestige  that  we  lost 
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when  the  members  of  the  Society  were  trying  to  support 
two  prepayment  physician  health  plans,  neither  of  which 
was  in  a position  to  give  the  client  the  most  for  his  money. 
It  is  hoped  that  you  will  give  serious  consideration  to  this 
change. 

“In  analyzing  the  activities  and  accomplishments  of  the 
various  committees,  it  is  observed  that  those  committees 
whose  members  serve  three  years  accomplish  much  more  than 
those  whose  members  have  a tenure  of  office  of  only  one 
year.  Therefore,  it  is  recommended  that  the  tenure  of  mem- 
bership on  all  appointed  standing  committees  be  three  years, 
with  one-third  of  the  membership  being  appointed  each  year. 

“In  conclusion,  may  I thank  the  chairmen  and  the  members 
of  each  of  the  committees.  To  them  goes  my  deepest  gratitude. 
They  are  a great  bunch  of  fellows,  and  all  have  performed 
excellently.” 

Report  of  the  Rocky  Mountain  Medical 
Journal 

Mr.  Harvey  Sethman,  Managing  Editor,  Rocky 
Mountain  Medical  Journal,  reported  that  since 
May,  1959,  the  Journal  has  carried  only  two  scien- 
tific articles,  one  editorial  and  the  presidential 
address  from  New  Mexico.  Additional  scientific 
material  includes  nine  pages  of  “Potpourri”  and 
10  pages  of  “Radiologic  Reflections.”  Organiza- 
tional material,  totaling  20 Vg  pages,  appeared  in 
nine  of  the  12  issues.  Of  these  20%  pages,  15  y4 
were  devoted  to  the  two  sets  of  House  of  Delegates 
minutes,  three  pages  to  the  Annual  Program  and 
2y4  to  general  organizational  news,  including  three 
obits  received  for  the  12-month  period. 

Total  pages  of  material  received  from  New 
Mexico  for  this  entire  period  was  52%  pages.  Con- 
sidering the  approximately  700  total  pages,  exclu- 
tive  of  advertisements,  in  the  12  issues,  the  per- 
centage of  material  received  from  New  Mexico 
was  very  minimal. 

Following  Mr.  Sethman’s  report,  the  House  ap- 
proved the  following  Constitutional  amendments, 
which  were  proposed  at  the  May,  1959,  meeting: 

(1)  Article  VI.,  Sections  1,  2,  and  4;  (2)  Article 
VII,  Section  1;  (3)  Article  VIII,  Grievance  Com- 
mittee, Section  1;  (4)  Article  XII,  Funds  and  Ex- 
penses; (5)  Article  XV;  (6)  Article  IV,  Composi- 
tion of  the  Society,  pp.  2. 

Omar  Legant,  M.D.,  Chairman,  Constitution 
and  By-Laws  Committee,  introduced  the  following 
Constitutional  amendment,  which  will  be  voted 
on  at  the  Interim  Session: 

Article  XI. — Reciprocity  of  Membership  with 
other  State  Associations. 

“All  applicants  for  membership,  regardless  of 
societies  or  associations  to  which  they  may  belong 
or  from  which  they  may  bring  cards,  shall  be 
elected  as  any  other  member  and  each  county  so- 
ciety is  hereby  authorized  to  require  a certain 
number  of  months’  (not  less  than  six)  residence 
before  admitting  to  membership,  provided  that  all 
other  requirements  of  the  Constitution  and  By- 
Laws  be  complied  with.” 

NOTE:  “not  less  than  six”  is  to  be  deleted. 

Reference  committee  assignments 

The  Speaker  announced  the  following  Refer- 
ence Committee  appointments: 

Reference  Committee  on  Miscellaneous  Busi- 

continued  on  page  73 
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nilLiri  TABLETS 

New  York  18,  N.  Y. 


New  proof  in  vivo'  of  the  much  greater  efficacy  of  new  Creamalin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  by  an  intragastric  pH  electrode,  showthatnewCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3.5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamalin  provides  virtually  the  same  effects  as  a liquid 
antacid^  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant-tasting,  new  Creamalin  antacid 
tablets  will  not  produce  “acid  rebound”  or  alkalosis. 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy- 
droxide gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 
Dosage;  Gastric  hyperacidity  — from  2 to  4 tablets  as  necessary.  Peptic 
ulcer  or  gastritis  ~ from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am. 
Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959. 

for  peptic  ulceragastritisa  gastric  hyperacidity 
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Photos  used  with  patient’s  permission. 


How  new  Dianabol  rebuilt  muscle  tissue 
in  this  underweight,  debilitated  patient 


Patient  was  weak  and  emaciated  before 
Dianabol.  R.  C.,  age  51,  weighed  160 
pounds  following  surgery  to  close  a perfo- 
rated duodenal  ulcer.  His  convalescence  was 
slow  and  stormy,  complicated  by  pneumonia 
of  both  lower  lobes.  Weak  and  washed  out, 
he  was  considered  a poor  risk  for  further 
necessary  surgery  (cholecystectomy). 
Because  a conventional  low-fat  diet  and 
multiple-vitamin  therapy  failed  to  build  up 
R.  C.  sufficiently,  his  physician  prescribed 
Dianabol  5 mg.  b.i.d. 


Patient  regains  strength  on  Dianabol.  In  just 
two  weeks  R.  C.’s  appetite  increased  sub- 
stantially; he  had  gained  9 Vi  pounds  of 
lean  weight.  His  muscle  tone  was  improved, 
he  felt  much  stronger.  After  4 weeks,  he 
weighed  176  pounds.  Biceps  measurement 
increased  from  10"  to  11  Vi".  For  the  first 
time  since  onset  of  postoperative  pneu- 
monia, his  chest  was  clear.  Mr.  C.’s  physi- 
cian reports;  “He  tolerated  cholecystec- 
tomy very  well  and  one  week  postop  felt 
better  than  he  has  in  the  past  2 years.” 


72 


Rocky  Mountain  Medical  Journal 


Organization  cont.  from  page  70 


Dianabol;  new,  low-cost 
anabolic  agent 

By  promoting  protein  anabolism,  Dianabol 
builds  lean  tissue  and  restores  vigor  in 
underweight,  debilitated,  and  dispirited 
patients.  In  patients  with  osteoporosis 
Dianabol  often  relieves  pain  and  increases 
mobility. 

As  an  anabolic  agent,  Dianabol  has 
been  proved  10  times  as  effective  as 
methyltestosterone.  Yet  it  has  far  less 
androgenicity  than  testosterone  propio- 
nate, methyltestosterone,  or  norethandro- 
lone. 

Because  Dianabol  is  an  oral  preparation, 
it  spares  patients  the  inconvenience  and 
discomfort  of  parenteral  drugs. 

And  because  Dianabol  is  low  in  cost,  it 
is  particularly  suitable  for  the  aged  or 
chronically  ill  patient  who  may  require 
long-term  anabolic  therapy. 

Supplied:  Tablets,  5 mg.  (pink,  scored); 
bottles  of  100. 

Complete  information  sent  on  request. 

Dianabol' 

(methandrostenolone  CIBA) 

converts  protein  to 
working  weight  in  wasting 
or  debilitated  patients 


ness:  Frank  A.  Rowe,  M.D.,  Albuquerque,  Chair- 
man; Brian  Moynahan,  M.D.,  Santa  Fe;  E.  K. 
Neidich,  M.D.,  Las  Cruces;  Richard  Pousma,  M.D., 
Gallup;  Albert  Rosen,  M.D.,  Taos. 

Reference  Committee  on  Published  Reports: 

G.  E.  Rader,  M.D.,  Albuquerque,  Chairman;  Sidney 
Auerbach,  M.D.,  Socorro;  Martin  Goodwin,  M.D., 
Clovis;  Walter  Hopkins,  M.D.,  Lovington;  John 
K.  Torrens,  M.D.,  Albuquerque. 

Reference  Committee  on  Officers’  and  Council 
Reports:  Earl  Flanagan,  M.D.,  Carlsbad,  Chairman; 
Don  Mabray,  M.D.,  Albuquerque;  W.  A.  Stark, 
M.D.,  Las  Vegas;  W.  J.  Hossley,  M.D.,  Deming; 

H.  R.  Hyslop,  M.D.,  Roswell;  S.  W.  Adler,  M.D., 
Albuquerque;  J.  C.  Sedgwick,  M.D.,  Las  Cruces. 

The  Speaker  announced  the  meeting  places 
and  assignments  of  business  to  each  Reference 
Committee. 

New  Business 

The  Speaker  then  announced  that  the  session 
was  open  for  new  business. 

Omar  Legant,  M.D.,  Albuquerque,  presented 
the  following  Resolutions  from  Bernalillo  County: 

“WHEREAS,  the  subject  of  relative  values  studies  has 
been  extensively  discussed  at  two  previous  meetings  of  the 
House  of  Delegates,  and 

“WHEREAS,  the  opinions  and  arguments  of  those  in  favor 
and  those  opposed  to  such  studies  have  been  presented  to 
the  entire  membership  of  the  New  Mexico  Medical  Society 
through  the  News  Letter,  and 

“WHEREAS,  the  entire  concept  of  relative  values  studies 
has  become  a matter  of  keen  interest  and  deep  concern  to 
the  membership  of  the  New  Mexico  Medical  Society  at  large 
and  that  the  entire  membership  of  the  Society  should  make 
its  wishes  known.  Therefore,  be  it 

“RESOLVED:  That  the  question  be  placed  before  the 
membership  of  the  Society  in  the  form  of  a referendum  as 
follows: 

1.  I am  in  favor  of  the  New  Mexico  Medical  Society 
conducting  a relative  values  study; 

2.  I am  not  in  favor  of  the  New  Mexico  Medical  Society 
conducting  a relative  values  study; 

And,  if  less  than  75  per  cent  of  the  voting  membership  (which 
by  Constitution  must  be  51  per  cent  of  the  total  membership) 
approve,  the  question  is  defeated.” 

This  Resolution  was  referred  to  the  Reference 
Committee  on  Officers  and  Council  Reports. 
Resolution  From  the  Bernalillo  County  Medical 
Association: 

“We  recognize  the  future  need  for  doctors  in  the  South- 
west. It  is  reasonable  to  expect  the  establishment  of  a medical 
school  in  New  Mexico  will  attract  to  the  study  of  medicine 
a greater  number  of  qualified  college  students  in  this  state 
than  heretofore. 

“A  first-rate  medical  school  is  a necessity,  not  a luxury. 
Bearing  in  mind  the  medical  profession’s  responsibility  to 
provide  the  best  brand  of  medical  care  to  the  public,  we 
feel  a second-rate  medical  school  is  worse  than  none.  It  is 
amply  proven  that  a state  which  undertakes  to  have  a first 
rate  medical  school  assumes  an  expensive  and  permanent 
obligation.  To  date  the  sources  of  financial  support  for  a 
medical  school  in  New  Mexico  are  only  in  the  promissory 
stage. 

“Once  established,  the  medical  school’s  relations  with  the 
medical  practictioners  in  the  community  assumes  importance. 
It  is  unfortunately  true  that  in  other  communities  frictions 
have  arisen  which  have  plagued  both  school  and  medical 
profession;  therefore,  be  it 

“RESOLVED:  That  the  Advisory  Committee’s  report  recom- 
mending establishment  of  a two-year  medical  school  in 
New  Mexico  be  approved,  provided  that: 
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“1.  The  financial  appropriation  obtained  be  continuing 
and  ample  enough  to  insure  support  of  a first-class  educa- 
tional institution. 

“2.  Close  liaison  between  the  school’s  governing  board 
and  an  advisory  committee  of  the  New  Mexico  Medical 
Society  be  maintained  to  the  end  that  friction  be  forestalled 
and  an  harmonious  relationship  between  the  school  and  the 
medical  profession  of  the  community  be  achieved.” 

This  Resolution  was  referred  to  the  Reference 
Committee  on  Miscellaneous  Business. 

Resolution  From  Bernalillo  County  Medical  As- 
sociation: 

“WHEREAS,  it  is  the  custom  of  most  medical  societies 
to  allot  a given  budget  each  year  to  help  finance  their 
annual  meeting;  and 

“WHEREAS,  few  medical  societies  charge  a registration 
fee  for  members  of  the  Society  at  their  annual  meeting;  and 

“WHEREAS,  most  medical  societies  include  a special 
assessment  in  their  annual  dues  for  this  coverage;  therefore, 
be  it 

“RESOLVED:  That  a special  assessment  of  $5  or  $10  per 
year  be  added  to  each  member’s  annual  dues  (State  Society) 
to  cover  this  allotment,  and  that  no  registration  fee  be 
charged  to  members  of  the  Society  for  the  annual  meeting.” 

This  Resolution  was  referred  to  the  Reference 
Committee  on  Officers  and  Council  Reports. 
Resolution  From  Valencia  County  Medical  Society: 

“WHEREAS,  efforts  to  obtain  postgraduate  medical  edu- 
cation in  this  area  involve  such  a considerable  amount  of 
traveling  and  also  time  away  from  one’s  practice;  and 

“WHEREAS,  these  benefits  should  be  available  to  the  gen- 
eral membership  of  the  State  Society;  and 

“WHEREAS,  we  feel  that  these  benefits  would  have  to  be 
on  a statewide  level;  therefore,  be  it 

“RESOLVED:  That  the  New  Mexico  Medical  Society, 
through  its  appropriate  committee,  investigate  and  establish 
a circuit-rider  type  of  postgraduate  medical  education  pro- 
gram.” 

This  Resolution  was  referred  to  the  Reference 
Committee  on  Miscellaneous  Business. 

Resolution  From  Valencia  County  Medical  Society: 

“A  recommendation  from  the  Valencia  County  Medical 
Society:  Invites  the  New  Mexico  Medical  Society  to  hold  its 
Annual  Meeting  in  1962  at  Grants,  New  Mexico.  It  is  our 
feeling  that  the  tremendous  uranium  industry  situated  in  our 
area  offers  a unique  chance  for  a “tie-in”  with  the  Scientific 
program,  and  it  is  our  sincere  desire  to  invite  the  State 
Society  to  hold  its  Annual  Meeting  here,  if  they  see  fit,” 

This  Resolution  was  referred  to  the  Reference 
Committee  on  Miscellaneous  Business. 

The  following  Resolution,  submitted  by  H.  A. 
Fenner,  M.D.,  Hobbs,  was  referred  to  the  Reference 
Committee  on  Published  Reports: 

“BE  IT  RESOLVED  by  the  House  of  Delegates  of  the  New 
Mexico  Medical  Society,  that  the  Society  go  on  record  as 
endorsing  the  following: 


“1.  That  .10  of  1 per  cent  blood  alcohol  or  its  equivalent 
be  used  as  prima  facie  evidence  of  driving  while  intoxicated. 

“2.  That  operators’  license  requirements  be  standardized 
and  physical  requirements  similar  to  those  suggested  by  the 
American  Medical  Association  Traffic  Safety  Committee  be 
set  up  in  the  State  of  New  Mexico. 

“3.  That  every  applicant  for  vehicle  licensure  over  the  age 
of  70  be  given  a yearly  screening  examination  and  driving 
test. 

“4.  That  a Medical  Advisory  Committee  to  the  Driver 
Services  of  the  State  of  New  Mexico  be  set  up. 

“5.  That  the  State  of  New  Mexico  participate  in  the  Cornell 
Crash  Injury  Research  Program.” 

The  following  resolution,  submitted  by  John  J. 
Corcoran,  M.D.,  Albuquerque,  was  referred  to  the 
Committee  on  Council  and  Officers’  Reports: 

“WHEREAS,  the  question  of  Relative  Values  has  been 
actively  in  consideration  before  this  Society  for  several  years 
with  continuing  vital  interest  and  sharp  division  of  opinion, 
pro  and  con;  and 

“WHEREAS,  this  question  is  of  such  major  importance 
that  its  consideration  will  continue  to  consume  greatly  the 
time  and  energies  of  the  Society  until  a resolution  is 
achieved;  and 

“WHEREAS,  this  question  seems  no  closer  to  final  reso- 
lution after  its  introduction  to  the  floor  of  several  meetings 
of  this  House;  and 

“WHEREAS,  a more  exact  knowledge  of  the  wishes  of 
the  Society  membership  would  aid  the  House  to  resolve 
this  vital  matter  wisely;  therefore,  be  it 

“RESOLVED,  that:  The  question  of  Relative  Values  be 
submitted  to  the  membership  of  the  Society  by  referendum, 
worded  as  follows:  ‘The  New  Mexico  Medical  Society  shall 
conduct  a survey  resulting  in  the  compilation  of  a Relative 
Values  Index,  this  index,  when  completed,  to  be  referred 
back  to  the  medical  specialty  groups  and  constituent  county 
societies  for  criticism,  changes  and  approval,  and  that  it 
subsequently  be  presented  to  the  House  of  Delegates  for  vote 
concerning  its  adoption,  its  areas  of  use,  and  whether  it  be  a 
published  or  unpublished  Index.” 

The  following  Resolution,  submitted  by  H.  R. 
Landmann,  M.D.,  Santa  Fe,  was  referred  to  the 
Reference  Committee  on  Miscellaneous  Business: 

“WHEREAS,  there  has  been  much  criticism  recently  of 
the  conduct  of  ethical  pharmaceutical  houses,  both  in  Con- 
gress of  the  United  States  and  in  the  press;  and 

“WHEREAS,  the  mode  of  advertising  of  drugs  to  the 
physicians  has  often  been  quite  undignified  and  on  a low 
intellectual  level;  and 

“WHEREAS,  the  physician  always  carries  a responsibility 
to  the  public:  be  it 

“RESOLVED:  That  the  New  Mexico  Medical  Society 
instruct  its  Delegate  to  the  A.M.A.  to  recommend  strongly 
to  set  up  a means  by  which  a modus  for  more  ethical  and 
dignified  advertising  to  the  physician  could  be  agreed  upon 
by  both  the  A.M.A.  and  the  pharmaceutical  industry.” 

The  following  Resolution,  submitted  by  Earl 
Flanagan,  M.D.,  Carlsbad,  for  the  Eddy  County 

continued  on  page  78 
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Now  —All  cold  symptoms 
can  be  controlled 


Controls  congestion 

with  Triaminic,^'^’®  the  leading  oral 
nasal  decongestant. 

Controls  aches  and  fever 

with  well-tolerated  APAP,  non-addic- 

tive  analgetic^  and  excellentantipyretic.® 


Controls  cough  centrally 
with  non-narcotic  Dormethan,  possess 
ing  “amply  demonstrated”  antitussive 
activity,®  as  effective  as  codeine. 

Liquefies  tenacious  mucus 

with  terpin  hydrate,  classic  expectorant. 


Each  TUSSAGESIC  Tablet  provides: 

TRIAMINIC®  50  mg. 

(phenylpropanolamine  HCl  25  mg. 

pheniramine  maleate 12.5  mg. 

pyrilamine  maleate  12.5  mg.) 

Dormethan 

(brand  of  dextromethorphan  HBr) 30  mg. 

Terpin  hydrate  180  mg. 

APAP  (N-acetyl-p-aminophenol)  325  mg. 

References:  1.  Lhotka,  F.  M.:  Illinois  M.  J.  112:259 
(Dec.)  1957.  2.  Fabricant,  N.  D.:  E.E.N.T.  Monthly  37 : 460 
(July)  1958.  3.  Farmer,  D.  F.:  Clin.  Med.  5:1183  (Sept.) 
1958.  4.  Bonica,  J.  J.:  in  Drugs  of  Choice,  Mosby,  St. 
Louis,  1958,  p.  272.  5.  Dascomb,  H.  E.:  in  Current 
Therapy,  Saunders,  Phila.,  1958,  p.78.  6.  Bickerman,  H. 
A.:  in  Drugs  of  Choice,  Mosby,  St.  Louis,  1958,  p.547. 


Prompt  and  prolonged  relief  because  of 
this  special  “timed  release”  design: 


first  — the  outer  layer 
dissolves  within  minutes  to 
give  3 to  4 hours  of  relief 


then  — the  inner  core 
releases  its  ingredients 
to  sustain  relief  for  3 to 
4 more  hours 


Dosage:  One  tablet  in  the  morning,  midafternoon 
and  at  bedtime.  Pediatric  dosage  chart  for 
Tussagesic  Suspension  available  on  request. 


TUSSAGESIC  SUSPENSION  provides  palatability  and  convenience  which  make  it 
especially  attractive  to  children  and  other  patients  who  prefer  liquid  medication. 

SMITH  - DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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Think  of  your  patient  with  peptic  ulcer— or  with  gastrointestinal 
dysfunction  — on  a typical  day. 

Think  of  the  anxieties,  the  tensions. 

Think,  too,  of  the  night:  the  state  of  his  stomach  emptied  of  food. 
Disturbing? 

Then  think  of  enarax.  For  enarax  was  formulated  to  help  you  control  pre- 
cisely this  clinical  picture,  enarax  provides  oxyphencyclimine,  the  in- 
herently long-acting  anticholinergic  (up  to  9 hours  of  actual  achlorhydria') 
. . . plus  Atarax,  the  tranquilizer  that  doesn’t  stimulate  gastric  secretion. 
Thus,  with  b.i.d.  dosage,  you  provide  continuous  antisecretory/antispas- 
modic  action  and  safely  alleviate  anxiety . . . with  these  results:  enarax 
has  been  proved  effective  in  92%  of  G.l.  patients.'*''* 

When  ulcerogenic  factors  seem  to  work  against  you,  let  enarax  work 
for  you. 


ENARAX^^i 

(lO  MG.  OXYPHENCYCLIMINE  PLUS  25  MG.  ATARAX®t)  A SENTRY  FOR  THE  G.l.  TRACT 

dosage:  Begin  with  one-half  tablet  b.i.d.  — preferably  in  the  morning  and  before  retiring. 
Increase  dosage  to  one  tablet  b.i.d.  if  necessary,  and  adjust  maintenance  dose  according 
to  therapeutic  response.  Use  with  caution  in  patients  with  prostatic  hypertrophy  and  only 
with  ophthalmological  supervision  in  glaucoma. 

supplied:  In  bottles  of  60  black-and-white  scored  tablets.  Prescription  only. 

References:  1.  Steigmann,  F.,  et  al.;  Am.  J.  Gastroenterol.  33:109  (Jan.)  1960.  2.  Hock,  C.  W.: 
to  be  published.  3.  Leming,  B.  H.,  Jr.:  Clin.  Med.  6:423  (Mar.)  1959.  4.  Data  in  Roerig  Medical 
Department  Files.  tbrand  of  hydroxyzine 


FOR  HEMATOPOIETIC  STIMULATION 
WHERE  OCCULT  BLEEDING  IS  PRESENT 

HEPTUNA®  PLUS 

THE  COMPLETE  ANEMIA  THERAPY 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being  ’ 
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Organization  cont.  from  page  74 

Medical  Society,  was  referred  to  the  Reference 
Committee  on  Miscellaneous  Business; 

“WHEREAS,  the  medical  profession  is  vitally  interested 
in  preventing  socialized  medicine; 

“WHEREAS,  the  public  opinion  against  the  high  cost 
of  pharmaceuticals  is  growing,  and  could  become  another 
wedge  in  the  door  toward  socialized  medicine;  be  it 

“RESOLVED:  That  the  New  Mexico  Medical  Society  sub- 
mit a Resolution  to  the  American  Medical  Association  House 
of  Delegates  suggesting  an  Investigation  of  expenditures 
involved  on  unread — so-called — “throw-away  advertising” 
by  pharmaceutical  companies;  and  that  if  such  expenditure 
be  significant;  these  companies  be  informed,  so  that  reduc- 
tion of  this  unread  advertising  might  lead  to  possible  reduc- 
tion in  drug  costs.” 

The  following  Resolution,  submitted  by  H.  W. 
Hodde,  M.D.,  Hobbs,  for  the  Lea  County  Medical 
Society,  was  referred  to  the  Reference  Committee 
on  Miscellaneous  Business: 

“WHEREAS,  the  Lea  County  Medical  Society  believes 
its  facilities  are  adequate  for  purposes  of  the  Annual  Meeting 
of  the  New  Mexico  Medical  Society; 

“WHEREAS,  the  New  Mexico  Medical  Society  has  not 
previously  met  in  Lea  County;  therefore,  be  it 

“RESOLVED:  That  the  1962  Annual  Meeting  of  the  New 
Mexico  Medical  Society  be  held  in  Hobbs,  New  Mexico.” 

The  following  Resolution,  submitted  by  Walter 
Hopkins,  M.D.,  Lovington,  was  submitted  on  be- 
half of  the  Lea  County  Medical  Society  and  the 
New  Mexico  Academy  of  General  Practice,  and 
was  referred  to  the  Reference  Committee  on  Mis- 
cellaneous Business: 

“WHEREAS,  the  need  for  a medical  school  in  the  State 
of  New  Mexico  has  been  shown  to  exist;  and 

“WHEREAS,  the  New  Mexico  Chapter  of  the  American 
Academy  of  General  Practice  at  its  annual  meeting  in  July, 
1959,  approved  the  recommendation  for  the  establishment 
of  a Medical  School  at  the  University  of  New  Mexico;  and 
“WHEREAS,  the  need  for  more  well-trained  general 
practitioners  in  our  State  of  New  Mexico  is  self-evident;  and 
“WHEREAS,  the  adequate  preparation  of  those  medical 
students  who  desire  to  enter  general  practice  upon  comple- 
tion of  their  training  should  be  one  of  the  prime  functions 
of  our  proposed  medical  school;  therefore,  be  it 

“RESOLVED:  That  the  New  Mexico  Medical  Society 
indicate  its  awareness  of  the  need  for  producing  well-trained 
physicians,  including  general  practitioners,  by  our  proposed 
medical  school  as  a prime  reason  for  establishing  such  a 
school;  and  be  it  further 

“RESOLVED:  That  the  New  Mexico  Medical  Society  rec- 
ommend the  establishment  of  a Chair  of  General  Practice 
on  the  faculty  of  the  Medical  School  (such  chair  to  be  filled 
at  the  same  time  as  other  faculty  chairs  are  filled).”* 


‘Bracketed  clause  was  deleted  before  adoption. 


The  following  Resolution,  submitted  by  Walter 
Stark,  M.D.,  Las  Vegas,  for  the  San  Miguel  County 
Medical  Society,  was  referred  to  the  Committee 
on  Published  Reports; 

“RESOLVED:  That  the  New  Mexico  Medical  Society 
approve  the  following:  In  all  dealings  with  the  Department 
of  Public  Welfare  regarding  services,  fees,  and  adjudication 
differences  regarding  same,  the  County  Medical  Society  be 
the  only  designated  bargaining  group  authorized  to  represent 
its  professional  members.” 

The  Speaker  declared  the  first  session  of  the 
78th  Annual  Session  of  the  House  of  Delegates 
recessed  until  3:00  p.m. 

SECOND  SESSION 

The  second  session  of  the  House  of  Delegates 
was  called  to  order  at  3:05  p.m.  by  the  Speaker, 
C.  Pardue  Bunch,  M.D.  Secretary-Treasurer  T,  L. 
Carr,  M.D.,  reported  a quorum  present. 

The  Speaker  introduced  Mr.  Rueben  Dalbec, 
Field  Representative  of  the  A.M.A.,  who  made 
the  following  comments: 

“I  bring  you  greetings  from  the  A.M.A.  and  thank  you 
for  inviting  me  to  attend  this  meeting.  I would  like  to  discuss 
briefly  with  you  the  political  situation  in  Washington.  We 
are  in  real  trouble  at  the  moment,  for  both  political  parties 
are  fighting  for  position  to  see  who  is  going  to  win  the 
support  of  the  old  folks.  The  Democratic  party  is  now  in 
favor  of  Porand-type  legislation.  They  think  it  should  be 
under  Social  Security. 

“The  Republican  party  is  also  going  to  support  assistance 
to  the  old  folks  and  has  introduced  a bill  to  the  House  Ways 
and  Means  Committee.  They  had  to  have  something  during 
an  election  year.  This  will  not  pass  because  the  Democrats 
will  oppose  it.  It  is  a political  football. 

“A  Forand-type  bill  will  pass  both  houses.  Our  hope  is 
in  a Presidential  veto.  I would  like  to  urge  you  to  continue 
to  write  to  your  Congressmen  and  urge  the  Auxiliary  to  do 
likewise.  I hope  that  I will  have  an  opportunity  to  visit 
with  a lot  of  you  during  this  session.  There  are  a lot  of 
things  I would  like  to  tell  you.  I hope  you  read  the  news- 
papers carefully.  Any  day  a bill  will  come  out  of  the  House 
Ways  and  Means  Committee.  We  hope  you  will  be  looking 
for  it.” 

The  Speaker  appointed  the  following  tellers 
for  the  election  of  new  officers:  Doctors  Howard 
Seitz,  Chairman;  W.  F.  Blank,  Earl  Bergener, 
Chester  Bynum,  C.  H.  Peterson. 

R.  H.  Pousma,  M.D.,  Gallup,  requested  that 
his  name  be  withdrawn  as  a candidate  for  the 
Grievance  Committee.  C.  P.  Bunch,  M.D.,  Artesia, 
asked  that  his  name  be  withdrawn  as  a candidate 
for  New  Mexico  Physicians’  Service  Board  of 
Trustees.  Earl  B’.  Flanagan,  M.D.,  Carlsbad,  an- 
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SYNCILLIN 

250  mg.  t.i.d.  — 6 days 


ACUTE  BRONCHITIS 


H.F.  45-year-old  white  female.  First  seen  on 


Aug.  24,  1959  with  acute  bronchitis  of  3 days 


Culture  of  the  sputiim  revealed  alpha 


duration 


hemolytic  streptococci.  A 250  mg.  SYNCILLIN 


tablet  was  administered  3 times  daily.  Another 


sputum  culture  taken  on  Aug.  27  showed  no  growth 


On  Aug.  30,  the  patient  appeared  much  improved 


and  SYNCILLIN  was  discontinued 


Recovery  uneventful 


Actual  case  summary  from  the  files  of  Bristol  Laboratories’  Medical  Department 


THE  ORWINAL  potassium  phenethicillin 


(Potassium  Penicillin- 152) 

A dosage  form  to  meet  the  individual  requirements  of  patients  of  all  ages  in  home,  offiice,  clinic,  and  hospital : 

Syncillin  Tablets  — 250  mg.  (400,000  units) , . . Syncillin  Tablets  — 125  mg.  (200,000  units) 

Syncillin  for  Oral  Solution  — 60  ml.  bottles  — when  reconstituted,  126  mg.  (200,000  units)  per  5 ml. 

Syncillin  Pediatric  Drops  — 1.5  Gm.  bottles.  Calibrated  dropper  delivers  125  mg.  (200,000  units) 

I Complete  information  on  indications,  dosage  and  precautions  is  included  in  the  circular  accompanying  each  package. 


BRISTOL  LABORATORIES,  SYRACUSE,  NEW  YORK 


BRISTOi: 


nounced  that  Sol  Heinemann,  M.D.,  Carlsbad, 
requested  that  his  name  be  withdrawn  as  a candi- 
date for  Councilor  from  District  V.  R.  C.  Derby- 
shire, M.D.,  Santa  Fe,  requested  that  his  name 
be  withdrawn  as  a candidate  for  the  Board  of 
Trustees  of  New  Mexico  Physicians’  Service  and 
as  Vice  Speaker  of  the  House  of  Delegates. 

Having  received  nominations  from  the  floor, 
the  ballots  were  distributed  and  cast. 

The  Vice  Speaker,  R.  C.  Derbyshire,  M.D., 
called  on  Frank  A.  Rowe,  M.D.,  Chairman,  Refer- 
ence Committee  on  Miscellaneous  Business,  for 
his  committee  report. 

Report  of  Reference  Committee 
on  Miscellaneous  Business 

1.  Your  committee  considered  in  detail  the 
report  of  the  Advisory  Committee  to  the  Board 
of  Regents  of  the  University  of  New  Mexico. 
The  committee  recommends  that  the  Annual  Re- 
port of  the  Advisory  Committee  to  the  Board  of 
Regents  of  the  University  of  New  Mexico  be  ac- 
cepted for  the  records. 

BE  IT  THEREFORE  RESOLVED  THAT: 

1.  New  Mexico  Medical  Society  goes  on  record  as  favor- 
ing the  establishment  of  a two-year  Basic  Science  Medical 
School  at  the  University  of  New  Mexico. 

2.  That  a four-year  medical  school  be  established  as  soon 
thereafter  as  is  reasonable. 

3.  That  the  New  Mexico  Medical  Society  assist  the  Uni- 
versity in  every  way  possible  to  obtain  these  objectives. 

The  committee  also  considered  three  other 
resolutions  pertaining  to  this  matter  and  recom- 
mends that  the  Resolution  from  the  Bernalillo 
County  Medical  Society  pertaining  to  the  report 
of  the  Advisory  Committee  to  the  Board  of  Re- 
gents to  the  University  of  New  Mexico  be  adopted 
as  read,  with  the  following  changes  in  the  Reso- 
lution: 

“THEREFORE,  BE  IT  RESOLVED:  That  the  New  Mexico 
Medical  Society’s  Legislative  Committee  be  instructed  to 
press  before  the  State  Legislature  that  the  financial  appro- 
priation obtained  be  continuing  and  ample  enough  to  insure 
the  support  of  a first-class  medical  institution,  and  that 
close  liaison  between  the  school’s  governing  board  and  an 
advisory  committee  of  the  New  Mexico  Medical  Society  be 
maintained  to  the  end  that  an  harmonious  relationship  be- 
tween the  school  and  the  medical  profession  of  the  com- 
munity be  achieved.” 

Your  committee  further  considered  the  resolu- 
tion of  the  New  Mexico  Chapter  of  the  American 


Academy  of  General  Practice  and  Lea  County 
Medical  Society  submitted  by  Walter  Hopkins, 
M.D.,  Lovington.  The  committee  recommends  ap- 
proval of  the  resolution  by  the  New  Mexico  Chap- 
ter of  the  American  Academy  of  General  Practice 
in  its  entirety,  with  the  exception  of  deletion  of  a 
portion  of  the  last  sentence  of  the  resolution.  (See 
note  following  resolution,  page  78.) 

The  committee  considered  the  report  of  the 
Advisory  Committee  on  Radiation  to  the  Depart- 
ment of  Public  Health  and  recommends  approval 
of  this  report. 

The  committee  considered  the  annual  report 
of  the  American  Medical  Education  Foundation 
Committee  and  recommends  acceptance  of  this 
report. 

The  committee  considered  the  annual  report 
of  the  Convention  Site  Committee  and  recom- 
mends approval  of  this  committee’s  report. 

Your  committee  considered  the  recommenda- 
tion from  the  Valencia  County  Medical  Society 
pertaining  to  Convention  Site  for  the  Annual 
Meeting  in  1962  at  Grants,  New  Mexico,  and  the 
resolution  submitted  from  the  Lea  County  Medical 
Society  and  recommends  that  a Convention  Site 
Committee  be  elected,  or  that  the  House  of  Dele- 
gates make  its  decision  as  a committee  of  the 
whole. 

It  further  recommends  that  consideration  of 
the  Valencia  County  recommendation  and  the  Lea 
County  resolution  be  considered  at  that  time. 

Dr.  Moynihan  moved  that  this  House  of  Dele- 
gates as  a committee  of  the  whole  pick  a Conven- 
tion Site  for  1962  at  this  time.  Motion  carried.  Dr. 
Abrums  moved  that  the  invitation  from  Hobbs  be 
accepted  for  the  Annual  Session  in  1962.  The  mo- 
tion was  seconded  and  carried.  N.  R.  Ritter,  M.D., 
Grants,  then  recommended  an  invitation  to  the 
Interim  Session  of  the  House  of  Delegates  to 
Grants  in  1961.  Dr.  Abrums  moved  that  the  House 
of  Delegates  accept  this  invitation  from  Grants 
for  the  1961  Interim  Session.  The  motion  was 
seconded  and  carried. 

The  committee  also  considered  a resolution 
introduced  by  H.  R.  Landmann,  M.D.,  Santa  Fe 
County,  and  a resolution  submitted  by  the  Eddy 
County  Medical  Society  in  regard  to  cost  of  drugs 

continued  on  page  85 
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' The  physician  listens  to  a tense,  nervous  patient 
discuss  her  emotional  problems.  To  help  her,  he 
I prescribes  Meprospan®  (400  mg.),  the  only  con- 
' tinuous-release  form  of  meprobamate. 


She  stays  calm  while  on  Meprospan,  even  under 
the  pressure  of  busy,  crowded  supermarket  shop- 
ping. And  she  is  not  likely  to  experience  any 
autonomic  side  reactions,  sleepiness  or  other 
discomfort. 


Relaxed,  alert,  attentive  . . . she  is  able  to  listen 
carefully  to  P.T.A.  proposals.  For  Meprospan 
does  not  affect  either  her  mental  or  her  physical 
efficiency. 


The  patient  takes  one  Meprospan-400  capsule  at 
breakfast.  She  has  been  suffering  from  recurring 
states  of  anxiety  which  have  no  organic  etiology* 


She  takes  another  capsule  of  Meprospan-400  with 
her  evening  meal.  She  has  enjoyed  sustained 
tranquilization  all  day  — and  has  had  no  between- 
dose  letdowns.  Now  she  can  enjoy  sustained 
tranquilization  all  through  the  night 


Peacefully  asleep  . . . she  rests,  undisturbed  by 
nervousness  or  tension.  (Samples  and  literature 
on  Meprospan  available  from  Wallace  Labora- 
tories, Cranbury,  N.  J.) 
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KYNEX 

Sulfamethoxypyridazine  Lederle 

OUTSTANDING  1-DOSE-A-DAY  SULFA 


Rapid  peak  attainment  in  1 to  2 hours'-^ . . . approximately  one-half  the  time  of  other 
single-daily  dose  sulfas.^  High  free  levels— as  much  as  95  per  cent  of  circulating  levels 
remaining  in  fully  active  unconjugated  forms.^  Extremely  low  2.7  per  cent  incidence  of 
side  effects  in  toxicity  studies  on  223  patients/  Includes  total  reactions  (subjective  and 
objective) , all  temporary  and  rapidly  reversed.  No  crystalluria  reported. 


KYNEX  TABLETS,  0.6  Gm.,  bottles  of  24  and  100.  Dosage:  Adults,  0.5 
Gm.  (1  tablet)  daily  following  an  initial  first  day  dose  oft  Gm.  (2  tabiets). 
KYNEX  ACETYL  PEDIATRiC  SUSPENSION,  cherry-flavored, 250  mg. 
sulfamethoxypyridazine  activity  pertsp.  {5  cc.).  Bottles  of  4 and  16  fl.  oz. 
New  KYNEX  ACETYL  PEDIATRIC  DROPS,  cherry-flavored.  125  mg. 
sulfamethoxypyridazine  activity  per  cc.  In  10  cc.  squeeze  bottle. 

New  for  acute  G.  U.  infection  AZO  KYNEX  TABLETS  (for  q.  i.  d.  dos- 
age),125  mg.,  KYNEX  S ulfamethoxypyridazine  in  the  shell  with  150  mg. 
phenylazodiaminopyridine  HCI  in  the  core. 


Precautions:  Usual  sulfonamide  precautions  apply. 

1.  Boger,  W.  P. ; Strickland,  C.  S..  and  Gylfe,  J.  M.:  Anti- 
biotic  Med.  & Clin.  Ther.  3:378  (Nov.)  1956.  2.  Boger,  W.  P.: 
In:  Antibiotics  Annual  1958-1959,  New  York,  Medical  Encyclo- 
pedia, Inc.,  1959,  p.  48.  3.  Sheth,  U.  K. ; Kulkarni,  B.  S.,  and 
Kamath,  P.  G. : Antibiotic  Med.  & Clin.  Ther.  5:604  (Oct.)  1958. 
4.  Anderson,  P.  C.,  and  Wissinger,  H.  A. : U.  S.  Armed  Forces 


M.  J.  10:1051  (Sept.)  1959. 

LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY.  Pearl  River,  New  York 
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system 
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Here  is  the  basic 
electrolyte  solution 


Isolyt^ 


Proven  effective  with 
nousands  of  patients 


Msoiyte 
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parenteral 


....  ■ . 
When  an  artificial  kidney  is  not  available 


Write  for  descriptive  reprint 


’REFERENCES;  Maxwell,  M.  H., et  al.:  Peritoneal 
‘i-  i,.  Dialysis:  1.  Technique  and  Applica- 


Doolan,  P.  D.,  et  al.;  An  Evaluation  of 
Intermittent  Peritoneal  Lavage,  Am.  J. 


m... 
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PERITONEAL  DIALYSIS  SOLUTION  with  1.5%  Dextrose,^  Each  100  ml.  contains:  Hydrous  Dextrose  U.S.P.  1.5  Gm.— 
^4^  Sodium  Lactate  0.50  Gm,— Sodium  Chloride  U.S.P.  0.56  Gm.— Calcium  . Chloride  U.S.P  0,026  Gm —Magnesium 

' '=■*'  Chloride  Hexahydrote  0.015  Gm.— Water  for  injection  U.S.P.  . q.s. 
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and  advertising  carried  on  by  the  pharmaceutical 
companies.  This  committee  takes  note  of  these 
resolutions,  but  submits  herewith  the  following 
resolution  in  their  places: 

“WHEREAS,  the  medical  profession  is  vitally  interested 
in  a strong  American  drug  industry  and  in  that  the  latter 
has  been  under  heavy  and  often  unfair  attack  in  recent 
months:  be  it  therefore 

“RESOLVED:  That  the  New  Mexico  Medical  Society 
recommend  to  the  A.M.A.  mutual  efforts  by  the  A.M.A.  and 
the  pharmaceutical  industry  to  uncover  means  of  reducing 
drug  costs  entailed  by  methods  of  communication  between 
the  pharmaceutical  industry  and  the  practicing  physicians.” 

The  committee  wishes  to  thank  Dr.  Overton 
for  all  the  hard  work  that  he  has  done  during  the 
past  year.  This  committee  further  would  like  to 
go  on  record  as  rendering  its  sincere  thanks  to 
the  advisory  committee  to  the  Board  of  Regents 
of  the  UNM  for  its  efforts  in  preparing  the  annual 
report  and  all  matters  pertaining  thereto.  This 
committee  wishes  also  to  express  its  gratitude  to 
President  Pope  joy  of  the  UNM  for  appearing  at 
the  committee  hearings  this  morning. 

The  Speaker,  C.  P.  Bunch,  M.D.,  called  upon 
Earl  Flanagan,  M.D.,  Carlsbad,  for  a report  of  the 
Reference  Committee  on  Officers’  and  Council 
Reports. 

Report  of  Reference  Committee  on 
Officers  and  Council  Reports 

Your  reference  committee  recommends  that 
the  report  of  the  Delegate  to  the  A.M.A.  be  ac- 
cepted as  published  and  further  recommends  that 
the  three  sections  dealing  with  freedom  of  choice 
of  physician,  physician-hospital  relations  and 
Relative  Values  studies,  be  brought  to  the  atten- 
tion of  the  general  membership  of  the  Society 
through  the  News  Letter. 

Referring  to  the  published  article  in  the  A.M.A. 
Journal,  we  recommend  further  that  the  Society 
be  acquainted  with  the  additional  fact  that  the 
Hospitality  Room  of  the  New  Mexico  Medical  So- 
ciety at  the  Dallas  Meeting  of  the  A.M.A.  was  a 
success,  and  while  $800  was  allocated,  its  cost  to 
us  was  just  under  $300.  We  further  wish  to  com- 
mend our  Delegate  to  the  A.M.A.  for  his  untiring 
efforts  in  our  behalf  for  the  past  term. 

The  reference  committee  recommends  that  the 
Grievance  Committee  be  commended  for  the  dili- 
gence in  which  it  has  carried  out  its  functions 
and  that  the  report  of  the  Grievance  Committee 
be  accepted  as  published,  with  the  additional 
comments:  that  it  is  the  opinion  of  your  reference 
committee  that  further  clarification  of  the  type  of 
publicity  given  to  the  lay  press  should  be  delin- 
eated, as  follows:  (1)  The  number  and  type  of 
cases  considered;  (2)  The  disposition  of  cases  by 
number  as  to:  (a)  in  favor  of  physicians;  (b)  in 
favor  of  complainant. 

Your  reference  committee  recommends  that 
the  Annual  Report  of  the  Laboratory  Advisory 
Committee  be  accepted  with  thanks  as  published. 


with  the  suggestion  that  definitive  recommenda- 
tions for  the  proper  usage  of  the  Public  Health 
Laboratories  be  distributed  to  the  Secretary  of 
each  component  County  Medical  Society. 

We  also  wish  to  commend  the  work  of  this 
committee  for  this  past  year. 

The  reference  committee  recommends  that  the 
annual  report  of  the  Medicare  Adjudication  Com- 
mittee be  accepted  as  published.  Your  reference 
committee  wishes  to  commend  the  considerable 
job  done  by  this  committee  and  in  particular,  its 
Chairman. 

The  reference  committee  wishes  to  recommend 
that  the  annual  report  of  the  Public  Relations 
Committee  be  accepted  as  published,  with  the 
exception  of  the  final  paragraph.  In  lieu  of  the 
last  paragraph  the  reference  committee  recom- 
mends the  approval  of  the  Council’s  action  relative 
to  this  matter  at  its  meeting  on  May  8,  1960,  as 
stated  in  its  supplemental  report.  (Note:  The 
Council  recommended  that  the  Society  continue 
its  present  Public  Relations  Counsel.) 

The  reference  committee  wishes  to  commend 
the  Public  Relations  Committee  for  its  enviable 
record  of  accomplishment  for  the  last  year. 

The  reference  committee  recommends  that 
the  report  of  the  Council  for  1960  and  their  meet- 
ings of  Feb.  27,  1960,  and  May  8,  1960,  be  accepted 
as  published  with  the  comment  that  we  wish  to 
state  that  while  we  recognize  the  desirability  of 
the  proposed  “circuit  rider”  type  of  postgraduate 


Protection  against  loss  of  income  from 
accident  and  sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 
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education,  we  also  wish  to  call  attention  to  the 
financial  impossibility  of  such  a program  at  the 
present  time. 

The  reference  committee  also  approves  the 
action  of  the  Council  concerning  the  desirable 
changes  in  the  Purpose  and  Scope  of  the  Griev- 
ance Committee,  as  listed  in  the  Supplemental 
Council  Report. 

The  reference  committee  wishes  to  call  the 
attention  of  the  House  of  Delegates  to  the  con- 
siderable work  that  has  been  accomplished  in  the 
past  months  by  your  President,  Councilors,  and 
Executive  Secretary. 

The  reference  committee  recommends  that  the 
annual  report  of  the  representative  of  the  New 
Mexico  Medical  Society  to  the  New  Mexico  Mental 
Retardation  Project  of  the  Child  Development 
Center  be  accepted  as  published  and  commends 
Dr.  Raymond  Young  for  his  work. 

The  reference  committee  expresses  its  appre- 
ciation of  the  time  and  effort  that  went  into  the 
compilation  of  facts  and  information  in  the  report 
of  the  Council’s  Special  Committee  on  Relative 
Values  Indices  and  for  making  this  information 
available  to  all  members  of  the  Society. 

It  is  the  opinion  of  your  reference  committee 
that  further  discussions  of  this  matter  will  be  non- 
productive of  definite  results.  As  to  whether  the 
Society  wishes  to  conduct  a Relative  Values  Index 
Study  should  be  submitted  to  the  current  House 
of  Delegates  for  vote. 


In  view  of  the  above  recommendations,  your 
reference  committee  recommends  the  disapproval 
of  the  resolution  of  the  Bernalillo  County  Medical 
Association  and  the  resolution  of  John  J.  Cor- 
coran, M.D. 

W.  A.  Stark,  M.D.,  Las  Vegas,  stated  that  he 
would  like  to  have  the  records  show  that  there 
was  a minority  report.  G.  S.  Slusser,  M.D.,  Artesia, 
moved  that  the  minority  report  be  rejected.  The 
motion  was  seconded  by  R.  C.  Derbyshire,  M.D., 
and  carried. 

J.  A.  Dillahunt,  M.D.,  Albuquerque,  moved 
that  it  be  resolved  that  the  New  Mexico  Medical 
Society  shall  make  a Relative  Values  Study.  The 
motion  was  seconded  by  C.  R.  Beeson,  M.D.,  Albu- 
querque, and  was  defeated.  John  J.  Corcoran, 
M.D.,  Albuquerque,  moved  the  House  of  Dele- 
gates reconsider  the  vote  for  the  record.  The  mo- 
tion was  seconded  by  John  D.  Abrums,  M.D., 
Albuquerque.  The  count  revealed  22  were  in  favor 
of  the  motion  and  37  were  against. 

R.  C.  Derbyshire,  M.D.,  the  Vice  Speaker,  called 
for  the  report  of  the  Reference  Committee  on 
Published  Reports;  Walter  Hopkins,  M.D.,  Loving- 
ton,  Secretary,  gave  the  following  report: 

Report  of  the  Reference  Committee 
on  Published  Reports 

The  reference  committee  approved  for  filing 
for  information  the  Annual  Report  of  the  Rocky 
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Each  of  the  babies  pictured  on  this  page 
was  borne  by  a mother  with  a documented 
previous  history  of  true  habitual  abor- 
tion, who  was  treated  with  delalutin 
during  the  pregnancy  leading  to  this  birth 
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trated solution  requiring  injection  of  less  vehicle  • unusually  well-tolerated,  even  in 
large  doses  • fewer  injections  required  • low  viscosity  makes  administration  easy 


Complete  information  on  administration  and  dosage  is  supplied  in  the  package  insert 
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Vials  of  2 and  10  cc.,  each  containing  125  mg.  of  hydroxyprogesterone  caproate  in  benzyl  benzoate  and  sesame  oil. 
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Mountain  Medical  Conference  Committee,  as  pub- 
lished. 

The  reference  committee  recommends  approval 
of  the  Student  Loan  Committee  report,  but  re- 
quests that  future  reports  include  more  details 
of  the  committee’s  activities  and,  also,  recommends 
that  the  word,  “loan,”  be  substituted  for  the  word, 
“grant,”  on  the  first  line. 

It  is  recommended  that  the  report  of  the  Rep- 
resentative of  the  New  Mexico  Medical  Society 
to  the  Tuberculosis  Coordinating  Committee  be 
approved  and  that  the  Public  Health  Committee 
take  over  the  functions  of  this  Representative 
and  assume  a leading  role  in:  (1)  Establishing, 
in  conjunction  with  the  other  agencies,  a firm 
policy  concerning  the  care  of  TB  patients,  includ- 
ing the  activities  of  Chest  Clinics,  case  finding, 
procedures  and  responsibilities  for  definitive 
treatment  of  the  tubercular  patients;  (2)  To  in- 
vestigate and  report  charges  of  alleged  reports 
that  patients  are  unable  to  obtain  medical  care 
from  private  physicians;  and  (3)  To  study  the 
recommendations  of  the  Arden  House  Report  and 
define  the  private  physicians’  position  in  the  aug- 
mentation of  its  recommendations. 

We  recommend  that  the  annual  report  of  the 
Mental  Health  and  Alcoholism  Committee  be  ap- 
proved, and  we  recommend  to  the  Council  that 
the  New  Mexico  Medical  Society  send  the  Chair- 
man of  the  Mental  Health  and  Alcoholism  Com- 
mittee to  the  American  Medical  Association’s  An- 


nual Meeting  for  Chairmen  of  the  State’s  Mental 
Health  Committees. 

We  recommend  that  the  annual  report  of  the 
Committee  on  the  Problems  of  the  Aged  and 
Aging  be  approved  as  published,  together  with  its 
Supplemental  Report. 

We  recommend  that  the  annual  report  of  the 
Legislative  Committee  be  approved,  as  published. 

We  recommend  that  the  annual  report  of  the 
Maternal  and  Infant  Mortality  Committee  be  ap- 
proved for  filing  with  the  additional  comment  that 
increased  cooperation  is  mandatory  for  the  con- 
tinuing function  of  this  committee. 

It  is  recommended  that  the  annual  report  of 
the  Nominating  Committee  be  accepted  with  the 
committee’s  opinion  as  published  that  the  recom- 
mendation proposed  of  abolishing  the  Convention 
Site  Committee  be  not  approved.  We  further  rec- 
ommend that  the  nominee’s  willingness  to  serve 
be  ascertained  prior  to  final  nomination. 

We  recommend  that  the  annual  report  of  the 
Constitution  and  By-Laws  Committee  be  approved, 
as  published. 

We  recommend  that  the  annual  report  of  the 
Rehabilitation  Committee  be  filed  for  information, 
with  the  comment  that  next  year’s  report  be  more 
thorough. 

We  recommend  that  the  annual  report  of  the 
Medical-Legal  Committee  be  filed  for  information 
and  recommend  that  representatives  of  the  insur- 
ance companies,  including  overhead  expenses,  be 
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Blood  pressure  that  goes  up  with  stress 
often  comes  down  with  SERPASIl! 

(reserpine  ciba) 


One  reason  that  many  cases  of  hypertension 
respond  to  Serpasil  is  that  many  cases  are  as- 
sociated with  stress.  Stress  situations  produce 
stimuli  which  pass  through  the  sympathetic 
nerves,  constricting  blood  vessels,  and  increas- 
ing heart  rate.  Hyperactivity  of  the  sympathetic 
nervous  system  may  elevate  blood  pressure;  if 
prolonged,  this  may  produce  frank  hyperten- 
sion. By  blocking  the  flow  of  excessive  stimuli 
to  the  sympathetic  nervous  system,  Serpasil 
guards  against  stress-induced  vasoconstriction, 
brings  blood  pressure  down  slowly  and  gently. 

*Coan,  J.  P.,  McAlpine,  J.  C.,  and  Boone,  J,  A.:  J.  South  Carolina 


in  mild  to  moderate  hypertension,  Serpasil  is 
basic  therapy,  effective  alone  “. . . in  about  70 
per  cent  of  cases . . .”* 

In  severe  hypertension,  Serpasil  is  valuable  as 
a primer.  By  adjusting  the  patient  to  the  physio- 
logic setting  of  lower  pressure,  it  smooths  the 
way  for  more  potent  anti  hypertensives. 

In  all  grades  of  hypertension,  Serpasil  may  be 
used  as  a background  agent.  By  permitting 
lower  dosage  of  more  potent  anti  hypertensives, 
Serpasil  minimizes  the  incidence  and  severi 
of  their  side  effects. 


M.  A.  5 1 :41 7 (Dec.)  1955. 


available  at  this  meeting  for  your  enrollment. 

We  recommend  that  the  report  of  the  New 
Mexico  Association  of  Radiologists  and  Patholo- 
gists be  approved,  as  published. 

It  is  recommended  that  the  annual  report  of 
the  Scientific  Program  Committee  be  filed  for 
information. 

We  recommend  that  the  Public  Health  Com- 
mittee reports  be  approved,  as  published. 

The  committee  approves  the  resolution  pro- 
posed by  the  Safety  and  Accident  Prevention 
Committee. 

It  is  recommended  that  the  annual  report  of 
the  Advisory  Committee  to  the  Department  of 
Public  Welfare  be  accepted,  and  we  further  rec- 
ommend to  the  Council  that  general  publicity  be 
given  to  the  material  contained  in  the  supplemen- 
tal report. 

Concerning  the  resolution  from  the  San  Miguel 
County  Medical  Society  pertaining  to  the  Depart- 
ment of  Public  Welfare,  it  is  recommended  by 
this  committee  that  action  be  postponed  on  this 
resolution  with  the  recommendation  that  it  be 
referred  to  the  Advisory  Committee  to  the  DPW 
for  investigation  and  reported  to  the  next  House 
of  Delegates’  meeting. 

We  recommend  that  the  annual  report  of  the 
New  Mexico  Physicians’  Service  Board  of  Trus- 
tees be  approved. 

Election  results 

The  Speaker,  Dr.  Bunch,  called  upon  Howard 
Seitz,  M.D.,  Chairman  of  the  Tellers  Committee, 
for  a report.  Dr.  Seitz  reported  that  the  following 
were  elected  by  ballot: 

President-Elect:  William  Badger,  M.D.,  Hobbs. 

Vice  President:  R.  C.  Derbyshire,  M.D.,  San- 
ta Fe. 

Delegate  to  A.M.A.:  Earl  L.  Malone,  M.D., 
Roswell. 

Alternate  Delegate  to  A.M.A.:  Leland  S.  Evans, 
M.D.,  Las  Cruces. 

Councilor,  District  VII:  John  McCulloch,  M.D., 
Farmington. 

Councilor,  District  IV:  George  Prothro,  M.D., 
Clovis. 

Councilor,  District  V:  G.  A.  Slusser,  M.D., 
Artesia. 

Grievance  Committee:  Richard  Walsh,  M.D., 
Silver  City,  three  years;  Ernest  Faigle,  M.D.,  Ala- 
mogordo, three  years;  Paul  Fell,  M.D.,  Deming, 
three  years;  Walter  Hopkins,  M.D.,  Lovington, 
two  years. 

New  Mexico  Physicians’  Service  (three  years); 
Omar  Legant,  M.D.,  Albuquerque;  Frank  Parker, 
M.D.,  Gallup;  John  McCulloch,  M.D.,  Farmington; 
Joseph  Mansfield,  M.D.,  Carlsbad;  John  Abrums, 
M.D.,  Albuquerque. 

Convention  Site  Committee:  Earl  Flanagan, 
M.D.,  Carlsbad;  William  Langlois,  M.D.,  Albu- 
querque; Brian  Moynahan,  M.D.,  Santa  Fe. 

Convention  Scientific  Program  Committee: 


Earl  Flanagan,  M.D.,  Carlsbad;  Martin  Goodwin, 
M.D.,  Clovis. 

Nominating  Committee:  W.  A.  Stark,  M.D.; 
Howard  Seitz,  M.D.;  S.  W.  Adler,  M.D.;  James  B. 
Moss,  M.D.;  Alfred  Blauw,  M.D.;  J.  C.  Sedgwick, 
M.D.;  Wendell  Peacock,  M.D. 

Speaker  of  the  House  of  Delegates:  C.  Pardue 
Bunch,  M.D.,  Artesia,  two  years. 

Vice  Speaker  of  House  of  Delegates:  Omar  Le- 
gant, M.D.,  Albuquerque,  two  years. 

The  Speaker  then  turned  the  meeting  over  to 
the  President,  Lewis  M.  Overton,  M.D.,  who  said: 
“As  one  completes  this  year’s  work  that  has  been 
carried  on  so  closely  with  so  many  colleagues,  one 
retires  with  mixed  emotions.  What  a relief!  All 
tension,  stress  and  strain  are  removed,  but  there 
is  also  sadness — one  is  being  removed  from  the 
active  participation  to  which  one  has  been  so  much 
a part  during  this  time  and  also  the  losing  of  close 
contacts  with  close  friendships  that  have  been 
developed.  One  is  very  fortunate  to  have  the 
privilege  to  work  so  closely  with  so  many  men 
and  the  confidence  and  trust  developed  for  them. 

“I  would  like  to  thank  you  all  most  sincerely 
for  the  privilege  of  having  served  you  as  your 
President.  It  has  benefited  me  with  most  unusual 
privileges.  To  all  of  you,  I am  most  grateful.  As  I 
retire,  I would  like  to  congratulate  you  on  the 
man  you  have  selected  to  lead  yoii  during  the 
coming  year.  He  is  a man  of  great  stature,  position, 
integrity,  and  a conscientious  worker.  He  is  the 
most  widely-traveled  President-Elect  the  State 
Society  has  ever  had,  and  the  experience  gained 
by  this  and  his  background — he  will  make  you  a 
great  leader.” 

Dr.  Overton  then  appointed  Drs.  S.  R.  Ziegler, 
S.  W.  Adler,  and  J.  C.  Sedgwick  to  escort  Dr. 
Haynes  to  the  rostrum.  Dr.  Overton  stated:  “Dr. 
Haynes,  as  I hand  this  gavel  to  you,  I give  you  with 
it  the  honor  and  responsibility  that  is  carried  with 
the  office  of  the  Presidency.  Congratulations  and 
best  wishes  to  you.”  A hearty  applause  followed. 

J.  C.  Sedgwick,  M.D.,  Las  Cruces,  congratulated 
Dr.  Haynes  and  moved  that  this  House  of  Dele- 
gates give  a standing  vote  of  thanks  for  the  very 
sincere  and  honest  work  that  has  been  done  by 
Dr.  Overton  during  the  past  year.  A loud  and 
enthusiastic  applause  of  approval  followed. 

Earl  L.  Malone,  M.D.,  Roswell,  then  presented 
the  following: 

“WHEREAS,  the  1960  Annual  Meeting  of  the  New  Mexico 
Medical  Society  In  Albuquerque  is  off  to  a good  start;  and 
“WHEREAS,  hospitality,  arrangements  and  functions  ap- 
pear to  guarantee  a very  worthwhile  meeting;  and 

“WHEREAS,  the  Committee  on  Scientific  Program  and 
the  Committee  on  Local  Arrangements  and  members  of  the 
Bernalillo  County  Medical  Association  have  accomplished  a 
severely  taxing  and  fatiguing  Job  of  arranging  such  an 
interesting  program  of  learning  and  entertainment;  there- 
fore, be  it 

“RESOLVED:  That  the  House  of  Delegates  express  its 
sincere  thanks  by  a rising  vote  of  appreciation.” 

The  business  of  the  78th  Annual  Session  of  the 
House  of  Delegates  having  been  completed,  the 
meeting  was  declared  adjourned  without  day. 
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1,928  published  cases  in  the  two  years  since 
TAO  was  released  for  general  use  show: 

94.3%  effectiveness  in  respiratory  infections  (617  cases 
including  tonsillitis,  staphylococcal  and  streptococcal  pharyngi- 
tis, bronchitis,  infectious  asthma,  broncho- pneumonia,  lobar 
pneumonia,  bronchiectasis,  lung  abscess,  otitis.) 

You  can  count  on  TAO. 

92%  effectiveness  in  skin  and  soft  tissue  infections  (900 
cases  including  pyoderma,  impetigo,  acne,  infected  skin  disor- 
ders, wounds,  incisions  and  burns,  furunculosis,  abscess,  celluli- 
tis, chronic  ulcer,  adenitis.)  You  can  count  on  TAO. 

87.1%  effectiveness  in  genitourinary  infections  (349 

cases  including  urethritis,  cystitis,  pyelitis,  pyelonephritis,  orchi- 
tis, pelvic  inflammation,  acute  gonococcal  urethritis,  lympho- 
granuloma venereum.)  You  can  count  on  TAO. 

75.8%  effectiveness  in  diverse  infections  (62  cases  includ- 
ing fever  of  undetermined  origin,  peritoneal  abscess,  osteitis, 
periarthritis,  septic  arthritis,  staphylococcal  enterocolitis,  gas- 
troenteritis, carriers  of  staphylococci.)  You  can  count  on  TAO. 

95.6%  of  1,928  cases  free  of  side  effects-in  the  remain- 
ing 4.4%,  reactions  were  chiefly  mild  gastrointestinal  disturb- 
ances which  seldom  necessitated  discontinuance  of  therapy. 

*ln  884  of  1,928  cases  the  causative  organisms  were  mostly 
staphylococci.  The  majority  of  clinical  isolates  were  found  to  be 
resistant  to  at  least  one  of  the  commonly  used  antibiotics  and 
many  patients  had  failed  to  respond  to  previous  therapy  with  one 
or  more  antibiotics.  TAO  proved  93.4%  effective  in  these  884 
cases. 

Complete  bibliography  available  on  request. 

DOSAGE:  varies  according  to  severity  of  infection.  Usual  adult 
dose— 250  to  500  mg.  q.i.d.  Usual  pediatric  dose:  3-5  mg./lb. 
body  weight  every  6 hours. 

NOTE:  In  some  children,  when  TAO  was  administered  at  considerably 
higher  than  therapeutic  levels  for  extended  periods,  transient-jaundice 
and  other  indications  of  liver  dysfunction  have  been  noted.  A rapid  and 
complete  return  to  normal  occurred  when  TAO  was  withdrawn. 

SUPPLY:  TAO  CAPSULES— 250  mg.  and  125  mg., bottles  of  60. 
TAO  ORAL  SUSPENSION  — 125  mg.  per  5 cc.  when  reconstituted, 
palatable  cherry  flavor,  60  cc.  bottles.  TAO  PEDIATRIC  DROPS— 
100  mg.  per  cc.  when  reconstituted,  flavorful;  special  calibrated 
dropper,  10  cc.  bottles.  INTRAMUSCULAR  or  INTRAVENOUS - 
10  cc.  vials,  as  oleandomycin  phosphate. 

OTHER  TAO  FORMULATIONS  ALSO  AVAILABLE:  TAO®-AC  (Tap,  analgesic, 
antihistaminic  compound)  capsules,  bottles  of  36.  TAOMID®  (Tao  with 
Triple  Sulfas)— tablets,  bottles  of  60.  Oral  Suspension— 60  cc.  bottles. 

For  nutritional  support  VITERR/^Vitamins  and  Minerals 

Formulated  from  Pfizer's  line  of  fine  pharmaceutical  products. 

New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
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FROM  A CLINICAL  STUDY*  IN  ANNALS  OF  ALLERGY 


Patients 

200  infants  and  children,  ages  2 months  to  14  years 

Diagnosis 

Perennial  allergic  rhinitis 

Therapy 

Dimetane  Elixir 

Results 

in  149,  good  results  / in  40,  fair  results 

Side  Effects 

Encountered  in  only  7 patients  (in  all  except  one, 
the  side  effect  was  mild  drowsiness) 

In  allergic  patients  of  all  ages,  Dimetane  has  been  shown  to  work  with  an  effec- 
tiveness rate  of  about  90%  and  to  produce  an  exceptionally  low  incidence 
of  side  effects.  Complete  clinical  data  are  available  on  request  to  the  Medical 
Department.  Supplied:  dimetane  Extentabs®  (12  mg.),  Tablets 
(4  mg.),  Elixir  (2  mg./5  cc.),  new  dimetane-ten  Injectable 
(10  mg./cc.)  or  new  dimetane-100  Injectable  (100  mg./cc.). 

*MC  GOVERN.  J.  P..  MC  ELHENNEY.  T.  R..  MALI..  T.  R.,  AND  BUROON.  K.O.l  ANNALS  OP  ALLERGY  17;91S.  19S9. 

A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA/ETHICAL  PHARMACEUTICALS  OF  MERIT  SINCE  1878 
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extraordinarily  effective  diuretic..”* 


Efficacy  and  expanding  clinical  use  are  making  Naturetin  the 
"diuretic  of  choice"^  in  edema  and  hypertension.  It  maintains  a 
favorable  urinary  sodium-potassium  excretion  ratio,  retains  a 
balanced  electrolyte  pattern,  and  causes  a relatively  small  in- 
crease in  the  urinary  pH.®  More  potent  than  other  diuretics, 
Naturetin  usually  provides  18-hour  diuretic  action  with  just  a 
single  5 mg.  tablet  per  day  — economical,  once-a-day  dosage 
for  the  patient.  Naturetin  c K — for  added  protection  in  those 
special  conditions  predisposing  to  hypokalemia  and  for  patients 
on  long-term  therapy. 


Supplied:  Naturetin  Tablets,  5 mg.,  scored,  and  2.5  mg.  Naturetin 
c K (5  c 500!  Tablets,  capsule-shaped,  containing  5 mg.  ben- 
zydroflumethiazide  and  500  mg.  potassium  chloride.  Naturetin 
c K (2.5  c 500)  Tablets,  capsule-shaped,  containing  2.5  mg. 
benzydroflumethiazide  and  500  mg.  potassium  chloride.  For  com- 
plete information  consult  package  circular  or  write  Professional 
Service  Dept.,  Squibb,  745  Fifth  Avenue,  New  York  22,  N.  Y. 

References:  1.  David,  N.  A.;  Porier,  G.  A.,  and  Gray,  R.  H.:  Monographs 
on  Theropy  5:60  (Feb.)  1960.  2.  Friend,  D.  H.;  Clin.  Phorm.  & Therop.  1:5 
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Actions  of  the  House  of  Delegates 
at  A.M.A.  Annual  Meeting 

Health  care  for  the  aged,  pharmaceutical  issues, 
occupational  health  programs,  relations  with  allied 
health  groups  and  relations  with  the  National 
Foundation  were  among  the  major  subjects  in- 
volved in  policy  actions  by  the  House  of  Delegates 
at  the  American  Medical  Association’s  109th  an- 
nual Meeting  held  June  13-17  in  Miami  Beach. 

Dr.  Leonard  W.  Larson  of  Bismarck,  N.  D.,  for- 
mer chairman  of  the  A.M.A.  Board  of  Trustees 
and  of  the  A.M.A.  Commission  on  Medical  Care 
Plans,  was  named  President-Elect.  Dr.  Larson  will 
succeed  Dr.  E.  Vincent  Askey  of  Los  Angeles  as 
President  at  the  A.M.A.  annual  meeting  in  June, 
1961,  at  New  York  City. 

The  A.M.A.  1960  Distinguished  Service  Award 
was  given  to  Dr.  Charles  A.  Doan,  who  will  retire 
next  year  as  dean  of  the  Ohio  State  University 
College  of  Medicine  and  Director  of  the  Health 
Center  in  Columbus,  Ohio. 

Health  care  for  the  aged 

The  House  of  Delegates  adopted  the  following 
statement  as  official  policy  of  the  American  Medi- 
cal Association: 

“Personal  medical  care  is  primarily  the  respon- 
sibility of  the  individual.  When  he  is  unable  to 
provide  this  care  for  himself,  the  responsibility 
should  properly  pass  to  his  family,  the  community, 
the  county,  the  state  and  only  when  all  these  fail, 
to  the  federal  government,  and  then  only  in  con- 
junction with  the  other  levels  of  government,  in 
the  above  order.  The  determination  of  medical 
need  should  be  made  by  a physician  and  the  deter- 
mination of  eligibility  should  be  made  at  the  local 
level  with  local  administration  and  control.  The 
principle  of  freedom  of  choice  should  be  preserved. 
The  use  of  tax  funds  under  the  above  conditions 
to  pay  for  such  care,  whether  through  the  purchase 
of  health  insurance  or  by  direct  payment,  provided 
local  option  is  assured,  is  inherent  in  this  concept 
and  is  not  inconsistent  with  previous  actions  of 
the  House  of  Delegates  of  the  American  Medical 
Association.” 

The  House  also  urged  the  Board  of  Trustees 
“to  initiate  a nonpartisan  open  assembly  to  which 
all  interested  representative  groups  are  invited 
for  the  purpose  of  developing  the  specifics  of  a 
sound  approach  to  the  health  service  and  facilities 
needed  by  the  aged,  and  that  thereafter  the  Amer- 
ican Medical  Association  present  its  findings  and 
positive  principles  to  the  people.” 

In  connection  with  an  educational  program 
regarding  the  aged,  the  House  declared  that  “the 


A.M.A.  increase  its  educational  program  regarding 
employment  of  those  over  65,  emphasizing  volun- 
tary, gradual  and  individualized  retirement,  there- 
by giving  these  individuals  not  only  the  right  to 
work  but  the  right  to  live  in  a free  society  with 
dignity  and  pride.” 

The  House  gave  wholehearted  approval  to  Dr. 
Askey’s  urging  that  state  medical  societies  take 
an  active  part  in  state  conferences  and  other  plan- 
ning activities  preceding  the  January,  1961,  White 
House  Conference  on  Aging. 

Pharmaceutical  issues 

In  the  pharmaceutical  area  the  House  took 
two  actions — one  regarding  mail  order  drug  houses 
and  the  other  involving  the  development  and 
marketing  of  pharmaceutical  products. 

The  House  agreed  with  representatives  of  the 
pharmacy  profession  that  the  unorthodox  practice 
of  mail  order  filling  of  prescription  drugs  is  not 
in  the  best  interest  of  the  patient,  except  where 
unavoidable  because  of  geographic  isolation  of 
the  patient. 

The  House  also  directed  the  Board  of  Trustees 
to  request  the  Council  on  Drugs  and  other  appro- 
priate A.M.A.  committees  “to  study  the  pharma- 
ceutical field  in  its  relationship  to  medicine  and 
the  public,  to  correlate  available  material,  and 
after  consultation  with  the  several  branches  of 
clinical  medicine,  clinical  research,  and  medical 
education  and  other  interested  groups  or  agencies, 
submit  an  objective  appraisal  to  the  House  of 
Delegates  in  June,  1961.” 

Occupational  health  programs 

The  House  approved  a revised  statement  on 
the  “Scope,  Objectives  and  Functions  of  Occupa- 
tional Health  Programs,”  which  was  originally 
adopted  in  June,  1957.  The  new  statement  con- 
tains no  fundamental  alterations  in  A.M.A.  policy 
or  ethical  relationships. 

In  approving  the  revised  guides  for  occupa- 
tional health  programs,  the  House  accepted  a 
suggestion  that  the  A.M.A.  Council  on  Occupa- 
tional Health  undertake  a project  to  study  and 
encourage  the  employment  of  the  physically  han- 
dicapped. 

Allied  health  groups 

The  House  approved  the  final  report  of  the 
Committee  to  Study  the  Relationships  of  Medicine 
with  Allied  Health  Professions  and  Services.  The 
report  covers  the  present  situation,  future  impli- 
cations and  recommendations,  including  guiding 
principles  and  approaches  to  activate  physician 
leadership. 

National  Foundation 

The  House  took  two  actions  involving  relations 
between  the  medical  profession  and  the  National 
Foundation.  It  adopted  a statement  of  policies  for 
the  guidance  of  state  medical  associations  and 
recommended  that  they  be  adopted  by  all  com- 
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ponent  societies.  These  policies  cover  such  sub- 
jects as  membership  of  medical  advisory  commit- 
tees at  the  chapter  level,  the  function  of  these 
committees,  and  basic  principles  concerning  finan- 
cial assistance  for  medical  care,  payment  for  phy- 
sicians’ services  and  physicians’  responsibilities 
for  constructive  leadership  in  medical  advisory 
activities. 

In  another  action  the  House  directed  the  Board 
of  Trustees  to  authorize  further  conferences  with 
leaders  in  the  National  Foundation  on  the  prob- 
lem of  poliomyelitis  as  it  relates  to  the  betterment 
of  the  public  health  and  to  consider  further  joint 
action  toward  the  eradication  of  polio.  The  House 
commended  the  National  Foundation  for  its  out- 
standing service  in  the  attack  against  polio,  but 
pointed  out  that  much  work  remains  to  be  done 
in  public  education,  vaccination,  continuing  assist- 
ance for  polio  victims  and  continued  research. 

Miscellaneous  actions 

In  dealing  with  reports  and  resolutions  on  a 
wide  variety  of  subjects,  the  House  also: 

Strongly  reaffirmed  its  support  of  the  Blue 
Shield  concept  in  voluntary  health  insurance  and 
approved  specific  recommendations  concerning 
A.M.A.-Blue  Shield  relationships; 

Agreed  that  the  A.M.A.  should  sponsor  a second 
annual  National  Congress  on  prepaid  health  in- 
surance; 

Approved  the  establishment  of  a new  “Scien- 
tific Achievement  Award”  to  be  given  to  a non- 
physician scientist  on  special  occasions  for  out- 
standing work. 

Approved  the  following  schedule  for  future 
annual  meetings:  Atlantic  City,  1963;  San  Fran- 
cisco, 1964,  and  New  York  City,  1965; 

Approved  the  objectives  of  the  A.M.A.  Com- 
mission on  the  Cost  of  Medical  Care; 

Urged  individual  members  of  the  Association 
to  take  greater  interest  and  more  active  part  in 
public  affairs  on  all  levels; 

Reaffirmed  its  opposition  to  compulsory  inclu- 
sion of  physicians  under  Title  II  of  the  Social 
Security  Act  and  recommended  immediate  action 
by  all  A.M.A.  members  who  agree  with  that  posi- 
tion; 


Called  for  a review  of  existing  and  proposed 
legislation  pertaining  to  food  and  color  additives, 
with  the  objection  of  supporting  appropriate  meas- 
ures which  are  in  the  public  interest; 

Asked  state,  and  county  medical  societies  to 
make  greater  use  of  A.M.A.  recruitment  materials 
in  presenting  medicine’s  story  to  the  nation’s  high 
schools; 

Requested  the  Board  of  Trustees  to  initiate  a 
study  of  present  policy  regarding  the  required 
content  and  method  of  preparing  hospital  records; 

Commended  the  Department  of  Defense'  and 
the  Air  Force  for  establishing  and  operating  the 
Aeromedical  Transport  Service  and  urged  that  it 
be  maintained  at  optimum  efficiency; 

Directed  the  Board  of  Trustees  to  develop 
group  annuity  and  group  disability  insurance  pro- 
grams for  Association  members;  and 

Expressed  grave  concern  over  the  indiscrimi- 
nate use  of  contact  le'hses. 

Addresses  and  awards 

Dr.  Orr,  in  his  final  report  to  the  House  at  the 
opening  session,  urged  medical  societies  to  “adopt” 
rural  villages,  cities  and  regions  in  underdeveloped 
parts  of  the  world  and  to  send  them  medical, 
clinical  and  hospital  supplies. 

At  the  Wednesday  session  of  the  House,  Dr. 
Askey  urged  intensified,  accelerated  effort  in  five 
areas — medical  education,  preparations  for  the 
White  House  Conference  on  Aging  next  January, 
health  insurance  and  third  party  relationships, 
mental  health,  and  membership  relations. 

Election  of  officers 

In  addition  to  Dr.  Larson,  the  new  President- 
Elect,  the  following  officers  were  named  at  the 
Thursday  session: 

Dr.  William  F.  Costello  of  Dover,  N.  J.,  Vice 
President;  Dr.  Norman  A.  Welch  of  Boston,  re- 
elected Speaker  of  the  House,  and  Dr.  Milford  O. 
Rouse  of  Dallas,  Texas,  re-elected  Vice  Speaker. 

Dr.  Gerald  D.  Dorman  of  New  York  City  was 
elected  to  the  Board  of  Trustees  to  succeed  Dr. 
Larson,  and  Dr.  James  Z.  Appel  of  Lancaster,  Pa., 
was  re-elected  to  the  Board. 

Elected  to  the  Judicial  Council,  to  succeed  Dr. 
Louis  A.  Buie  of  Rochester,  Minn.,  was  Dr.  James 
H.  Berge  of  Seattle. 

Named  to  the  Council  on  Medical  Education 
and  Hospitals  were  Dr.  William  R.  Willard  of 
Lexington,  Ky.,  succeeding  Dr.  James  M.  Faulkner 
of  Cambridge,  Mass.,  and  Dr.  Harlan  English  of 
Danville,  111.,  who  was  re-elected. 

On  the  Council  on  Medical  Service,  the  House 
re-elected  Dr.  Russell  B.  Roth  of  Erie,  Pa.,  and 
Dr.  Hoyt  B.  Woolley  of  Idaho  Falls. 

Dr.  George  D.  Johnson  of  Spartanburg,  S.  C., 
was  named  to  succeed  Dr.  Pickett  on  the  Council 
on  Constitution  and  Bylaws. 

F.  J.  L.  Blasingame,  M.D. 
Executive  Vice  President 
American  Medical  Association 
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better  results.  Now,  pHisoAc  Cream,  a new 
acne  remedy  for  topical  application,  sup- 
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therapy  for  acne. 
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phene 0.3  per  cent  in  a specially  prepared 
base.  pHisoAc  is  pleasant  to  use. 

A new  “self-help”  booklet.  Teen-aged?  Have 
acne?  Feel  lonely?,  gives  important  psycho- 
logic first  aid  for  patients  with  acne  and 
describes  the  proper  use  of  pHisoHex  and 
pHisoAc.  Ask  your  Winthrop  representative 
for  copies. 
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A.M.A.  gives  “all-out” 
support  to  Blue  Shield 

The  American  Medical  Association  at  its  190th 
Annual  Meeting  in  Miami  declared  itself  in  favor 
of  all-out  support  of  Blue  Shield  Plans  by  the 
medical  profession  as  a necessary  step  in  pre- 
serving the  voluntary  approach  to  the  problem 
of  financing  medical  care.  The  precedent-setting 
action  came  when  the  House  of  Delegates  ap- 
proved a report  by  the  Council  on  Medical  Serv- 
ice which  set  forth  specific  proposals  for  closer 
relationships  between  the  A.M.A.  and  Blue  Shield 
both  locally  and  at  the  national  level. 

In  addition  to  urging  an  extension  of  physi- 
cian participation  in  Blue  Shield  Plans,  the  A.M.A. 
action  set  forth  a basis  for  strengthening  liaison 
with  Blue  Shield  and  defined  a positive  basis  for 
extending  the  effectiveness  of  Blue  Shield  which 
was  described  as  “.  . . a proper  economic  arm  of 
the  medical  profession  and  ...  a major  compo- 
nent of  the  nation’s  voluntary  health  insurance 
systems.” 

To  implement  the  Council’s  proposal  for  closer 
ties  between  Blue  Shield  and  the  A.M.A.,  the 
House  of  Delegates  action  calls  for  adding  two 
members  to  the  Board  of  Directors  of  the  National 
Association  of  Blue  Shield  Plans.  The  new  A.M.A. 
board  appointees  would  be  selected  from  the 
Council  on  Medical  Service  and  would  serve  in 
addition  to  the  three  A.M.A.  appointed  members 
of  the  Blue  Shield  Board. 

Also  approved  were  proposals  for  closer  A.M.A.- 
Blue  Shield  staff  work,  plus  an  annual  conference 
between  the  Council  on  Medical  Service  and  the 
Board  of  Directors  of  the  National  Association  of 
Blue  Shield  Plans. 

At  the  local  level,  the  A.M.A.  action  calls  for 


comprehensive  experimentation  by  plans  directed 
toward  continued  improvement  of  their  coverage 
and  encourages  closer  ties  between  local  plans 
and  their  sponsoring  medical  groups. 

Government  workers  choose  Blue  Cross 

Blue  Cross-Blue  Shield  led  all  other  organiza- 
tions in  the  enrollment  of  federal  workers  who 
became  eligible  for  coverage  under  the  Federal 
Employee  Health  Benefits  legislation  enacted  last 
year.  A spokesman  for  the  national  offices  of  the 
Blue  Plans  said  that  more  than  54  per  cent  of  the 
estimated  1,739,328  federal  workers  who  selected 
health  benefits  coverage  from  among  the  38  pro- 
grams available  chose  to  enroll  in  the  Blue  Plans. 

Enrollment  in  Blue  Cross-Blue  Shield  was 
more  than  twice  as  large  as  enrollment  in  the 
government-wide  indemnity  benefits  program  pro- 
vided through  the  Aetna  Life  Insurance  Company 
which  enrolled  about  465,385  government  workers 
compared  to  the  Blue  Cross-Blue  Shield  enroll- 
ment of  943,877.  All  other  programs,  including 
those  offered  by  government  employee  and  group 
health  organizations,  accounted  for  but  19  per 
cent  of  the  total  enrollment,  or  approximately 
325,000  enrollees. 

The  choice  exercised  by  federal  employees  in 
selecting  health  benefits  programs  was  described 
by  Blue  Cross  and  Blue  Shield  association  officials 
as  especially  significant  because  it  was  the  first 
time  the  element  of  free  choice  involving  such  a 
variety  of  programs  has  been  exercised  by  so 
many  individuals  at  one  time.  “Neither  group 
enrollment  in  industry  nor  individual  enrollment 
campaigns  on  a community  basis,”  these  leaders 
said,  “can  be  compared  with  the  federal  employee 
enrollment  just  concluded,  and  that  is  why  the 
‘vote  of  confidence’  registered  in  the  selection  of 
Blue  Cross-Blue  Shield  by  nearly  a million  gov- 
ernment workers  stands  as  remarkable  evidence 
of  the  confidence  that  people  have  in  the  Blue 
Cross  and  Blue  Shield  organizations  and  in  the 
voluntary  hospitals  and  physicians  who  sponsor 
these  programs.” 
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In  over  five  years 
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^ does  not  impair  mental  efficiency  or  normal  behavior 
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ommend it  for  use  as  a muscle  relaxant  and  anal- 
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a new,  improved, 
more  potent  relaxant 
for  anxiety  and  tension 


effective  in  half  the  dosage  required  with  meprobamate 

much  less  drowsiness  than  with  meprobamate, 
phenothiazines,  or  the  psphosedatives 

• does  not  impair  intellect,  skilled  performance,  or  normal  behavior 

» neither  depression  nor  significant  toxicity  has  been  reported 
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• no  cumulative  effect 

• simple,  uncomplicated  dosage,  providing  a wide  margin  of  safety  for  office  use 
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In  insomnia  due  to  emotional  tension,  an  additional  tablet  at  bedtime  usually 
affords  sufficient  relaxation  to  permit  natural  sleep. 

Supply;  200  mg.  tablets,  coated  pink,  bottles  of  100. 

While  no  absolute  contraindications  have  been  found  for  Strlatran  in  full  recommended  dosage, 
the  usual  precautions  and  observations  for  new  drugs  are  advised. 

For  additional  information,  writs  Professional  Services. 

S^erck  Sharp  & Dohme.  West  Point,  Pa. 


MERCK  SHARP  & DOHME,  division  of  merck  & co.,  inc.,  west  point,  pa. 

STRIATRAN  IS  A TRADEMARK  OF  MERCK  & CO.,  INC. 


for  September,  1960 


107 


New  books  received 

New  hooks  received  are  acknowledged  in  this 
section.  From  these,  selections  will  be  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  be  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 

Anorexia  Nervosa:  By  Eugene  L.  Bliss,  M.D.,  and  C.  H.  H. 
Branch,  M.D.  New  York,  Paul  B.  Hoeber,  Inc.,  1960.  210  p. 
Price:  $5.50. 

Clinical  Management  of  Behavior  Disorders  in  Children:  By 
Harry  Bakwin,  M.D.,  and  Ruth  Morris  Bakwin,  M.D.  2d  edi- 
tion. Philadelphia,  W.  B.  Saunders,  1960.  597  p.  Price:  $11.00. 

A Traveler’s  Guide  to  Good  Health:  By  Colter  Rule,  M.D. 
Garden  City,  Doubleday  & Co.,  1960.  266  p.  Price:  $3.95. 

Dr.  Schmidt's  Baby  Name  Finders:  By  J.  E.  Schmidt,  M.D. 
Springfield,  C.  C.  Thomas,  1960.  390  p. 

Communicable  and  Infectious  Diseases:  By  Franklin  H.  Top, 
M.D.  4th  edition.  St.  Louis,  C.  V.  Mosby  Co.,  1960.  812  p.  Price: 
$20.00. 

Book  reviews 


regulations  in  relation  to  the  control  of  the  genera- 
tion of  life.  To  the  last  subject  the  author  has 
added  a discussion  on  artificial  insemination,  as 
an  appendix  to  the  main  text. 

The  presentation  and  discussion  of  the  prin- 
ciples, methods,  and  problems  of  the  medical  art 
and  their  embodiment  in  the  framework  of  Jewish 
law  are  based  on  solid  foundations  of  thorough 
knowledge  and  careful  interpretation  of  the  per- 
tinent sources  of  information.  On  the  other  hand, 
certain  commentaries  on  modern  medical  develop- 
ments appear  to  be  unsubstantiated  assertions, 
and,  indeed,  out  of  the  general  context  of  the 
book  (cf.  Chapter  XII,  Appendix). 

This  is  a vast  undertaking  and  the  author  has 
attained  a remarkable  degree  of  success  in  his 
efforts.  The  material  is  well  organized  and  pre- 
sented clearly.  Each  subject  is  introduced  by  a 
historical  and  comparative  study.  Thereafter,  the 
time-scope  covers  the  whole  period  from  the 
ancient  to  the  present.  Thus,  the  historian,  the 
theologian,  and  the  physician  will  find  it  interest- 
ing and  helpful  reading.  The  book  may  be  whole- 
heartedly recommended  also  to  the  lay  reader 
interested  in  the  moral  and  ethical  aspects  of 

medicine.  . 

David  Levy,  M.D. 


Jewish  Medical  Ethics:  A Comparative  and  Historical  Study  of 
the  Jewish  Religious  Attitude  to  Medicine  and  Its  Practice: 
By  Rabbi  Dr.  Immanuel  Jakobovits;  with  a foreword  by  Rabbi 
Dr.  Elie  Munk.  New  York,  Philosophical  Library,  1959.  381  p. 
Price:  $6.00. 

This  scholarly  treatise  is  devoted  to  the  exami- 
nation of  the  influence  of  Jewish  religious  laws 
and  legislation  upon  medicine  and  its  practice. 

In  the  foreword  by  Rabbi  Dr.  Elie  Munk,  a 
brief  discussion  of  the  characteristic  traits  of 
Jewish  medicine  is  presented,  which,  while  not 
strictly  related  to  the  main  theme,  does  permit  a 
better  understanding  of  the  principles  of  Jewish 
medical  ethics. 

The  comprehensive  presentation  of  Jewish 
medical  legislation  is  based  on  the  relevant  sources 
from  the  principal  works  of  Jewish  law.  The 
material  is  divided  into  three  major  portions, 
namely,  regulations  of  Jewish  religion  in  relation 
to  life,  health,  sickness,  and  death;  regulations  in 
relation  to  the  physician  and  his  functions;  and. 


American  Academy  of  Orthopaedic  Surgeons.  Instructional 
Course  Lectures,  Vol.  16,  1959:  Edited  by  Fred  C.  Reynolds, 
M.D.  St.  Louis,  C.  V.  Mosby  Co.,  1959.  335  p.  Price;  $16.00. 

This  is  the  16th  volume  of  the  annual  edition 
of  Instructional  Course  Lectures.  The  subject  mat- 
ter is  gathered  from  the  various  instructors  who 
contributed  to  the  Instructional  Course  Program 
presented  yearly  at  the  American  Academy  of 
Orthopaedic  Surgeons’  meeting.  The  editor  of  this 
edition  is  Fred  C.  Reynolds,  M.D.,  of  St.  Louis, 
Missouri. 

The  material  covered  in  this  volume  is  as  fol- 
lows: Part  I,  Symposium  on  Injuries  to  Athletes; 
Part  II,  The  Hand;  Part  III,  The  Foot;  Part  IV, 
The  Knee;  Part  V,  The  Spine;  Part  VI,  Unequal 
Extremities,  Osteomyelitis,  Electromyography  in 
Orthopaedic  Surgery;  and.  Part  VII,  Fractures. 

An  excellent  article  by  Dr.  Vernon  Luck  on 
pathogenesis  and  surgical  management  of  Dupuy- 
tren’s  contracture  is  included  in  the  section  on 
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the  hand.  An  article  by  Joseph  Buchman  on  the 
present  treatment  of  acute  hematogenous  and 
chronic  osteomyelitis  is  also  well  worth  reading. 

As  has  been  the  rule  in  earlier  volumes  of  this 
series,  all  articles  are  on  up-to-date  subjects,  writ- 
ten by  authorities  in  the  field  and  frequently 
pertain  to  controversial  subjects — the  latter  of 
which  you  do  not  find  in  standard  texts  of  ortho- 
pedics. William  H.  Keener,  M.D. 

Elementary  Statistics,  With  Applications  in  Medicine  and  the 
Biological  Sciences:  By  Frederick  E.  Croxton,  Ph«D.  New  York, 
Dover  Publications,  Inc=,  c 1953,  1959.  376  p.  Price:  $4.00. 

Although  the  title  of  this  book  implies  that  it 
would  be  useful  in  medical  work,  it  is  written  in 
too  great  technical  detail  to  be  helpful  to  the  aver- 
age practicing  physician.  The  text  is  well  written 
in  a clear  style  and  should  prove  of  assistance  to 
research  workers  and  others  who  have  had  some 
introduction  to  the  field  of  statistics. 

E.  B.  Pratt,  M.D. 

Synopsis  of  Gynecology:  By  R.  J.  Crossen,  M.D.,  D.  W. 
Beacham,  M.D.,  and  W.  D.  Beacham,  M.D.  5th  edition.  St. 
Louis,  C.  V.  Mosby  Co.,  1959.  340  p.  Price:  $6..50. 

In  this  edition.  Dr.  Crossen  has  enlisted  the 
aid  of  Dr.  Daniel  W.  Beacham  and  Dr.  W.  D. 
Beacham  as  coauthors. 

Written  primarily  for  students  who  need  to 
know  gynecology  in  a general  way,  it  is  of  limited 
use  to  those  primarily  interested  in  the  subject. 
Two  new  chapters  have  been  added,  one  on  endo- 


metriosis and  the  other  on  pregnancy  complica- 
tions. Twelve  chapters  have  been  completely  re- 
written and  the  others  revised  and  brought  up  to 
date  so  that  this  edition  has  a distinctly  fresh 
point  of  view.  A practicing  physician  may  find  it 
useful  only  as  a guide  to  pelvic  disturbances.  It 
is  not  recommended  for  those  needing  detailed 
information  on  the  subject. 

J.  M.  Shearer,  M.D. 

Obseryations  on  Direct  Analysis;  the  Therapeutic  Techraicitie  of 
Dr.  John  N.  Rosen:  By  Morris  W.  Brody,  M.D.  New  York, 
Vantage  Press,  1959.  104  p.  Price:  $2.95. 

In  the  somewhat  turbulent  arena  of  psycho- 
therapy, few  names  evoke  more  lively  interest  or 
greater  controversy  than  that  of  John  N.  Rosen 
and  his  technic  of  “direct  analysis.”  In  his  day, 
Sigmund  Freud  had  had  little  hope  of  psycho- 
analytic procedures  ever  helping  the  paranoid 
schizophrenic,  and  most  of  Freud’s  followers  ven- 
tured hardly  at  all  into  the  realms  of  psychosis 
except  in  an  exploratory  way.  Dr.  Rosen  had  no 
such  qualms.  No  patient  was  too  psychotic,  too 
chronic,  too  deteriorated  to  treat  and  cure.  In  1947 
he  reported  the  “apparently  successful  treatment 
of  37  cases  of  so-called  deteriorated  schizophrenia.” 
He  called  his  method  “direct  analysis”  (which  was 
also  the  title  of  his  collected  papers  published  in 
1953) — a technic  bearing  scant  resemblance  to  the 
usually  accepted  form  of  psychoanalysis.  Practi- 
tioners of  the  latter  discipline  scoffed  at  and 
derided  the  naivete  and  inconsistencies  of  Rosen’s 
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clinical  methods  and  theoretical  formulations.  Ro- 
sen’s reply  was  to  undertake  the  actual  treatment 
of  some  extremely  difficult  cases  in  the  presence 
of  and  before  the  astonished  eyes  of  hundreds  of 
professional  observers. 

Yet  disturbing  questions  remained — and  remain 
to  this  day.  Other  experienced  therapists  attempted 
to  copy  his  methods,  with  variable  and  often 
disappointing  results.  A 10-year  follow-up  study 
(by  a group  at  the  New  York  Psychiatric  Institute) 
of  19  of  Rosen’s  original  37  cases  did  not  sustain 
the  originally  reported  statement  of  therapeutic 
effectiveness.  Nevertheless,  many  who  observed 
Rosen  in  action  were  impressed  by  “something” 
in  his  approach. 

Was  this  “something”  an  elusive  and  highly 
personal  aspect  of  Rosen’s  own  psyche,  or  could 
his  technic  itself  be  analyzed  and  somewhat  stand- 
ardized for  utilization  by  others?  In  1957  the  Insti- 
tute for  Direct  Analysis  was  founded  at  Temple 
University  Medical  School  under  a Rockefeller 
Fund  grant.  Dr.  Morris  Brody  was  the  first  leader 
of  a seminar  of  four  distinguished  psychiatrists, 
plus  a number  of  other  observers,  who  undertook  to 
describe  objectively  and  then  to  interpret  accord- 
ing to  their  own  understanding  what  they  saw 
Rosen  do.  This  first  monograph  to  come  from  this 
study  is  “must”  reading  for  anyone  seriously  in- 
terested in  the  possibility  of  treating  the  schizo- 
phrenic by  means  of  psychotherapy. 

Dr.  Brody’s  cogent  interpretations  of  what  he 
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observed  are  often  widely  different  from  Rosen’s 
own  explanations.  Indeed,  in  his  final  paragraph 
Brody  says,  “It  is  regrettable  that  the  book  Direct 
Analysis  conveys  an  impression  of  treatment  very 
contrary  to  and  different  from  what  actually  takes 
place  in  the  therapy.”  ^aron  Paley,  M.D. 


Rocky  Mountain  Academy  of 
Industrial  Medicine  fall  meeting 

The  fall  meeting  of  the  Rocky  Mountain  Acad- 
emy of  Industrial  Medicine  will  be  held  September 
13,  1960,  at  8:00  p.m.  in  the  Interne  Quarters  at 
St.  Joseph’s  Hospital,  20th  and  Humboldt  Streets, 
Denver. 

The  program  will  be  a panel  on  “Problems 
Inherent  in  a Partially  Integrated  Industrial  Med- 
ical Program”  and  the  panel  members  are:  Miss 
Margaret  Bates,  Attorney  at  Law;  Mr.  J.  D. 
Schroeder,  Personnel  Director  of  the  Gardner- 
Denver  Company,  and  Robert  F.  Bell,  M.D.,  Head, 
Division  of  Industrial  Medicine  of  the  University 
of  Colorado  Medical  School. 

Management  of  various  industries  in  the  Rocky 
Mountain  area  will  be  invited  to  attend.  They, 
along  with  the  physicians,  will  have  an  opportu- 
nity to  ask  questions  and  participate  in  the  dis- 
cussions. Refreshments  will  be  served  after  the 
meeting. 


Your  medical  society 

“My  medical  society  and  others  like  it  in 
America  are  the  reason  that  we  have  been  able 
to  gain  economic  security  and  social  prestige. 
These  societies  have  been  the  reason  that  we  have 
medical  practice  acts  which  protect  us  from  the 
hordes  of  quacks  who,  some  75  years  ago,  trekked 
over  the  nation  without  responsibility  or  qualifi- 
cation. These  societies  are  the  source  of  our  sani- 
tary laws  developed  in  the  past  50  years  to  protect 
our  food  and  water.  These  societies,  by  combined 
efforts,  are  responsible  for  the  closing  of  diploma 
mills  and  the  upbuilding  of  medical  schools  so  that 
our  diplomas  and  years  of  study  have  validity 
and  significance.”  . . . J.  M.  Coleman,  M.D.,  Texas 
State  Journal  of  Medicine,  February,  1960. 


Washington  State  Medical  Association 
Annual  Session 

Washington  State  Medical  Association  plans 
an  expanded  scientific  program  featuring  three 
full  days  of  scientific  meetings  during  its  71st 
Annual  Convention,  to  be  held  in  Seattle’s  Olym- 
pic Hotel,  September  25  through  28. 

The  expanded  scientific  sessions  include  papers 
by  eight  leading  physicians  in  the  fields  of  Ortho- 
pedics, Pediatrics,  Ophthalmology,  Internal  Medi- 
cine and  Surgery.  The  program  features  section 


0 FOR  DISTINGUISHED  SERVICE 


Ifs  BUCKLEY  BROS.  MOTORS 


Trust  the  care  of  your  Mercedes-Benz  to  our  master  mechanics, 
whose  years  of  experience  mean  extra  years  of  trouble-free 
motoring  for  you.  Yes,  at  Buckley  Bros.,  whether  it’s  maintenance 
or  repair,  your  Mercedes-Benz  can  receive  no  finer  care. 

Mercedes  mechanics." 

BUCKLEY  BROS.  MOTORS,  660  South  Broadway,  Denver.  RAee  2-2826 

authorized  Sales  and  Service  for  Studebaker  and  Mercedes-Benz 


Ed  Case  . . . one  of 

Buckley's  "master 
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F®M  SnMIlJILTAWIE®lUS  nMMnJMnSiWTE®M 
AfflAnMST4  ®ESffiASffiS§ 

Poliomyelitis  -Diphtheria-Pertussis  -Tetanus 


PEDI-ANTICS 


IT'S 

AAARVELOUS// 


FABULOUS  !/ 

unbelievable// 


I'LL 
' THAMK 
THE 
EMT/RE 
CIVILIZBP 
WORLD 
TO 

SPEAK 
FOR 
ITSELE... 


TETRAVAX 

DIPHTHERIA  AND  TETANUS  TOXOIDS  WITH  PERTUSSIS  AND  POLIOMYELITIS  VACCINES 


VOW  you  can  immunize  against  more  diseases . . . with  fewer  injections 

Dose:  1 cc. 

Supplied:  9 cc.  vials  in  elear  plastic  cartons.  Pack- 
age circular  and  material  in  vial  can  be  examined 
without  damaging  carton.  Expiration  date  is 
on  vial  for  checking  even  if  carton  is  discarded. 

L additional  information,  write  Professional  Services,  Merck  Sharp  & Dohme,  West  Point,  Pa. 


MERCK  SHARP  & DOHME, 


TETRAVAX  IS  A TRADEMARK  OF  MERCK  & CO,,  INC, 

DIVISION  OF  MERCK  & CO..  Inc.,  PHILADELPHIA  1.  PA. 
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meetings  and  general  sessions  as  well  as  closed 
circuit  color  television  presentations  using  SKF’s 
outstanding  television  facilities. 

Sports  and  social  events  include  the  Univer- 
sity of  Washington-University  of  Idaho  football 
opener,  family  banquet  and  entertainment,  golf 
tournament,  fishing  derby,  sportsmen’s  stag  din- 
ner, alumni  dinners  and  dances,  fraternity  social 
affairs,  and  the  annual  banquet  and  dance. 


Conference  on  Oral  Cancer 

American  Society  of  Oral  Surgeons  will  spon- 
sor a “Conference  on  Oral  Cancer”  October  11, 
1960,  at  the  Westward  Ho  Hotel,  Phoenix,  Ari- 
zona. The  program  will  be  offered  under  a grant 
by  the  National  Institute  of  Dental  Research. 

Medical  and  dental  groups  in  the  Southwest 
will  be  invited  to  participate  and  cooperate  in 
the  program. 

Colorado  Radiological  Society 
elects  officers 

At  a recent  meeting  of  the  Colorado  Radio- 
logical Society.  Dr.  Morris  Levine  was  elected 
President  of  the  society.  Dr.  Emmanuel  Salzman 
was  elected  Vice  President,  Dr.  Cyrus  W.  Parting- 
ton was  elected  Treasurer,  and  Dr.  Bertram  L. 
Pear  was  re-elected  as  Secretary. 


The  Colorado  Radiological  Society  meets  on 
the  third  Friday  of  each  month  at  the  Denver 
Athletic  Club  from  September  through  May. 


perspiring." 


The  Emory  John  Brady  Hospital 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 

V- 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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WANT  ADS 


GENERAL  PRACTITIONER  for  established  group  in 
Los  Angeles  area.  Must  be  under  40,  American 
graduate.  Permanent  $1,200  per  mo.  net  guarantee 
should  more  than  double  six  months.  California  li- 
cense. Write:  S.  H.  Medof,  M.D.,  220  N.  Central,  Glen- 
dale, Calif.  9-3-1 


LEAVING  MONTE  VISTA  September  15,  1960.  Excel- 
lent opportunity  for  one  or  two  men.  Reasonable. 
For  full  details  write  or  call  W.  W.  McKinley,  M.D., 
Monte  Vista,  Colo.  9-4-TP 


STATE  OP  NEVADA:  Senior  Psychiatrist — Salary: 

Range  A — $1,007  to  $1,223,  graduation  from  ap- 
proved medical  school  with  one  year  internship  and 
five  years’  psychiatric  experience  or  residency  ap- 
proved by  the  A.M.A.;  Range  B — $1,109  to  $1,348,  same 
as  Range  A plus  certification  by  the  American  Board 
Psychiatry  and  Neurology.  Psychiatrist — Salary:  $913 
to  $1,109,  graduation  from  approved  medical  school 
with  one  year’s  internship.  Vacancies  at  Nevada  State 
Hospital,  Sparks,  and  State  Health  Department,  Las 
Vegas.  Apply:  State  Personnel  Department,  Carson 
City,  Nevada.  9-1-1 


SPECIALIZED  BOOKKEEPING  SERVICE  for  doctors 
and  dentists.  Complete  financial  records,  monthly 
financial  statements,  aging  of  accounts,  taxes.  Fol- 
low-up service  on  accounts  by  phone  or  correspond- 
ence. Collection.  Your  place  of  business  or  mine. 
Denver  area.  HA.  9-7126.  9-2-3 


PSYCHIATRIST  WANTED — $18,000  first  year,  Jr. 

partnership  second  year.  Associate  in  office  with 
two  psychiatrists.  Southern  Montana  college  town. 
Write  Box  9-4-2,  Rocky  Mountain  Medical  Journal, 
835  Republic  Building,  Denver  2.  9-4-2 


FULLY  EQUIPPED  OFFICE  with  records  in  Hayden, 
Colorado,  available.  15-bed  community  hospital  also 
fully  equipped  in  the  town.  Previous  physician  grossed 
$28,240  in  1959.  Contact  Mr.  John  Reagan,  Hayden, 
Colorado.  8-1-3 


HAVE  LEFT  AN  EXCELLENT  PRACTICE  in  Keenes- 
burg,  Colorado,  available  to  interested  G.P.  Com- 
pletely equipped  office  on  lease  or  rental  basis. 
Keenesburg  is  38  miles  from  Denver  in  a fertile  farm 
area.  If  interested,  call  Carl  Flaxer,  M.D.,  or  Eugene 
Schulman,  M.D.,  SK.  7-1278.  8-2-3 


WANTED:  G.P.  for  group  medical  practice  in  excel- 
lent ski,  hunting,  and  fishing  area  in  Montana. 
Write  Box  8-3-3,  Rocky  Mountain  Medical  Journal, 
835  Republic  Building,  Denver  2.  8-3-3 


RETIRING  OLDER  PHYSICIAN  desires  contact  with 
younger  man  interested  in  securing  good  used  office 
equipment,  and/or  new  location  in  booming  locality. 
Call  or  write  J.  E.  Otte,  M.D.,  142  West  Main,  Littleton, 
Colorado.  8-4-3 


MONEY  WANTED:  10%  interest.  Payable  monthly, 
if  desired.  Well  diversified  and  well  secured.  No 
minimum  nor  maximum  amount  to  qualify  for  full 
return.  No  mandatory  Investment  period.  Time  tested. 
Write  for  full  particulars.  Box  7-1-12,  Rocky  Moun- 
tain Medical  Journal,  835  Republic  Bldg.,  Denver  2. 

7-1-12 


DOCTOR’S  OFFICE  SPACE  available  in  Perl  Mack 
Shopping  Center.  For  details  contact  Dr.  Charles 
Lapan,  7069  Pecos,  HArrison  9-3529.  7-2TP 


continued  on  next  page 


diowdij^ 

Registered  Trade  Mark 

BOB'S  PLACE 


Trade  Mark  A Bob  Cat  for  Servicc 

TEXACO  PRODUCTS 

300  South  Colorado  Boulevard 
Cow  Town,  Colo. 


(FORTIFIED  TRIPLE  STRENGTH) 
Buffered  to  control  a normal  vaginal  pH. 

The  new,  improved  P.A.F.  formula  now  in- 
cludes— sodium  lauryl  sulfate  and  alkyl  aryl 
sulfonate,  providing  high  surface  detergent 
activity  in  acid  and  alkaline  media. 

P.A.F. 's  low  surface  tension  increases  pene- 
tration into  the  vaginal  rugae  and  dissolution 
of  organisms  including  trichomonas  and 
fungus. 

P.A.F.'s  high  surface  activity  liquefies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 
Non-irritating,  non-staining,  no  offensive 
after-odor. 

G.  M.  CASE  LABORATORIES 


San  Diego,  California 


COCKS-CLAIVK 

ENGRAVING  CO. 

PHOTOENGRAVERS 

DESIGNERS 

2200  ARAPAHOE  ST. 

1 DENVER  2, COLORADO 


PROMPT  SERVICE 
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WANT  ADS — C ontinued 


CLINICAL  BUILDING.  Will  build  to  your  specifica- 
tions and  lease  or  sell  on  your  land  or  ours.  Denver 
area.  Financing  arranged.  Shaw  Brewer  Construction 
Company.  CH.  4-8157.  7-33 


BEAUTIFUL  NEW  Applewood  Valley  Medical  Center 
in  Metropolitan  Denver’s  choicest  location  has  one 
single  suite  left.  Completely  air  conditioned.  No  other 
medical  building  in  this  area.  Call  BE.  7-1865  or  write 
Byron  Wilson,  10355  West  18th,  Denver  15.  7-63 


FOR  SALE:  Burton  Spotlight.  $15.  Sclar  Tomkins 
Suction  and  Ether  Unit  with  stand,  $125.  E.N.T. 
chair,  $40.  Baumonometer,  $20.  Cameron  Surgical 
Unit,  $75.  Microtherm  (Raytheon),  $325.  Maico  Stetha- 
tron,  $30.  Baby  Scales  (Professional),  $15.  Soap  Dis- 
penser (Foot  Operated),  $8.  Spencer  Bright  Line 
Haemocytometer,  $7.50.  Hospital  Bed  Complete  (New 
Mattress),  $45.  Corner  Table  (Blond),  $18.  Instruments 
of  all  kinds  at  about  1/3  cost.  The  equipment  is  all 
in  good  condition.  Call  or  write  Harry  G.  Knapp,  M.D., 
Rifle,  Colo.  6-2TP 


AVAILABLE  NOW,  office  space  for  physicians,  sur- 
geons, specialists.  New  addition  in  the  modern, 
air-conditioned  Arvada  West  Professional  Building, 
containing  occupied  prescription  pharmacy  and  three 
dentists.  Space  for  eight  doctors  with  custom  finish- 
ing to  suit  your  requirements.  Suburban  convenience 
near  new  million-dollar  Arvada  Square  Shopping 
Center,  and  adjacent  to  the  300  unit  Arvada  Square 
(larden  Apartments.  Off-street  parking  for  75  cars. 
Arvada  has  a population  of  22,000  people  and  is  the 
fastest  growing  suburban  city  in  the  Denver  metro- 
politan area,  with  only  six  medical  doctors  at  present. 
Write  or  phone  Mr.  O.  S.  Forsberg,  President,  Fors- 
berg  Development  Company,  10010  W.  59th  Place, 
Arvada  (Denver),  Colo.  Phone  HA  4-4455.  6-5TF 


INTERNIST,  PEDIATRICIAN  IMMEDIATELY:  Ex- 
panding long  established  group;  Colorado  city  of 
125,000;  two  years  or  more  training  essential;  good 
guarantee;  opportunity  partnership  three  years.  Full 
information  to:  Box  6-6TF,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2.  6-6TF 


DOCTOR  WANTED:  Well  paying  general  practice. 

Growing  locality.  Complete  line  of  very  fine  equip- 
ment at  a sacrifice.  This  opportunity  should  be  inves- 
tigated. Write  Box  6-3TF,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2.  6-3TF 


Oculist  Prescription  ; Guild  Dispensing 

Service  Exclusively  c Opticians 

) 

Shadford-Fletcher  Optical  Co. 

218  16th  Street,  AC.  2-2611  Main  Office 
3705  E.  Colfax  (Medical  Center  Bldg.),  FL.  5-0202 
1801  High  Street,  FL.  5-1815 
2465  South  Downing,  SP.  7-2424 
DENVER,  COLORADO  ( 

) 1140  Spruce  Street 

( Boulder,  Colorado 


EARNEST  DRUG 

217  1 6th  Street 

Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH — CLEAN — COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 


OPENING  FOR  ASSOCIATE  physician  in  established 
office  at  excellent  location  in  Northwest  Denver. 
Doctor  moving  enjoyed  large  practice,  very  substan- 
tial part  of  which  will  remain  for  new  doctor.  Re- 
maining associate  physician  is  well  established  in- 
ternist. For  details  and  inspection  call  GLendale 
5-7557.  5-8TF 


PARTNERSHIP  OPPORTUNITY  for  general  practi- 
tioner in  Denver  suburb.  Investment  required.  Send 
complete  resume.  Box  6-lTF,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2.  6-lTF 


PARTNERSHIP,  associate  or  entire  practice  plus 
house,  southern  part  of  Colorado.  Room  for  two 
men.  For  further  Information  write  W.  W.  McKinley, 
M.D.,  Monte  Vista,  Colo.  6-4TF 


NEW  MEXICO:  Well-established  general  practice  of 
recently  deceased  physician  in  city  of  25,000.  New, 
completely  equipped  office  for  sale  or  lease.  Write: 
Box  5-lTF,  Rocky  Mountain  Medical  Journal,  835 
Republic  Bldg.,  Denver  2.  5-lTP 


ASSOCIATE  desired  for  an  excellent,  established  gen- 
eral practice  in  New  Mexico  town  of  12,000.  For 
information  call  FL.  5-1214  after  5 p.m.,  in  Denver, 
or  write:  Box  5-6TF,  Rocky  Mountain  Medical  Journal, 
835  Republic  Bldg.,  Denver  2.  5-6TF 


GENERAL  PRACTITIONER’S  office  for  sale  or  lease, 
40  W.  Alameda,  Denver.  Building  approximately  15 
years  old,  recently  remodeled  and  air  conditioned. 
Approximately  750  square  feet.  Possibility  of  assum- 
ing large  portion  of  present  neighborhood  and  indus- 
trial practice.  Present  owner  moving  to  Englewood 
to  practice  with  another  physician.  Write;  Box  3-4TF, 
Rocky  Mountain  Medical  Journal,  835  Republic  Build- 
ing, Denver.  3-4TP 


NEVADA  COMMUNITIES  seeking  physicians  include 
Wells,  Carlin,  Austin,  Beatty,  Pioche,  and  Haw- 
thorne. Write  Mr.  Nelson  B.  Neff,  Executive  Secre- 
tary, Nevada  State  Medical  Association,  P.O.  Box  2790, 
Reno,  Nevada,  for  further  information  regarding  these 
opportunities.  5-TF 


VACANCY  in  Denver  Medical  Clinic,  1401  Jackson,  be- 
cause of  illness.  Four  rooms,  reception  room  and 
other  facilities,  including  large  off  street  parking. 
You  pay  only  rent  and  one-third  share  of  receptionist 
salary.  Full  use  of  Clinical  and  X-ray  Laboratory  serv- 
ice including  supplies.  Lease  if  desired.  For  details 
call  DExter  3-6939.  T-TF 


FOR  MEDICAL  MEN 

now  available  in  Denver's  exclusively 
Medical-Dental  Building  . . . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager. 

KE  4-5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremont  Place  • Denver  2,  Colorado 


Quality  Drugs  Courteous  Service 


Jess  L.  Kincaid 

ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood 
and  Vicinity 
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/Condition 

^ PERFECT! 


...in  fact,  the  hundreds  of  Holsteins  that 
produce  City  Park-Brookridge  milk  practically 
live  in  a clinic... each  on  controlled  diets 
and  skilled  veterinarian  care.  Today’s  premium 
quality  City  Park-Brookridge  milk  is  the 
result  of  over  70  years  of  herd  improvement. 

This  vast  family  of  champions  produces 
the  rich,  premium  quality  milk  that  Denver 
doctors  can  rely  on. 


Office  ond  Plant,  5512  Leetsdale  Drive  • Farm,  Brighton,  Colorado 
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AGAINST 


THROMBUS  FORMATION 

LIPO-HEPIN 

Heparin  Sodium  U.S.  P.,  aqueous 

Rapid  reduction  of 
plosmo  lipid  levels 


Any  desired  dose  in  low  fluid  volume 


5 STRENGTHS 

S PACKAGINGS 

(U.S.P.  units  per  cc.) 

(vial  content) 

40,000 

2 ec. 

40,000 

20,000 

2 ec. 

20,000. 

20,000 

10  cc. 

10,000 

4 ec. 

10,000 

5 cc. 

5,000 

10  ec. 

1,000 

10  ec. 

Northridge,  California 


unexcelled  purity  . water  white  . unsurpassed  safety 

welcome  economy  • greater  convenience 
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Community  and  rehabilitation  of  handicapped  citizens 

Chronic  cor  pulmonale 
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one  businessman  nas  epilepsy...  even  his  colleagues  ^ 
need  not  know- if  his  seizures  are  adequately  controlled 


other  members  of  THE  PARKE-DAVIS  FAMILY  OF  ANTICONVULSANTS 

for  grand  mol  and  psychomotor  seizures:  PHELANTIN®  Kapseals  (Dilantin  100  mg.,  phenobarbital  30  mg., 
desoxyephedrine  hydrochloride  2.5  mg.),  bottles  of  100.  for  the  petit  mal  triad:  milontin®  Kapseals  (phen- 
suximide,  Parke-Davis)  0.5  Gm.,  bottles  of  100  and  1,000;  Suspension,  250  mg.  per  U cc.,  16-ounce  bottles 
. CELONTIN®  Kapseals  (methsuximide,  Parke-Davis)  0.3  Gm.,  bottles  of  100. 

LITERATURE  SUPPLYING  DETAILS  OF  DOSAGE  AND  ADMINISTRATION  AVAILABLE  ON  REQUEST. 
(1)  Abraham,  W.,  in  Green,  J.  R.,  & Steelman,  H.  F:  Epileptic  Seizures,  Baltimore,  Williams  & Wilkins  Company, 
1956,  p.  132.  (2)  Crawley,  J.  W.:  M.  Clin.  North  America  42:317  (March)  1958.  (s)  Bray,  P.F.:  Pediatrics  23:151, 1959. 


PARKE,  DAVIS  & COMPANY 
Detroit 


PARKE"  DAVIS 


With  proper  medication,  epileptics  may  achieve  success  in  a wide  variety  of  professions.^ 

for  improved  seizure  control 

® SODIUM  KAPSEALS*  •••  outstandingly  effective  in  grand'mal  and  psychomotor  seiz- 
ures: “DILANTIN  is  an  effective  anticonvulsant  which  is  useful  in  controlling 
epileptic  attacks  of  any  type  with  the  exception  of  idiopathic  petit  mal.”^  “It 
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CLINICAL  REMISSION 

IN  A “PROBLEM”  ARTHRITIC 


In  “escaping”  rheumatoid  arthritis.  After  gradually  '^escaping"  the  ther- 
apeutic effects  of  other  steroids,  a 52-year-old  accountant  with  ar- 
thritis for  five  years  was  started  on  Decadron,  1 mg. /day.  Ten  months 
later,  still  on  the  same  dosage  of  Decadron,  weight  remains  constant, 
she  has  lost  no  time  from  work,  and  has  had  no  untoward  effects.  Sim 
is  in  clinical  remission.* 


New  convenient  b.  i.d.  alternate  dosage  schedule:  the  degree  and  extent  of  relief  provided  by 
DECADRON  allows  for  b.i.d.  maintenance  dosage  in  many  patients  with  so-called  "chronic"  condi- 
tions. Acute  manifestations  should  first  be  brought  under  control  with  a t.i.d.  or  q.i.d.  schedule. 


MERCK  SHARP  & DOHME 


Supplied:  As  0.75  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets  in  bottles  of  100.  Also  available 
as  Injection  DECADRON  Phosphate.  Additional  information  on  DECADRON  is  available  to  physicians 
on  request.  DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

*From  a clinical  investigator's  report  to  Merck  Sharp  & Dohme. 

DecadraiL^I? 

Dexamethasone 

TREATS  MORE  PATIENTS  MORE  EFFECTIVELY 


To  the  relief  of  musculoskeletal  pain, 

“"'"MEDAPRIN 

adds  restoration  of  function 


Analgesics  offer  temporary  relief  of  musculo- 
skeletal pain,  but  they  merely  mask  pain  rather 
than  getting  at  its  cause.  New  Medaprin,  in 
addition  to  bringing  about  prompt  subjective 
improvement,  promotes  the  restoration  of  normal 
function  by  suppressing  the  inflammation  that 
causes  the  pain. 

Medaprin,  Upjohn’s  new  analgesic-steroid  com- 
bination, contains  aspirin  plus  Medrol,**  the 
corticosteroid  with  the  best  therapeutic  ratio  in 
the  steroid  field.^  Instead  of  suffering  recurrent 
discomfort  because  of  the  “wearing  off”  of 
analgesics,  the  patient  on  Medaprin  experiences 
a smooth,  extended  relief  and  more  normal 
mobility. 

Indications:  Medaprin  is  indicated  in  mild-to- 
moderate  rheumatic  and  musculoskeletal  condi- 


tions, including  rheumatoid  arthritis,  deltoid 
bursitis,  low  back  pain,  neuralgia,  synovitis, 
fibromyositis,  osteoarthritis,  low  hack  sprain, 
traumatic  wrist,  sciatica,  and  “tennis  elbow.” 
Dosage:  The  recommended  dosage  is  1 tablet 
q.i.d.  The  usual  cautions  and  contraindications 
of  corticotherapy  should  be  observed. 

Supplied:  In  bottles  of  100  and  500. 

Formula:  Each  Medaprin  tablet  contains 

• 300  mg.  acetylsalicylic  acid,  for  prompt 
relief  of  pain 

• 1 mg.  Medrol,  to  suppress  the  causative 
inflammation 

• 200  mg.  calcium  carbonate,  as  buffer 
* ** 

TRADEMARK  TRADEMARK,  REG.  U.S.  PAT.  OFF.  — - METH  YLPREDN ISOLONE,  UPJOHN 
tsATIO  OF  DESIRED  EFFECTS  TO  UNOESIHEO  EFFECTS 

The  Uoiohn  Company,  Kalamazoo,  Michigan 


l^john 


J' 
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SAUNDERS  BOOKS 


New  (l2t&)  Edition! — ^Thoroughly  Revised  and  Up-to-Date 

Greenhill-Obstetrics 


This  beautifully  illustrated  volume,  in  a completely  re- 
vised edition,  covers  virtually  every  aspect  of  obstetrics 
from  nutritional  counseling  of  the  mother  in  early  stages 
of  pregnancy  to  pathology  of  the  newborn.  Dr.  Green- 
hill  and  his  collaborators  fully  explain  the  mechanisms 
of  labor  plus  step-by-step  procedures  in  delivery.  Effec- 
tive care  at  every  stage  is  detailed — immediate  treatment 
of  unexpected  difficulties;  prevention  of  accident  and  in- 
fection; relief  of  discomfort;  management  of  various 
disease  states  concurrent  with  pregnancy.  Complications 


and  pitfalls  are  well  outlined.  The  authors  bring  you  fuller 
understanding  of  such  topics  as:  Antepartum  Care — Tox- 
emias of  Pregnancy — Abortion — Multiple  Pregnancy — 
Effects  of  Labor  on  the  Child — Breech  Extraction — Etc. 

From  the  Original  Text  by  JOSEPH  B.  DeLee,  M.D.  By  J.  P.  GREEN- 
HILL,  M.D.,  Senior  Attending  Obstetrician  and  Gynecologist,  The 
Michael  Reese  Hospital;  Obstetrician  and  Gynecologist,  Associate 
Staff,  The  Chicago  Lying-In  Hospital;  Attending  Gynecologist,  Cook 
County  Hospital;  Professor  of  Gynecology,  Cook  County  Graduate 
School  of  Medicine.  With  the  Assistance  of  23  Eminent  Collaborators. 
1098  pages,  7"xl0",  with  1219  illustrations  on  903  figures,  119  in 
color.  SI 7.00.  New  {12th)  Edition! 


A New  Book! — Useful  Techniques  for  Interpreting  Chest  Roentgenograms 

Felson-Fundamentals  of  Chest  Roentgenology 


This  practical  text  presents  a clear  introduction  to  x-ray 
diagnosis  by  demonstrating  many  useful  techniques  for 
interpreting  chest  films.  It  deals  primarily  with  funda- 
mentals and  considers  specific  disease  entities  only  for 
the  purpose  of  illustrating  the  principles  discussed. 
Many  beautifully  reproduced  roentgenograms  augment 
and  illuminate  the  text  discussions.  An  extensive  series 
of  films  of  normal  chests  shows  minor  deviations  from 
the  normal  picture  and  explains  which  can  be  safely  ig- 
nored. In  addition.  Dr.  Felson  includes  a separate  chap- 
ter on  special  roentgen  signs  which  have  important 


diagnostic  implications.  Here  you  will  find  The  Pul- 
monary Meniscus  Sign,  The  Double  Lesion  Sign,  The 
Notch  Sign,The  Butterfly  Shadow, The  Sail  Shadow  of  the 
Thymus,  etc.  The  principles  outlined  here  can  be  effec- 
tively applied  to  evaluation  of  films  of  other  body  areas. 

By  Benjamin  Felson,  M.D.,  Professor  and  Director,  Department 
of  Radiology,  University  of  Cincinnati  College  of  Medicine;  Director, 
Department  of  Radiology,  Cincinnati  General,  Children’s,  Daniel 
Drake,  Dunham,  Christian  R.  Holmes,  and  Longview  Hospitals; 
Special  Consultant,  U.  S.  Public  Health  Service;  Consultant  to  the 
Dayton  and  Cincinnati  Veterans  Administration  Hospitals.  301 
pages,  6Vi"xlO",  with  450  illustrations  on  238  figures.  About 
$11.00.  New — Just  Ready! 


A New  Book! — Management  of  Today’s  Industrial  Accidents  and  Hazards 

Johnstone  & Miller-Occnpational  Diseases  & Indnstrial  Medicine 


With  increased  exposure  of  the  public  to  toxic  materi- 
als, more  physicians  are  confronted  with  situations 
closely  related  to  the  practice  of  industrial  medicine. 
This  useful  volume  compiles  all  the  known  information 
about  occupational  disorders — their  prevention^  diag- 
nosis and  management.  The  authors  illuminate  the  full 
spectrum  of  the  field  from  Scope  and  Elements  of  Indus- 
trial Medical  Practice  to  Diagnosis  of  Occupational  Dis- 
eases. The  major  part  of  the  book  is  devoted  to  clear, 
concise  descriptions  of  the  occupational  diseases,  utiliz- 
ing the  clinical  approach  throughout.  Organization  log- 


ically progresses  from  etiology,  signs  and  symptoms, 
treatment,  estimation  of  permanent  and  temporary  disa- 
bility. Treatment  is  well  outlined.  Among  the  injurious 
agents  covered,  you’ll  find  Noxious  Gases,  Resins  and 
Plastics,  Pesticides,  Ionizing  Radiations,  etc. 

By  Rutherford  T.  Johnstone,  M.  D.,  Consultant  in  Industrial 
Medicine,  Clinical  Professor  of  Preventive  Medicine  and  Public  Health 
and  Clinical  Professor  of  Medicine,  University  of  California  at  Los 
Angeles;  and  SEWARD  E.  MILLER,  M.D.,  Director,  Institute  of  Indus- 
trial Health,  Professor  of  Medicine,  Medical  School,  Professor  of  In- 
dustrial Health,  School  of  Public  Health,  University  of  Michigan, 
Ann  Arbor.  482  pages,  6i4"x9J4".  illustrated.  About  SH.50. 

New — just  Ready! 


Order  Today  from  W.  B.  SAUNDERS  COMPANY  | 

West  Washington  Square  Philadelphia  5 i 

Please  send  and  charge  my  account:  [ 

□ Greenhill’s  Obstetrics,  $17.00. 

□ Felson’s  Fundamentals  of  Chest  Roentgenology,  about  $11.00.  I 

□ Johnstone  & Miller’s  Occupational  Diseases  and  Industrial  Medicine,  about  $11.50.  I 

Name 

Address 
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and  for  humans 
with 

CLOGGED-UP 

NOSES... 


Nasal  congestion  often  persists  with  “bulldog  tenacity.”  Nose  drops 
and  sprays  often  reach  only  the  more  superficial  respiratory  mem- 
branes and  therefore  fail  to  provide  adequate  relief.  Furthermore, 
they  may  add  to  the  patient’s  misery  by  producing  rebound  congestion, 
ciliary  inhibition,  and  eventually  “nose  drop  addiction.”  TRIAMINIC 
reaches  all  nasal  and  paranasal  membranes  systemically  — provides 
more  complete,  longer-lasting  relief  while  it  avoids  the  harmful  side 
effects  associated  with  topical  medication. 


‘Sometimes,  I almost 
wish  I were  human  so 
I could  clear  up  this 
close-up,  clogged-up 
nose  of  mine  with 
TRIAMINIC®,” 


Indications : nasal  and  paranasal  congestion,  sinusitis,  postnasal  drip, 
upper  respiratory  allergy. 


Relief  is  prompt  and  prolonged 

because  of  this  special  timed-release  action: 


first  — the  outer  layer 
dissolves  within 
minutes  to  produce 
3 to  4 hours  of  relief 

then  — the  core 
disintegrates  to 
give  3 to  4 more 
hours  of  relief 


Each  Triaminic  timed-release  Tablet  provides: 


Phenylpropanolamine  HCl 50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate  25  mg. 


Dosage:  1 tablet  in  the  morning,  midafternoon  and  at  bedtime. 
In  postnasal  drip,  1 tablet  at  bedtime  is  usually  sufficient. 

Each  timed-release  Triaminic  Juvelet®  provides: 

% the  formulation  of  the  Triaminic  Tablet. 

Dosage:  1 Juvelet  in  the  morning,  midafternoon  and  at  bedtime. 

Each  tsp.  (5  ml.)  of  Triaminic  Syrup  provides: 

V*  the  formulation  of  the  Triaminic  Tablet. 

Dosage  (to  be  administered  every  3 or  4 hours) : 

Adults  — I or  2 tsp.;  Children  6 to  12—1  tsp.; 

Children  1 to  6 — Vs  tsp.;  Children  under  1 — Vi  tsp. 


TRIAMINIC 

running  noses 


timed-release  tablets,  juvelets,  and  syrup 

and  open  stuffed  noses  orally 


SMITH-DORS EY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 


in  rheumatic  disorders 

whenever  aspirin 
proves  inadequate 


Sterazolidin’ 


brand  of  prodniaono'-phenylbutazone 


.'V 

Even  in  the  more  transient  rheumatic 
disorders,  an  antf*lnflammatory  effect 
more  potent  than  that  provided  by  aspirin 
is  often  desirable  to  hasten  recovery 
and  get  the  patient  back  to  work. 

By  combining  the  anti-inflammatory 
action  of  prednisone  and  phenyibutazone, 
Sterazolidin  brings  about  exceptionally 
rapid  resolution  of  inflammation  with  relief 
of  symptoms  and  restoration  of  function. 
Since  Sterazolidin  is  effective  in  low 
dosage,  the  possibility  of  significant 
hypsrcortisonism,  even  in  long-term 
therapy,  js  substantially  reduced. 


Avaflability:  Each  Sterazciidin^f  capsule  contalAS  prednisone 
1.2S  m9.veutaroiidin<f,  brand  of  pbsnylbutazcne,  50 
dried  jatuminuni  hydroxide  gel  magnesium 

irisiiloate  150  mg.;  and  homafroplne  methytbromlde  1.95  mg. 
Bottles  of  100  capsules. 

Selgy,  Ardsley,  New  York 
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Shadow  or  substance 


Marcus  J.  Smith,  M.D.,  Santa  Fe,  New  Mexico 

Guest  Contributor:  Dr.  Omar  Legant,  Albuquerque,  New  Mexico 


Apothegm 

. . and  what  art  thou,  execrable  shape?” 
(Milton). 

Clinical  data 

A 36-year-old  female  complained  of  cough, 
chest  pain  and  foul  sputum  of  one  month’s  dura- 
tion. Seven  years  before,  a left  pleural  effusion 
had  cleared  spontaneously;  at  that  time,  bacterio- 
logic  and  skin  tests  for  tuberculosis  had  been  nega- 
tive. The  patient  had  lived  in  New  Mexico,  Ari- 


Fig.  1 


zona,  and  Florida.  There  were  no  other  clinical 
features  of  interest. 

X-ray  findings 

Over  an  interval  of  a month,  there  was  no 
perceptible  change  in  the  appearance  of  the  left 
upper  lung  field  (Fig.  1).  Here,  a round,  poorly 
defined,  “soft”  density  was  seen,  apparently  of  an 
infiltrative  rather  than  solid  character;  thickened 
strands  extended  from  it  to  the  left  hilum  (“drain- 
age bands”).  Despite  the  history,  this  did  not  look 
like  a lung  abscess.  The  primary  radiologic  con- 
sideration was  tuberculosis;  secondary  considera- 
tions were  other  granulomatous  lesions  or  un- 
resolved pneumonia. 

Clinical  course 

Tuberculosis  could  not  be  implicated  on  sputum 
studies  and  the  patient  did  not  react  to  histoplas- 
min,  coccidiodin  or  tuberculin.  Greenish  brown 
material  was  aspirated  from  the  left  upper  lobe 
bronchoscopically;  cultures  were  negative  for  tu- 
berculosis, positive  for  aspergillosis.  Shortly  after- 
ward, the  left  upper  lobe  and  the  superior  segment 
of  the  left  lower  lobe  were  resected.  The  removed 
mass  showed  an  extensive  purulent  bronchiectasis; 
the  pus  contained  numerous  colonies  of  fungi  (as- 
pergillosis niger).  The  patient  recovered  promptly. 

Epicrisis 

This  case  illustrates  a rare  instance  of  a “bron- 
chiectasizing  aspergilloma,”  a tumor  in  which 
masses  of  fungi  each  lie  in  a bronchus,  which,  as 
a result,  dilates.  The  mass  of  mycelial  filaments 
assumes  a round  shape  with  a rough  surface.  This 
appearance  resembles  a truffle,  and  review  of  the 
x-ray  confirms  this  interesting  gastronomic  simile, 
suggested  by  French  authors*.  Surgical  removal 
is  indicated.  It  is  of  interest  that  more  of  these 
lesions  have  been  reported  recently  in  debilitated 
patients  following  steroid  or  antibiotic  therapy^ 
REFERENCES 

'Monod,  O.,  Pesle,  G..  and  Segretain:  Abstracted  in  The  1S52 
Year  Book  of  Radiology.  Year  Book  Publishers,  Inc.,  Chicago, 
Illinois,  1952,  p.  157. 

=Finegold,  S.  M.,  Will,  D.,  and  Murray,  J.  F.:  Aspergillosis. 
A Review  and  Report  of  Twelve  Cases.  Am.  J.  Med.  27:463- 
482  rSept.),  1959. 
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WHEN 
THE  PATIENT 
* WITHOUT 
ORGANIC  DISEASE 
COMPLAINS  OF 


CONSIDER 


chronic  constipation, 
flatulence,  belching, 
intestinal  atony, 
in  digestion^. - 


biliary  dysfunction  and  NEOCHOLAN 


NEOCHOLAN^ 


i 


Your  patient  will  often  respond  promptly  to  Neocholan  therapy.  It  greatly  increases  the  flow  of 
thin,  nonviscid  biie  and  corrects  biliary  stasis  by  flushing  the  biliary  system.  It  also  relaxes  intesti- 
nal spasm,  resulting  in  an  unimpeded  flow  of  bile  and  pancreatic  juice  into  the  small  intestine. 
Neocholan  helps  to  promote  proper  digestion  and  absorption  of  nutrients.  It  also  encourages 
normal  peristalsis  by  restoring  intestinai  tone. 


Each  tablet  provides:  Dehydrocholic  Acid  Compound, 
P-M  Co.  265  mg.  (Dehydrocholic  Acid,  250  mg.); 
Homatropine  methylbromide  1 .2  mg.;  Phenobarbital 
8.0  mg.  Supplied  in  bottles  of  100  tablets. 


PITMAN-MOORE  COMPANY 

DIVISION  OF  ALLIED  LABORATORIES,  INC. 
INDIANAPOLIS,  INDIANA 
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Lifts  depression.. 


You  see  an  improvement  within  a few  days 
Thanks  to  your  prompt  treatment  and  the 
smooth  action  of  Deprol,  her  depression 
is  relieved  and  her  anxiety  and  tension 
calmed  — often  in  a few  days.  She  eats 
well,  sleeps  well  and  soon  returns  to  her 
normal  activities. 


as  it  calms  anxiety ! 


Smootli,  balanced  action  lifts 
depression  as  it  calms  anxiety... 
I rapidly  and  safely 


Balances  the  mood  — no  “seesaw” 
effect  of  amphetamine -barbiturates 
and  energizers.  While  amphetamines 
and  energizers  may  stimulate  the  patient 
—they  often  aggravate  anxiety  and 
tension. 

And  although  amphetamine-barbiturate 
combinations  may  counteract  excessive 
stimulation— often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects, 
Deprol’s  smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety— both  at  the 
same  time. 


Acts  swiftly  — the  patient  often  feels 
better,  sleeps  better,  within  a few 
days.  Unlike  the  delayed  action  of  most 
other  antidepressant  drugs,  which  may 
take  two  to  six  weeks  to  bring  results, 
Deprol  relieves  the  patient  quickly  — often 
within  a few  days.  Thus,  the  expense  to 
the  patient  of  long-term  drug  therapy  can 
be  avoided. 

Acts  safely  — no  danger  of  liver 
damage.  Deprol  does  not  produce  liver 
damage,  hypotension,  psychotic  reactions 
or  changes  in  sexual  function— frequently 
reported  with  other  antidepressant  drugs. 


Bibllog^apliy  (13  clinical  studies,  858  patients)’.  Alexander,  L.  (35  patients):  Chemotherapy 
of  depression  — Use  of  meprobamate  combined  with  benactyzine  (2-diethyIaminoethyI  benzilate)  hydrochlo- 
ride. J.A.M.A.  !66:1019,  March  1,  1958.  2.  Bateman,  J.  C.  and  Carlton,  H.  N.  (50  patients):  Meprobamate 
and  benactyzine  hydrochloride  (Deprol)  as  adjunctive  therapy  for  patients  with  advanced  cancer.  Antibiotic 
Med.  & Clin.  Therapy  6:648,  Nov.  1959.  3.  Beerman,  H.  M.  (44  patients):  The  treatment  of  depression  with 
meprobamate  and  benactyzine  hydrochloride.  Western  Med.  1:10,  March  1960.  4.  Bell,  J.  L.,  Tauber,  H., 
Santy,  A.  and  Pulito,  F.  (77  patients):  Treatment  of  depressive  states  in  office  practice.  Dis.  Nerv.  System 
20:263,  June  1959.  5.  Breitner,  C.  (31  patients):  On  mental  depressions.  Dis.  Nerv.  System  20:142,  (Section 
Two),  May  1959.  6.  Gordon,  P.  E.  (50  patients):  Deprol  in  the  treotment  of  depression.  Dis.  Nerv.  System 
21:215,  April  1960  . 7.  Landman,  M.  E.  (50  patients):  Clinical  trial  of  a new  antidepressive  agent.  J.  M.  Soc. 
New  Jersey.  In  press,  1960.  8.  McClure,  C.-  W.,  Papas,  P.  N.,  Speare,  G.  S.,  Palmer,  E.,  Slattery,  J.  J., 
Konefal,  S.  H.,  Henken,  B.  S.,  Wood,  C.  A.  and  Ceresia,  G.  B.  (128  patients):  Treatment  of  depression  — New 
technics  and  therapy.  Am.  Pract.  & Digest  Treat.  10:1525,  Sept.  1959.  9.  Pennington,  V.  M.  (135  patients): 
Meprobamate-benacfyzine  (Deprol)  in  the  treatment  of  chronic  brain  syndrome,  schizophrenia  and  senility. 
J.  Am.  Geriatrics  Soc.  7:656,  Aug.  1959.  10.  Rickels,  K.  and  Ewing,  J.  H.  (35  patients):  Deprol  in  depressive 
conditions.  Dis.  Nerv.  System  20:364,  (Section  One),  Aug.  1959.  11.  Ruchworger,  A.  (87  patients):  Use  of 
Deprol  (meprobamate  combined  with  benactyzine  hydrochloride)  in  the  office  treatment  of  depression. 
M.  Ann.  District  of  Columbia  28:438,  Aug.  1959.  12.  Settel,  E.  (52  patients):  Treatment  of  depression  in  the 
elderly  with  a meprobamate-benactyzine  hydrochloride  combination.  Antibiotic  Med.  & Clin.  Therapy  7:28, 
Jan.  1960.  13.  Splitter,  S.  R.  (84  patients):  Treatment  of  the  anxious  patient  in  general  practice.  J.  Clin.  & 
Exper.  Psychopath.  In  press,  April-June  1960. 


'Deprol^* 


Dosagce:  Usual  starting  dose  is  1 tablet  q.i.d.  When 
necessary,  this  dose  may  be  gradually  increased  up  to 
3 tablets  q.i.d. 

Composition:  1 mg.  2-diethylaniinoethyl  benzilate  hydro- 
chloride (benactyzine  HCl)  and  400  mg.  meprobamate. 
Supplied:  Bottles  of  50  light-pink,  scored  tablets.  Write 
for  literature  and  samples. 

#•  WALLACE  LABORATORIES  J Qranhury^  N..J, 


CD-2843 


a promise  fulfilled 


All  corticosteroids  provide  symptomatic  control  in  rheumatoid  arthritis,  inflammatory  derma- 
toses, and  bronchial  asthma.  They  differ  in  the  frequency  and  severity  of  side  effects.  Introduced 
in  1958,  Aristocort  Triamcinolone  bore  the  promise  of  high  efficacy  and  relative  safety. 
Physicians  today  recognize  that  the  promise  has  been  fulfilled  ...  as  evidenced  by  the  high  rate 


of  refilled  Aristocort  prescriptions. 


Aristocort 


Triamcinolone  LEDERLS 


)LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  NX ' 
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after  milk  and  rest,  why  Donnalate? 


Once  you’ve  prescribed  mifk  and  rest  for  a,  peptic  ulcer  patient,  Donnalate 
may  be  the  best  means  for  fulfilling.his  therapeutic  regimen.  This  is  because 
Donnalate  combines  several  recognteed  a^nts  which  effectively  complement 
each  other  and  help  promote  your  basic  pil^  therapy.  A single  tablet  also 
simplifies  medicine-taking.  » 

r 


in  Donnalate:  Dibydroxyaium 

sistent  neutralization  than  can  diet  alone, 
sibility  of  your  patient's  resting  as'you 
reduce  01  spasm  and  gastric  secretifen.  A 
they  enable  ffie  antacid  to  remain  In  the 

r # 


rr 

..f 


^inoacetpte  affords  more  con- 
*^rtobart>ital  improves  the  pos- 
tern to.  i Belladonna  alkaloids 
y|decrea«ing  gastric  peristalsis, 
n^ch  longer, 

blet  plus  one-half  Donnatal® 


Each  Donnalate  tablet  equals  one  B^bal 

tablet:  Dihydroxyaluminum  amrnoa^tate^N.  t.,  0,5  Gm.;  Phenobarbital  (% 

Ji.,  L.l 

f ' ' ; • . '"kI 

: : ■ . 


gr,),  8.1  mg;;  Hyoscyarnine  sulfat^i  Oii^lO 
mg.;  Hyoscirre  hydrobromlde,.ilQ0^3  m 


Donnalat^^ 


iR()|iiiisCo.i.c 

ICHMpND  20,  VIRGINIA 


Use  of  SARDO  in  118  dermatological  patients  to  relieve 
dry,  itchy,  scaly,  fissured  skfn  achieved  these  excellent 
results: 


new  clmjcal  Study' 
cites  Jeneficial  _ 


resHJts  in.pyer 
96%tet  cases  in 


CASES 

AFTER 

Excellent 

SARDO* 

Good  Poor 

49  Senile  skin 

26  Dry  Skin  in  younger 

32 

13  4 

patients  {diabetes,  etc.) 

14 

11  1 

20  Atopic  dermatitis 

8 

10  2 

13  Actinic  changes 

9 

4 

10  Ichthyosis 

3 

4 3 

Skin  Conditions 

Benefited 

No  Benefit 

20  Nummular  dermatitis 

19 

1 

10  Neurodermatitis 

10 

SARDO  acts^-2  to  (A)  lubricate  and  soften  skin,  (B)  replenish  natural 
emollient  oil,  (C)  prevent  excessive  evaporation  of  essential  moisture. 

SARDO  releases  millions  of  microfine  water-miscible  globules  to  pro- 
vide a soothing  suspension  which  enhances  the  efficacy  of  your  other 
therapy. 

SARDO  is  pleasant,  convenient,  easy  to  use;  non-sticky,  non-sensitiz- 
ing. Bottles  of  4,  8 and  16  oz. 


1.  Weissberg,  G.: 
Clin.  Med.,  June 

1960. 

2.  Spoor,  H.  J.: 
N.  Y.  St.  J.  Med., 
Oct.  15,  1958. 

’‘patent  pending 
T.M.  ©1960 


for  SAMPLES  and  complete  reprint  of  Weissberg  paper,  please  write  . . . 

ScLVdeCLUy  Inc,  75  East  55th  street,  New  York  22,  N.Y. 
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to 

contain 

the 

bacteria-prone 

cold 


safe  antibiosis 

Triacetyloleandomycin,  equivalent  to  oleandomycin 
125  mg.  This  is  the  UKI  antibiotic,  clinically  effective 
against  certain  antibiotic-resistant  organisms, 

fast  decongestion 

Triaminic®,  25  mg.,  three  active  components  stop  run- 
ning noses.  Belief  starts  in  minutes,  lasts  for  hours. 

well-tolerated  analgesia 

Calurin®,  calcium  acetylsalicylate  carbamide  equivalent 
to  aspirin  300  mg.  This  is  the  freely-soluble  calcium 
aspirin  that  minimizes  local  irritation,  chemical  erosion, 
gastric  damage.  High,  fast  blood  levels. 


Tain  brings  quick,  symptomatic  relief  of  the  common 
cold  (malaise,  headache,  muscular  cramps,  aches  and 
pains)  especially  when  susceptible  organisms  are  likely 
to  cause  secondary  infection.  Usual  adult  dose  is  2 Inlay- 
Tabs,  q.i.d.  In  bottles  of  50.  only.  Remember,  to  con- 
tain the  bacteria-prone  cold... TAIN. 


SMITH-DORSEY  • LINCOLN,  NEBRASKA 

a division  of  The  Wander  Company 
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saLuroN 

sustained-action  hydroflumethiazide  ‘Bristol’ 


as  an  antihypertensive:  “a  distinct  advantage  in  the  manifestations  of  hypertension”* 

...  a superior  foundation  drug  for  an  antihypertensive  regimen  . . . often  the 
only  drug  required  ...  in  other  cases,  enhances  the  effect  of  tranquilizers, 
sympathetic  depressants,  and  ganglionic  blockers. 

as  a saluretic:  “a  marked  advancement  in  the  field  of  diuretic  therapy”^ 

. . . prompt  sodium  excretion,  with  “a  duration  of  at  least  18  hours”  on  a single 
50-mg.  tablet*. . . repetitively  effective.*'^ 

INDICATIONS:  Hypertension  and  hypertensive  cardiovascular  disease.  Edema,  associated  with  cardiac  or 
renal  insufficiency,  hepatic  cirrhosis,  pregnancy,  premenstrual  syndrome,  or  steroid  administration. 

DOSAGE:  Usually  1 tablet  daily.  Full  information  in  official  package  circular. 


SUPPLY : Scored  50-mg.  tablets ; bottles  of  50.  Syrup,  containing  50  mg.  per  5-ml.  teaspoonful ; bottles  of  8 fl.  oz. 


REFERENCES:  1.  Ford,  R.  V.,  and  Nickell,  J.:  Ant.  Med.  & Clin.  Ther.  6:461,  1959.  2.  Fuchs,  M., 
and  Mallin,  S.  R.:  Int.  Rec.  Med.  172:438,  1959.  3.  Ford,  R.  V.:  Int.  Rec.  Med.  172:434,  1959. 

BRISTOL  LABORATORIES,  SYRACUSE,  NEW  YORK 


Coat  styles  change— whether  it's  a blazer  or  a B-complex  vita- 
min. Not  long  ago,  for  instance,  ‘‘Vitamins  by  Abbott"  were 
dressed  up  with  a new-style  coating— f/Ymtat)®. 

The  most  obvious  result  was  a marked  reduction  in  tablet  size- 
up  to  30%  in  some  products.  The  tablets  themselves  were  bril- 
liant in  a variety  of  rainbow  colors.  They  wouldn’t  chip  or  stick 
together  in  the  bottle.  All  vitamin  tastes  and  odors— gone. 

Such  were  the  aesthetic  gains.  Behind  these,  a significant 
pharmaceutical  advance:  with  Filmtab,  deterioration  is  slowed 


to  an  irreducible  minimum,  because  the  coating  process  is 
essentially  a water-free  procedure. 

Finally— most  important— Filmtab  guarantees  that  the  content 
of  each  tablet  matches  the  formula  printed  on  the  label.  While 
the  person  taking  the  vitamins  may  not  worry  much  about  rigid 
stability,  Abbott  does.  Assures  it,  through  Filmtab. 

In  short,  Filmtab’s  a name  that  stands  for  quality,  stability, 
potency.  The  very  best  in  vitamin  coatings.  Filmtab  doesn’t  add 
a penny  to  the  cost.  And  it’s  a name  found  only  on  - 


a VITAMINS  by  ABBOTT 


©I960,  ABBOTT  LABORATORIES 


00903: 


To  meet  special  nutritional  needs  of  growing  teenagers 


Filmtab® 


• RICH  m IRON,  CALCIUM,  VITAMlNS-ilVlPORTANT  FACTORS 

FOR  THE  GROWTH  YEARS 

• FILMTAB-COATED  TO  CUT  SIZE  AND  ASSURE  FULL  POTENCY 

• HANDSOME  TABLE  BOTTLES  AT  NO  EXTRA  COST  (100-SIZE) 

• ALSO  SUPPLIED  IN  BOTTLES  OF  250  AND  1000. 

NOW,  DAYTEENS  JOINS  THE  COMPLETE  LINE 
OF  QUALITY  VITAMINS  BY  ABBOTT: 


FILMTAB 

DAYALETS® 

Table  bottles  of  100 
Bottles  of  50  and  250 

daValets-m® 

Apothecary  bottles 
of  100  and  250 

Extra-potent  maintenance 
formulas— ideal  for  the 
"nutritionally  run-down" 


FILMTAB 

OPTILETS® 

pPT7LETS-iVl® 

Table  bottles  of 
30  and  100 
Bottles  of  1000 

Therapeutic  formulas 
1 for  more  severe  de- 
j ficiencies— illness, 

! infection,  etc. 


I FILMTAB 

SUR-8EX®  with  C 
Table  bottle  of  60 
■ Bottles  of  100, 

: 500  and  1000 

I 

I Therapeutic  formula  of 
I the  essential  B-complex 
■ plus  C,  for  convalescence, 

; stress,  post-surgery,  etc. 


DAYTEENS 

TRADEMARK 

EACH  DAYTEENS  FILMTAB®  REPRESENTS: 

Vitamin  A (5000  units)  1.5  mg. 

Vitamin  D (1000  units)  25  meg. 


Thiamine  Mononitrate  (Bi) 2 mg. 

Riboflavin  (Bs) 2 mg. 

Nicotinamide 20  mg. 

Pyridoxine  Hydrochloride 0.5  mg. 

Vitamin  B12  (as  cobalamin  concentrate) 2 meg. 

Calcium  Pantothenate 5 mg. 

Ascorbic  Acid  (C) ; 50  mg. 

Iron  (as  sulfate) 10  mg. 

Copper  (as  sulfate) 0.15  mg. 

Iodine  (as  calcium  iodate) 0.1  mg. 

Manganese  (a§  sulfate) 0.05  mg. 

Magnesium  (as  oxide) 0.15  mg. 

Calcium  (as  phosphate) 250  mg. 

Phosphorus  (as  calcium  phosphate) 193  mg. 


VITAMINS  by  ABBOTT 


'fiLMTAB  — FILM-SEALCD  TABLETS,  ABBOTT  © 1960,  ABBOTT  LABOHATORtES 


009033B 


IN  COLDS  AND  SINUSITIS- 

THE  RIGHT  AMOUNT  OF  “INNER  SPACE" 


Neo-Synephrine  hydrochloride  relieves  the  boggy 
feeling  of  colds  immediately  and  safely,  without 
causing  systemic  toxicity  or  chemical  harm  to  nasal 
membranes.  Turbinates  shrink,  sinus  ostia  open, 
ventilation  and  drainage  resume,  and  mouth-breath- 
ing is  no  longer  necessary. 

Gentle  Neo-Synephrine  shrinks  nasal  membranes 
for  from  two  to  three  hours  without  stinging  or 
harming  delicate  respiratory  tissues.  Post-thera- 
peutic turgescence  is  minimal.  Neo-Synephrine  does 
not  lose  its  effectiveness  with  repeated  applications 
nor  does  it  cause  central  nervous  stimulation,  jitters, 
insomnia  or  tachycardia. 

Neo-Synephrine  solutions  and  sprays  produce  shrink- 
age of  tissue  without  interfering  with  ciliary  activity 
or  the  protective  mucous  blanket. 


RIGHT  AWAY 


LABORATORIES 
New  York  18,  N.  Y. 


NEO-SYNEPHRINE 

(Brand  of  phenylephrine  hydrochloride) 

hydrochloride 

NASAL  SOLUTIONS  AND  SPRAYS 


©For  wide  latitude  of  effective  and  safe  treatment, 
Neo-Synephrine  hydrochloride  is  available  in  nasal 
sprays  for  adults  and  children;  in  solutions  from 
%%  to  1%;  and  in  aromatic  solution  and  water 
soluble  jelly. 
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In  over  five  years 


. . . for  the  tense  and  nervous  patient 

Despite  the  introduction  in  recent  years  of  “new  and  different”  tranquil- 
izers, Miltown  continues,  quietly  and  steadfastly,  to  gain  in  acceptance. 
Meprobamate  (Miltown)  is  prescribed  by  the  medical  profession  more  than 
any  other  tranquilizer  in  the  world. 

The  reasons  are  not  hard  to  find.  Miltown  is  a known  drug.  Its  few  side 
effects  have  been  fully  reported.  There  are  no  surprises  in  store  for  either 
the  patient  or  the  physician. 


of  clinical  use 


Proven 


in  more  than  750  published  clinical  studies 


Effective 


for  relief  of  anxiety  and  tension 


Outstandingly  Safe 

1 simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 

no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

does  not  produce  ataxia,  change  in  appetite  or  libido 

does  not  produce  depression,  Parkinson- like  symptoms, 
jaundice  or  agranulocytosis 

does  not  impair  mental  efficiency  or  normal  behavior 


2 

3 

4 

5 


Miltowir 

meprobamate  iWallacel 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets; 
or  as  MEPROTABS*— 400  mg.  untnarked,  coated  tablets. 

^ WALLACE  LABORATORIES  / Cranhury , N . J . 
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Raise  the  Pain  Threshold 


many  cases  of  late  cancer. 


m 


Phenaphen  with  Codeine  provides 
intensified  codeine  effects  with 
control  of  adverse  reactions. 

It  renders  unnecessary  (or  postpones) 
the  use  of  morphine  or  addicting 
synthetic  narcotics,  even  in 


Three  Strengths  — 

PHENAPHEN  NO.  2 

Phenaphen  with  Codeine  Phosphate  Vt  gr.(16.2  mg.) 

PHENAPHEN  NO.  3 

Phenaphen  with  Codeine  Phosphate  Ve  gr.(32.4  mg.) 

PHENAPHEN  NO.  4 

Phenaphen  with  Codeine  Phosphate  1 gr.  (64.8  mg.) 
Also  — 

PHENAPHEN  In  each  capsule 

Acetylsalicylic  Acid  gr.  . (162  mg.) 

Phenacetin  3 gr (194  mg.) 

Phenobarbital  Vi,  gr.  .....  (16.2  mg.) 

Hyoscyamine  sulfate (0.031  mg.) 


ms 


ms 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VIRGINIA 


Ethical  Pharmaceuticals  of  Merit  since  1 878 
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^fter 

MASTECTOMY 


^‘Surprisingly  Simple^' 

breast  form 

Normal  Contour 
Natural  Alignment 
Life-like  Motion 
Self-Confidence 

through  balancing  weight  compensation 
and  natural  fluidity  of  motion 

adaptable  to  any  brassiere,  even  bathing  suit 

Recommended  by  leading  doctors  because  of  its  excellent 
cosmetic  results  and  its  ability  to  meet  the  patient’s  pre- 
viously overlooked  physiological  needs. 

Available  in  24  sizes  to  take  care  of  every  figure  type. 


IDENTICAL® 

FORM 


Camp-Zieman 

LYMPHEDEMATOVS 

ARM  SLEEVE 

for 

Swelling  of  the  Arm 
After  Radical 
Mastectomy 


A needed  surgical  appliance 
that  provides  proven  relief, 
is  easy  for  patient  to  apply 
and  stays  in  place. 

Completely  adjustable  and 
comfortable  for  patient  to 
wear. 


We  have  experienced  fitters  for  both  men  and  women 
for  supports  and  appliances  for  many  needs 

Geo.  Berber!  & Sons,  Inc. 

1717  Logan  Street  Denver  3,  Colorado  Telephone  ALpine  5-0408 

57tk 
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Rautrax-N  lowers  high  blood  pressure  gently, 
gradually  . . . protects  against  sharp  fluctuations 
in  the  normal  pressure  swing.  Rautrax-N  com- 
bines Raudixin,  the  cornerstone  of  antihyperten- 
sive therapy,  with  Naturetin,  the  new,  safer 
diuretic-antihypertensive  agent.  The  comple- 
mentary action  of  the  components  permits  a 
lower  dose  of  each  thus  reducing  the  incidence 
of  side  effects.  The  result:  Maximum  effective- 
ness, minimal  dosage,  enhanced  safety.  Rautrax-N 
also  contains  potassium  chloride  — for  added 
protection  against  possible  potassium  depletion 
during  maintenance  therapy. 


Supply:  Rautrax-N  — capsule-shaped  tablets  ~ 
50  mg.  Raudixin,  4 mg.  Naturetin,  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified  — cap- 
sule-shaped tablets  — 50  mg.  Raudixin,  2 mg. 
Naturetin,  and  400  mg.  potassium  chloride.  For 
complete  information  write  Squibb,  745  Fifth 
Avenue,  New  York  22,  N.  Y. 

@Rautrax-NW 

Squibb  Standardized  Whole  Root  Rauwolfla  Serpentina  (Raudixin) 

and  Benzydroflumethiazide  (*Naturetin)  with  Potassium  Chloride  SQ|J1B& 


24 


Rocky  Mountain  Medical  Journal 


Variety  is  the  spice  in  this  diet!  Meat  patties,  peas  and  carrots,  baked 
potato,  gelatin  salad,  applesauce  dessert — and  beer. 


The  secret  of  a successful 
bland  diet  is  acceptance 

So  appetizing  (and  therefore  so  acceptable)— broiled  meat  patties, 
made  tender  with  crushed  corn  flakes' and  water,  tasty  with  salt, 
savory  with  a hint  of  thyme  or  marjoram.  Fish  souffld — delicious 
when  the  top  is  crisped  with  cracker  meal  and  butter! 

Bland  but  satisfying  are  asparagus  tips,  carrots,  and  peas — served 
whole  if  tender,  or  pureed.  Potatoes  may  be  boiled,  baked  or 
mashed.  Molded  gelatin  salads  are  pretty  to  look  at — better  to  eat. 

For  dessert,  how  about  applesauce  added  to  whipped  lime  gelatin 
and  topped  with  custard  sauce? 

IW|  United  States  Brewers  Foundation 

If  you’d  like  reprints  of  this  and  11  other  different  diet  menus  for  your  patients, 
write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  N.Y,  17,  N.Y, 


And  with  your 
approval,  a glass  of 
beer  can  add  zest  to 
your  patient’s  diet 

pH  4.3 

- (Average  of  American  Beers) 
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Why  diet  is  preferable  to  drugs 

...  in  the  control  of  seru 


The  objective  of  therapy  is  the  approxi- 
mation of  the  physiological  norm. 

This  is  most  satisfactory  when  it  can  be  accom- 
plished by  dietary  manipulation.  The  control  of 
elevated  serum  cholesterol  through  relatively  sim- 
ple changes  in  the  dietary  pattern  of  the  patient 
puts  nature’s  own  processes  to  work  most  effec- 
tively to  achieve  the  objectives  of  treatment. 

The  dietary  approach  does  more  than  correct  the 
serum  cholesterol  problem.  Because  overweight, 
together  with  improper  eating  patterns,  is  so  often 
involved,  the  prescription  of  corrective  diet  helps 
the  patient  to  help  himself  by  establishing  sound 
nutritional  practices. 

For  the  prophylaxis  and  prevention  of  hypercho- 
lestemia,  the  dietary  approach  affords  the  advan- 
tages of  simplicity  and  economy.  Diet  therapy  is 
for  the  long-term  management  of  a chronic  con- 
dition, while  drug  therapy  is  most  efficient  for 
acute  situations. 

The  development  of  atherosclerosis  is  a slow  proc- 
ess. It  is  believed  that  the  onset  of  this  condition 
is  in  early  adulthood,  but  its  clinical  symptoms 
take  as  many  as  20  years  to  manifest  themselves. 
Simple  changes  in  diet  serve  to  keep  the  blood 
cholesterol  concentration  at  an  acceptable  level. 

Dietary  therapy  has  other  significant  advantages 
over  medication  as  follows: 

1.  Dietary  adjustment  involves  little  or  no  ex- 
pense to  the  patient,  whereas  drugs  are  costly. 


2.  Dietary  therapy  may  be  made  with  complete 
safety— even  for  pregnant  females. 

3.  Dietary  therapy  produces  no  side  effects, 
whereas  there  is  not  as  yet  sufficient  clinical 
evidence  as  to  the  long-term  effects  of  drugs. 

4.  Dietary  therapy  brings  about  reduction  in 
serum  cholesterol  through  normal  body  proc- 
esses, as  yet  not  fully  understood.  On  the  other 
hand,  some  drugs  can  leave  in  the  body  accu- 
mulations of  cholesterol  precursors. 

5.  Dietary  procedures  do  not  usually  generate  new 

compounds  in  the  blood  which  interfere  with 
the  chemical  determination  of  blood  serum 
cholesterol. 

6.  Dietary  therapy  offers  a solution  to  the  related 
problems  of  obesity  which  drugs  do  not. 

Elevated  serum  cholesterol  has  long  been  linked 
to  an  imbalance  in  the  ratio  of  the  type  of  fat  in 
the  diet.  Reductions  in  cholesterol  levels  have  been 
achieved  repeatedly,  both  in  medical  research  and 
practice,  through  control  of  total  calories  and 
through  replacement  of  an  appreciable  percent- 
age of  saturated  fat  by  poly-unsaturated  vege- 
table oil.  An  important  measure  in  achieving  re- 
placement is  the  consistent  use  of  poly-unsaturated 
pure  vegetable  oil  in  food  preparation  in  place  of 
saturated  fat. 

* * * 

Poly-unsaturated  Wesson  is  unsurpassed  by 
any  readily  available  brand,  where  a vegetable 
(salad)  oil  is  medically  recommended  for  a 
cholesterol  depressant  regimen. 


ROCK  CORNISH  GAME  HENS — Free  Wesson  recipes  for  delicious  main  dishes,  desserts  and  salad  dressings  are  avail- 
able for  your  patients.  Request  quantity  needed  from  The  Wesson  People,  Dept.  N,  210  Baronne  St.,  New  Orleans  12,  La. 


More  acceptable  to  patients.  Wesson  is  preferred  for  its  supreme  delicacy 
of  flavor,  increasing  the  palatability  of  food  without  adding  flavor  of  its  own. 

Uniformity  you  can  depend  on.  Wesson  has  a poly-unsaturated  content 
better  than  50%.  Only  the  lightest  cottonseed  oils  of  high  iodine  number  are 
selected  for  Wesson,  and  no  significant  variations  are  permitted  in  the  22 
exacting  specifications  required  before  bottling. 

Economy.  Wesson  is  consistently  priced  lower  than  the  next  largest  seller. 


Wesson’s  Important  Constituents 

Wesson  is  100%  cottonseed  oil . . . winterized  and  of  selected  quality 


Linoleic  acid  giycerides(poly-unsaturated) 50-55% 

Oleic  acid  glycerides  (mono-unsaturated) 16-20% 

Total  unsaturated 70-75% 

Palmitic,  stearic  and  myristicglycerides(saturated)  ....  25-30% 

Phytosterol  (Predominantly  beta  sitosterol) 0.3-0.5% 

Total  tocopherols 0.09-0.12% 

Never  hydrogenated --completely  salt  free 


holesterol 


. . . DARVO-TRAN  ” relieves  pain  more  effectively  than 

the  analgesic  components  alone 

Effective  analgesia  plus  safe  relief  of  mild  anxiety  helps  combat  the  pain- 
anxiety  spiral.  In  Darvo-Tran,  the  tranquilizing  properties  of  Ultran®  are 
added  to  the  established  analgesic  effects  of  Darvon®  and  the  anti-inflam- 
matory benefits  of  A.S.A.®.  Clinical  and  pharmacologric  studies  have  shown 
that  when  pain  is  accompanied  by  anxiety,  the  addition  of  Ultran  enhances 
and  prolongs  the  analgesic  effects  of  Darvon. 


£ach  Pulvule®  Darvo-Tran  provides: 


Darvon  ....  32  mg. — to  raise  pain  threshold 

A.S.A 325  mg. — to  reduce  inflammation 

Ultran 150  mg. — to  relieve  anxiety 


Usual  Dosage: 

1 or  2 Pulvules  three  or  four  times  daily. 


Darvo-Tran^**  (dextro  propoxyphene  and 
acetylsalicylic  acid  with  phenaglycodol, 
Lilly) 

Ultran®  (phenaglycodol,  Lilly) 

Darvon®  (dextro  propoxyphene  hydrochloride, 
Lilly) 

A.S.A.®  (acetylsalicylic  acid,  Lilly) 


ELI  Lilly  and  company  • Indianapolis  s,  Indiana,  u.s.a. 

020407 


28 


Rocky  Mountain  Medical  Journal 


Your  Vote 
Is  Vital 


A HE  TIME  TO  VOTE  is  near  at  hand.  Peculiarly, 
physicians  have  not  rarely  been  criticized 
in  the  past  for  failure  to  act  upon  this  privi- 
lege. Too  busy,  perhaps?  Nobody  could  pos- 
sibly be  too  busy  to  perform  this  duty  as  a 
citizen  in  the  presence  of 
crises  the  ■world  over. 

The  Medical  Society  of  the 
County  of  New  York  with 
some  7,000  members  has  pro- 
posed an  interesting  suggestion  in  its  official 
bulletin.  New  York  Medicine.  Under  the  title 
“Why  I’ll  Vote  For  — Nixon  or  Kennedy” 
letters  were  solicited  from  the  membership 
to  be  published  between  now  and  voting  day. 
Letters  must  be  signed,  and  shall  be  brief. 

This  Journal  would  welcome  letters  from 
members  of  any  of  our  component  participat- 
ing medical  societies.  Some  interesting  opin- 
ions and  recommendations  should  be  forth- 
coming. Matters  of  health  and  medical  care 
are  particularly  timely,  but  the  better  man 
to  represent  our  country  in  world  affairs  is 
of  even  greater  importance. 

Let  us  hear  from  you  at  once.  But,  in  any 
event,  get  to  the  polls  and  do  your  duty! 


Aroblems  involved  in  the  recent  disagree- 
ment between  Denver  General  Hospital  and 
the  University  of  Colorado  School  of  Medi- 
cine are  many  and  varied.  Improved  commu- 
nications, startling  increases  in  population, 

changes  in  political 


IV hat  Are  Medical 
Schools  Doing? 


attitudes  associated 
with  world- wide  and 
unprecedented  prog- 
ress in  the  scientific 
world  have  had  their  impact  on  the  medical 
profession  and  its  responsibilities  to  society. 

The  physician’s  first  duty  is  to  produce 
the  finest  medical  care  for  the  patient.  Sec- 
ond, to  improve  this  medical  care  by  educat- 
ing better  physicians  for  the  future  and, 
third  and  in  a recent  very  important  way, 
to  stimulate  the  inception  and  encourage 
completion  of  helpful  research.  That  the 


physician’s  obligation  to  his  patient  is  first 
has  never  been  questioned  down  through  the 
history  of  medicine.  It  has  been  assumed  that 
what  is  good  for  the  patient  is  also  good  for 
the  doctor  and  a close  scrutiny  of  the  ad- 
vances in  medicine  will  support  this  thesis. 

The  medical  world  has  always  refused  to 
horde  scientific  information.  Patents  have 
been  frowned  upon  and  medical  knowledge 
as  it  increased  has  always  been  considered 
the  property  of  the  peoples  of  the  world 
through  communication  in  medical  journals 
and  more  recently  through  close  personal 
association  of  professional  men  in  innumer- 
able countries.  Each  doctor  has  been  com- 
mitted to  passing  on  medical  information  to 
the  following  generation  and  has  steadfastly 
borne  the  responsibility  of  this  teaching  duty. 
In  fact,  it  has  always  been  his  opportunity  to 
teach  until  recently.  Since  the  last  world  war 
particularly,  changes  have  occurred  within 
medical  schools  in  which  a system  employing 
full  time  teachers  by  the  medical  schools  of 
this  country  has  asserted  its  value.  As  a re- 
sult of  this,  a sharp  line  has  been  drawn 
between  those  who  teach  and  those  who  no 
longer  have  the  opportunity  to  do  so  regard- 
less of  their  ability  either  as  physicians  or 
as  teachers.  This  attitude  toward  the  profes- 
sional teacher  has  increased  the  cost  of  medi- 
cal education  considerably. 

In  the  last  quarter  century,  medical  re- 
search has  brought  about  progress  in  diag- 
nosis and  treatment  of  disease  which  never 
before  existed.  The  term  research  has  de- 
veloped an  aura  which  has  produced  millions 
from  the  government  and  society  in  the  sup- 
port of  any  program  conceived  in  its  name. 
That  this  program  must  continue  on  a well 
organized  basis  is  unquestioned. 

Separation  of  the  care  of  the  patient  from 
teaching  responsibilities  and  research  has 
been  felt  within  teaching  hospitals  them- 
selves. Some  have  insisted  that  teaching  and 
the  care  of  the  patient  could  not  be  divorced. 
Others  have  felt  that  this  separation  was 
necessary — that  a teacher  involved  in  taking 
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care  of  individual  patients  could  not  maintain 
his  objective  attitude  and  continue  his  ex- 
cellence in  teaching  if  concerned  about  the 
care  of  the  paatient.  In  any  case  a concept 
has  developed  that  a medical  school  must 
control  the  attending  staff  of  a hospital  used 
for  teaching  purposes.  This  is  an  attitude 
subscribed  to  by  the  American  Medical  Asso- 
ciation and  the  Association  of  American 
Medical  Colleges  and  it  has  been  without 
regard  to  the  private  or  public  ownership  of 
an  institution. 

Teaching  programs  have  often  been  borne 
under  the  budget  restricted  for  patient  care. 
Many  institutions  have  some  time  ago,  how- 
ever, separated  the  cost  of  patient  care  from 
the  cost  of  teaching  and  research  and  have 
likewise  separated  the  budgets  for  these  va- 
rious responsibilities  in  hospitals.  The  fact 
that  this  had  not  been  done  at  Denver  Gen- 
eral Hospital  was  one  of  the  paramount 
reasons  why  disagreement  occurred.  It  was 
almost  impossible  to  determine  the  cost  of 
patient  care  as  opposed  to  the  cost  of  teach- 
ing medical  students  and  postgraduate  stu- 
dents at  the  hospital.  The  cost  to  taxpayers 
of  the  city  of  Denver  gradually  rose,  although 
a percentage  of  this  cost  was  a responsibility 
of  the  state  of  Colorado  and  not  borne  by 
the  medical  school  as  it  should  have  been. 
During  the  disagreement,  emotional  response 
to  the  problems  involved  became  apparent. 
The  primary  disagreement,  however,  of  the 
two  institutions  as  everyone  knows  was  not 
an  emotional  one.  The  medical  profession  in 
Colorado  generally  has  been  greatly  con- 
cerned about  the  split  between  the  medical 
school  and  Denver  General  Hospital.  All 
doctors  of  medicine  realize  the  importance 
of  the  use  of  hospital  facilities  in  a com- 
munity for  teaching  purposes,  both  on  the 
undergraduate  and  postgraduate  levels.  That 
these  facilities  must  be  secured  for  educa- 
tional purposes  is  unquestioned.  Neverthe- 
less, the  right  of  independent  control  of  its 
own  institution  is  paramount  in  any  hospital, 
public  or  private.  Control  is  necessarily  vest- 
ed in  the  Board  of  Governors  or,  as  in  the 
case  of  Denver  General  Hospital,  the  Board 
of  Health  and  Hospitals.  Administrative  con- 
trol may  be  maintained,  however,  by  the 
independent  institution  by  reserving  the 
right  of  the  medical  school  to  dictate  teaching 


policy  alone.  In  a democracy  the  problems 
are  resolved  in  an  ideal  way  by  intelligent 
discussion  of  the  facts  and  not  by  a demand 
for  obscure  rights  and  a thrust  for  power. 
We  hope  as  taxpayers  and  as  citizens  in  this 
country  of  ours  this  attitude  maintains.  As 
physicians,  we  are  concerned  about  the  edu- 
cation of  the  medical  student.  Let  us  hope 
that  in  the  future  a more  cooperative  effort 
may  exist  between  the  public  and  the  private 
institutions  in  the  teaching  of  undergraduate 
and  postgraduate  medical  students. 

Calvin  Fisher,  M.D. 


o 


If  the  Shoe  Fits, 
Put  It  On* 


N December  31,  1959,  I didn’t  have  energy 
to  go  out  and  celebrate  New  Year’s  Eve  so 
relaxed  at  home  watching  television  and 
reminiscing.  I began  to  evaluate  good  things 
I had  accomplished  and  bad  things  done, 
my  good  points  and  bad 
points.  I decided  to  turn 
over  a new  leaf  and  made 
some  New  Year’s  resolu- 
tions. Most  of  these  reso- 
lutions will  not  apply  to  my  colleagues,  but 
if  they  do,  “If  the  shoe  fits,  put  it  on.” 

Many  times  a patient  has  said  to  me 
something  like  this,  “I  will  never  go  back  to 
Dr.  Smith.  He  charged  me  $75.00  for  my  last 
checkup,  which  is  outrageous.”  Instead  of 
looking  at  the  ceiling  and  making  clicking 
noises  with  my  tongue,  I resolve  to  say  to 
this  patient,  “I  always  suspected  that  that 
son-of-a-gun  was  undercutting  my  fees.” 

When  a patient  complains  that  she  just 
isn’t  going  back  to  Dr.  Smith  because  he  is 
never  at  home  when  she  calls  and  no  one 
ever  knows  where  or  how  to  reach  him,  even 
though  Dr.  Smith  is  either  out  playing  golf 
or  fishing,  I resolve  to  say  to  that  patient, 
“Dr.  Smith  works  hard,  and  you  wouldn’t 
want  a doctor  who  was  always  available  be- 
cause nobody  else  wanted  his  services.” 

When  a patient  says  to  me,  “You  spent 
twice  as  long  on  my  case,  doctor,  than  did 
Dr.  Smith  when  he  examined  me,”  my  com- 
ment will  be  that  I am  not  as  smart  as  Dr. 
Smith  and  it  takes  me  twice  as  long  to  do  the 
same  job.  I will  give  credit  to  every  physician 


*This  splendid  and  thought-provoking  communication  was 
submitted  by  a Montana  colleague  who  prefers  to  remain 
anonymous. 
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in  my  community  that  he  is  trying  to  practice 
honest  medicine  and  surgery,  that  he  will  not 
honestly  take  on  work  he  doesn’t  feel  he  is 
capable  of  doing,  and  should  he  misjudge  his 
own  capabilities,  let  him  learn  from  his  ex- 
perience and  be  a wiser  man  thereafter.  It 
would  be  my  privilege  to  help  any  physician 
out  of  difficulties  into  which  he  has  maneu- 
vered himself  because  of  misjudging  his  own 
capabilities — and  please  listen  for  my  yell  for 
help  when  in  difficulties  from  misjudging 
my  own  capabilities.  May  my  patients  not 
suffer  from  my  not  wanting  to  admit  my 
need  for  help. 

I resolve  not  to  criticize  another  physician 
for  how  he  practices,  whether  he  be  a general 
practitioner  manifesting  special  interest  in 
specialized  fields  of  medicine  and  surgery  or 
whether  it  be  a specialist  exhibiting  interest 
in  certain  phases  of  general  medicine  and 
surgery.  When  my  patient,  referred  to  Dr. 
Smith,  comes  back  and  tells  me  that  Dr. 
Smith  said  my  diagnosis  was  far  from  the 
truth,  that  my  treatment  wouldn’t  do  credit 
to  a sophomore  medical  student,  along  with 
other  equally  derogatory  remarks,  I will  not 
pick  up  the  phone  and  give  Dr.  Smith  a 
tongue-lashing.  The  chances  are  that  the 
patient  has  misinterpreted  Dr.  Smith’s  re- 
marks, has  everything  badly  mixed  up,  or  is 
just  one  of  those  imaginative  persons  who 
delights  in  causing  trouble  between  one  per- 
son and  another.  Dr.  Smith’s  side  of  the  story 
must  be  heard  by  me  before  my  judgment 
is  passed.  If  a doctor  refers  a patient  to  me, 
that  patient  will  not  be  referred  to  anyone 
else  without  consulting  and  getting  the  ap- 
proval of  the  referring  doctor.  Extensive 
workups  on  a referred  patient  that  the  refer- 
ring doctor  could  do  himself  must  not  be 
performed  by  me  unless  requested  to  do  so 
by  the  referring  physician. 

When  I refer  a patient  to  another  physi- 
cian, that  physician  will  be  given  my  explicit 
instructions  as  to  the  purpose  of  the  consulta- 
tion and  my  desires  as  to  what  that  physician 
should  do.  Without  such  instructions,  he  can- 
not be  justly  criticized  for  doing  what  he 
thinks  best  for  the  patient. 

I resolve  not  to  try  to  encourage  a patient 
to  leave  another  physician  and  come  to  me 
for  treatment,  and  not  to  intimate  to  any 
patient  that  I have  any  secret  or  fabulous 


cures  that  are  not  known  to  other  physicians. 

I resolve  to  adhere  to  the  principles  of 
medical  ethics  established  by  the  American 
Medical  Association  and  especially  to  Section 
2 which  states,  “Physicians  should  strive  con- 
tinually to  improve  medical  knowledge  and 
skill  and  should  make  available  to  their  pa- 
tients and  colleagues  the  benefits  of  their 
professional  attainments,”  and  to  Section  8 
which  states,  “A  physician  should  seek  con- 
sultation on  request,  in  doubtful  or  difficult 
cases,  or  whenever  it  appears  that  the  quality 
of  medical  care  service  may  be  enhanced 
thereby.”  We  must  not  discredit  the  capabili- 
ties of  other  physicians  nor  be  guilty  of  en- 
couraging patients  to  go  out  of  city  or  state 
for  work  that  could  be  well  done  in  our  com- 
munity. Let  us  be  boosters  for  the  medical 
profession  in  our  own  communities  and  make 
each  a medical  center  for  its  own  citizens. 

Patients  can  be  truthfully  told  that  there 
is  relatively  little  being  done  in  medicine  and 
surgery  today  that  can’t  be  done  in  their 
community.  Let  it  be  a true  and  defensible 
fact  that  the  medical  profession  in  our  com- 
munity is  far  above  the  national  average  as 
to  quality,  that  we  don’t  have  one  physician 
of  whom  we  are  ashamed,  and  that  the  people 
of  this  community  are  fortunate  to  have  such 
high  caliber  medical  personnel. 

Although  personally  detesting  politics,  I 
resolve  to  take  an  active  interest  in  com- 
munity affairs,  local,  state  and  national  poli- 
tics, especially  where  the  welfare  of  the 
medical  profession  is  concerned,  and  to  do 
whatever  possible,  however  small  or  trivial 
it  may  seem,  to  aid  the  cause  of  American 
medicine.  Let  us  defend  the  rights  of  Ameri- 
can medicine  against  any  group  or  groups 
of  persons  trying  to  enter  the  practice  of 
medicine  with  anything  less  than  medical 
training  and  licensure.  Each  of  us  should 
resolve  to  be  sympathetically  alert  to  the 
problems  of  our  supporting  professional 
groups  — medical  technicians,  nurses,  x-ray 
technicians,  dietitians,  physical  therapists, 
and  others,  and  lend  whatever  help  we  can 
to  make  their  working  conditions  better. 

In  the  affairs  of  our  local  hospitals,  I re- 
solve to  use  as  my  yardstick  the  following 
items  in  the  order  of  their  relative  impor- 
tance to  medicine  and  patient  care:  First,  the 
welfare  of  the  patients  without  whom  no 
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hospital  or  medical  profession  would  be  nec- 
essary; second,  the  welfare  of  the  medical 
profession  without  whose  skill  and  training 
a hospital  would  be  a mere  hotel;  third,  the 
welfare  of  the  supporting  and  allied  profes- 
sions such  as  dentists,  nurses,  technicians, 
nutritionists,  and  all  others  without  whose 
skill,  assistance  and  training  the  physician 
could  hardly  care  for  patients;  fourth,  the 
welfare  of  the  lay  administrative  and  busi- 
ness personnel  who  facilitate  the  functioning 
of  the  professional  groups;  and,  lastly,  my 
welfare.  If  the  others  are  taken  care  of,  I 
will  never  have  to  worry  about  me. 

When  a female  patient  complains  that  Dr. 
Smith  just  doesn’t  take  a personal  interest 
in  her,  maybe  Dr.  Smith  has  to  be  reserved 
so  as  not  to  give  his  wife  any  cause  for  jeal- 
ousy. When  Mr.  Gossip  says,  “I  hear  that 
Dr.  Smith  and  his  wife  are  having  trouble,” 
I shall  say,  “Which  married  man  doesn’t?” 
I resolve  not  to  be  guilty  of  starting  rumors 
or  slanderous  gossip  about  any  physician  that 
will  cast  any  reflection  as  to  the  state  of  his 
physical  health,  mental  health,  his  ability  to 
carry  on  his  work,  his  ability  to  make  a living 
for  his  family  and  for  himself,  and  to  fulfill 
his  obligations  to  his  wife  and  children.  Any- 
thing within  my  power  will  be  done  to  dis- 
credit any  slanderous  rumors  or  gossip  about 
any  physician  in  my  community.  My  personal 
and  social  life  as  well  as  professional  activi- 
ties will  be  conducted  so  as  to  bring  credit 
and  respect  to  my  profession. 

Finally,  I resolve  to  protect  my  reputation 
as  a physician  and  the  reputation  of  my  wife 
and  children  with  everything  that  I own  and 
hold  dear  in  this  world,  and  furthermore  will 
protect  the  reputation  of  my  colleagues  to  the 
utmost  of  my  ability.  In  closing,  I would  like 
to  quote  parts  of  an  editorial  that  appeared 
in  the  American  Magazine  in  October,  1953, 
entitled,  “Your  Reputation  — What’s  It 
Worth?”: 

“No  matter  how  you  earn  a living,  you  can 
become  known  and  respected  as  a man  or 
woman  of  integrity  and  responsibility. 

“What  is  such  a reputation  worth  to  you? 

“It  is  probably  worth  more  than  anything 
you  own,  and  it  cannot  be  replaced  by  money. 

“Once  a good  reputation  is  destroyed, 
whether  by  personal  misconduct  or  by  slan- 
derous gossip,  rarely  is  it  possible  to  restore 


it.  Once  lost,  it  is  gone. 

“Good  reputations  must  be  earned.  They 
cannot  be  bought,  borrowed,  or  stolen.  Even 
when  inherited,  they  last  only  so  long  as  they 
are  maintained.  The  reputation  a man  estab- 
lishes for  his  family,  however  great  he  may 
be,  will  depend,  in  the  long  run,  on  his  chil- 
dren and  grandchildren.  Likewise,  when  an 
established,  highly  respected  business  firm  is 
taken  over  by  new  owners,  their  policies  will 
determine  how  long  they  can  hold  the  confi- 
dence of  the  public. 

“The  good  reputation  of  any  business  ac- 
tivity, like  that  of  any  family  group,  is  in- 
creased or  decreased  by  the  individual  con- 
duct of  its  representatives. 

“Fairly  or  unfairly,  what  one  individual 
does,  or  is  said  to  do,  reflects  upon  everything 
that  he  represents — his  family,  his  business 
or  profession,  even  his  country. 

“Sometimes  we  thoughtlessly  allow  the 
reputations  of  very  good  citizens,  even  our 
friends  and  neighbors,  to  be  damaged  by  gos- 
sip or  loose  talk.  If  we  would  only  realize 
how  irreparable  is  a broken  reputation,  we 
would  think  twice  before  we  jump  to  quick 
conclusions  and  accept  as  fact  a slanderous 
rumor  about  someone  we  have  learned  to 
respect. 

“Among  people  of  good  will  there  has  al- 
ways been  a high  respect  for  the  value  of  a 
good  reputation.  Nearly  400  years  ago,  Shake- 
speare said,  ‘Who  steals  my  purse  steals  trash; 
. . . but  he  that  filches  from  me  my  good 
name  robs  me  of  that  which  not  enriches 
him,  and  makes  me  poor  indeed.’ 

“And  212  years  ago,  in  the  American  Mag- 
azine of  1741  (the  first  magazine  published 
in  America) , John  Webbe,  the  editor,  wrote, 
‘Your  reputation  ...  to  every  well  taught 
mind,  is  much  more  valuable  than  life.’ 

“As  if  to  emphasize  the  irreplaceable  value 
of  a good  reputation,  the  same  editorial  de- 
nounced defamation  of  character  as  a crime 
that  had  ‘made  breaches  in  private  families 
that  could  never  be  repaired,  and  given  such 
wounds  to  society  that  ages  have  not  been 
able  to  heal.’ 

“These  thoughts,  written  35  years  before 
the  American  Revolution,  reveal  a profound 
respect  for  human  dignity  which  is  as  Ameri- 
can in  character  as  our  radical  faith  in  indi- 
vidual freedom.  Today  we  do  not  often  ex- 

continued  on  page  64 
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Radical  mastectomy 

With  internal  mammary  dissection 
utilizing  split  thickness  and  dermal  grafts* 

Paul  D.  Keller,  M.D.,  and  Alexandre  Gonzalez,  M.D.,  Salt  Lake  City 


Clear  and  concise  review  of  technic 
which  enhances  the  hopes  for  cure 
in  this  disease. 


The  radical  mastectomy  that  was  independ- 
ently described  and  popularized  by  Drs. 
William  Halsted  and  Willey  Meyer  has 
proved  over  the  past  half  century  to  be  the 
most  effective  treatment  for  control  and 
cure  of  carcinoma  of  the  breast.  It  is,  indeed, 
the  only  method  of  treatment  today  that  of- 
fers any  hope  of  cure  for  those  afflicted  with 
this  disease.  The  fundamental  principles  and 
technics  which  they  emphasized  are  still 
practiced  by  good  cancer  surgeons.  It  is  our 
belief  that  the  en  bloc  in  continuity  resec- 
tion of  the  internal  mammary  lymph  node 
chain  as  advocated  by  Urban,  Sugarbaker 
and  others  is  desirable  in  many  cases  where 
a radical  mastectomy  is  indicated.  Enough 
data  have  now  accumulated  to  show  the 
virtue  of  extending  the  conventional  opera- 
tion for  carcinoma  of  the  breast  to  include 
the  mammary  chain.  Experience  has  shown 
us,  as  well  as  others,  that  to  do  so  is  not  dif- 
ficult nor  does  it  require  much,  if  any,  addi- 
tional operative  time.  There  is  no  significant 
increase  in  the  mortality  and  little,  if  any, 
in  the  morbidity.  In  order  to  combine  the  use 
of  a split  graft  to  cover  the  skin  defect  and 
use  a dermal  graft  to  fill  the  thoracic  cage 
defect  we  have  developed  a technic  whereby 

*From  the  Surgical  service  of  the  Memorial  Medical  Center 
and  Latter-day  Saints  Hospital,  Salt  Lake  City,  Utah. 


a split  graft  and  a dermal  graft  are  used 
from  the  same  area  on  the  thigh.  It  is  the 
purpose  of  this  paper  to  describe  our  technic 
and  report  on  the  results  of  the  cases  we 
have  done. 

Split  thickness  skin  grafts 

There  are  certain  fundamental  require- 
ments for  an  adequate  operation  in  car- 
cinoma of  the  breast;  1.  Wide  excision  of  the 
skin.  2.  Complete  extirpation  of  both  pectoral 
muscles.  3.  Thorough  axillary  dissection.  4. 
Removal  of  all  tissue  in  one  block.  5.  Good 
hemostasis.  6.  Thin  skin  flaps.  7.  Closure  with- 
out tension.  If  there  is  not  wide  excision  of 
skin  and  if  the  flaps  are  thick,  all  agree  that 
the  likelihood  of  local  recurrence  is  greater. 
Haagensen  in  his  book  on  disease  of  the 
breast  has  nicely  presented  the  reasons  and 
the  logic  for  using  split  grafts,  even  as  Hal- 
sted recommended  and  practiced.  We  believe 
split  grafts  are  necessary  and  should  be 
used  almost  routinely  in  order  to  fulfill  the 
above  criteria.  If  one  has  a split  graft  to  de- 
pend on  to  cover  the  residual  defect,  there  is 
no  need  for  worry  about  closure  until  the 
time  has  come  to  close  the  wound.  Therefore, 
one  is  never  tempted  to  retain  any  of  the 
skin  overlying  the  breast  or  tumor.  Further- 
more, if  one  is  to  cut  long,  thin  flaps  and 
especially  if  it  is  necessary  to  close  them  un- 
der tension,  marginal  necrosis  is  inevitable. 
By  cutting  short  flaps  one  can  make  them 
very  thin  and  still  have  an  adequate  blood 
supply  to  the  margins.  It  is  more  expeditious 
to  prepare  a short,  thin  flap  than  a long,  thin 
flap.  If  one  relies  upon  a split  graft  for 
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closure  there  is  no  need  for  closing  the  flaps 
under  tension.  If  all  the  skin  overlying  the 
mammary  gland  is  removed,  in  the  majority 
of  cases  it  is  impossible  to  do  a primary 
closure  without  an  undue  amount  of  tension 
to  the  skin  if  it  can  be  closed  at  all.  Further- 
more, the  time  required  to  cut  a free-hand 
split  thickness  graft  is  insignificant  if  the 
thigh  is  prepared  ahead  of  time  in  anticipa- 
tion of  grafting.  The  split  graft  is  merely 
laid  across  the  defect  on  the  chest  wall  and 
dressed  in  place  so  that  no  time  is  required 
to  suture  it.  The  use  of  split  graft  has  several 
advantages  and  should  decrease  the  inci- 
dence of  local  recurrence  and  improve  the 
functional  results. 

Internal  mammary  dissection 

It  has  frequently  been  stated  that  the 
ideal  surgical  treatment  of  cancer  should  in- 
clude the  en  bloc  removal  of  the  primary 
lesion  along  with  the  primary  lymphatic 
drainage  of  said  lesion  before  metastases  to 
distant  organs  has  occurred.  The  accumulated 
data  of  Urban,  Handley,  Sugarbaker,  Dahl 
Iverson  and  others  have  established,  we  be- 
lieve, the  need  for  internal  mammary  dis- 
section, because  of  the  frequency  with  which 
carcinoma  of  the  breast  metastasizes  to  in- 
ternal mammary  nodes.  Futhermore,  the  re- 
sults obtained  by  Urban  and  others  when 
this  procedure  is  used  show  a significant  im- 
provement in  the  cure  rate.  The  most  com- 
mon site  of  spread  of  breast  carcinoma  is  to 
the  axillary  lymph  nodes,  but  internal  mam- 
mary node  metasases  run  a close  second. 
Handley  reports  in  his  article  that  of  150 
cases  of  consecutive  radical  mastectomies, 
one-third  had  positive  internal  mammary 
nodes  and  that  nearly  two-thirds  had  posi- 
tive axillary  nodes.  Dahl  Iverson’s  reports 
showed  41  of  100  cases  had  positive  axillary 
nodes  and  17  had  positive  internal  mammary 
nodes;  only  three  had  positive  supraclavicular 
nodes.  Eight  per  cent  of  Iverson’s  cases 
showed  positive  internal  mammary  nodes 
and  negative  axillary  nodes.  Urban  reports 
on  270  cases  with  35  per  cent  having  positive 
internal  mammary  nodes  and  48  per  cent 
with  positive  axillary  nodes.  Of  the  cases 
with  negative  axillas  a very  significant  15 
per  cent  had  positive  internal  mammary 


Top  left.  A freshly  cut  split  graft  is  held  above  the 
tongue  depressor  with  a hemostat.  The  donor  site 
from  which  it  was  cut  is  easily  visualized  and  is 
the  place  from  which  the  dermal  graft  will  be 
taken.  The  split  graft  was  cut  free-hand  using  a 
Blair-Brown  knife  and  will  be  used  to  fill  the 
skin  defect  after  the  flaps  have  been  replaced. 

Top  right.  This  color  print  shows  the  outlined 
dermal  graft.  Part  of  it  has  been  excised  from  the 
thigh.  The  dermal  graft  will  be  transplanted  to 
fill  in  the  chest  wall  while  the  skin  defect  in  the 
thigh  will  be  closed  by  primary  suture. 

Center  left.  The  skin  defect  in  the  thigh  has  been 
closed  with  silk  sutures  by  an  assistant.  It  is  nec- 
essary to  undermine  the  skin  around  the  defect  in 
order  to  get  a loose  and  satisfactory  closure. 

Center  right.  Shows  the  Rodman  type  incision  used 
on  this  patient  with  an  upper  inner  quadrant 
breast  lesion.  The  interrupted  silk  sutures  show 
the  site  where  the  tumor  was  excised  for  a frozen 
section.  It  is  to  be  noted  that  all  skin  is  removed 
that  covers  breast  tissue.  The  incision  extends  well 
beyond  the  midline  of  the  chest  so  that  some  skin 
is  taken  from  the  opposite  side  of  the  midline  and 
at  a safe  distance  from  the  tumor  mass. 

Bottom  left.  The  operative  site  after  an  en-bloc 
in-continuity  resection  has  been  performed  of  the 
entire  breast,  both  pectoral  muscles,  and  the  axil- 
lary contents,  segments  of  the  second,  third,  and 
fourth  ribs  and  their  adjacent  costal  cartilages,  as 
well  as  the  internal  mammary  vein  with  the  sur- 
rounding lymph  nodes  and  lymphatic  channels. 

Bottom  right.  The  dermal  graft  is  shown  sutured 
in  place  over  the  defect  in  the  anterior  chest  wall. 
It  should  be  noted  that  the  graft  is  sutured  so  as 
to  cover  the  severed  rib  ends,  the  severed  lateral 
margin  of  the  sternum  and  the  underlying  lung 
parenchyma. 

nodes.  It  is  very  significant  that  35.5  per 
cent  of  the  270  cases  done  by  Urban,  if  they 
had  had  only  the  classical  radical  mastec- 
tomy, would  have  had  metastatic  disease  left 
in  the  internal  mammary  nodes.  Data  such 
as  these  continue  to  accumulate.  The  in- 
cidence of  metastases  to  the  internal  mam- 
mary nodes  and  not  to  the  axilla  is  signifi- 
cantly higher  in  subareolar  and  inner  guad- 
rant  lesions.  Therefore,  it  would  seem  it  is 
only  logical  that  the  internal  mammaxy 
nodes  should  be  removed  en  bloc  along 
with  the  rest  of  the  specimen.  Especially  is 
this  true  for  all  patients  who  have  carcinoma 
of  the  breast  involving  the  inner  quadrants 
or  the  subareolar  areas  of  the  breast.  In 
fact,  it  would  seem  from  the  data  at  hand 
that  all  patients  who  have  carcinoma  of  the 
breast  should  have  internal  mammary  dis- 
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section.  The  indication  is  more  emphatic 
when  one  considers  there  is  no  appreciable 
change  in  the  mortality  or  morbidity  by  the 
addition  of  internal  mammary  dissection  to 
the  conventional  or  classical  radical  mastec- 
tomy. 

Dermal  grafts 

After  an  internal  mammary  dissection  has 
been  performed  a sizable  defect  (about 
5x11  cm.)  is  left  in  the  anterior  chest  cage 
where  segments  of  the  2nd,  3rd,  4th  and  5th 
ribs,  along  with  their  costal  cartilages,  have 
been  removed.  This  leaves  the  visceral  pleura 
and  part  of  the  pericardium  exposed.  If  this 
defect  is  covered  only  by  the  thin  medial 
flap  of  skin  as  advocated  by  Sugarbaker 
eventually  the  patient  develops  a very  vul- 
nerable pliable  defect  that  fluctuates  in  and 
out  with  each  phase  of  respiration.  This  is 
objectionable  to  some  patients.  Furthermore, 
the  severed  rib  ends  tend  to  separate  laterally 
with  time  and  become  very  prominent 


Fig.  1 : This  illustration  is  taken  from  the  textbook, 
CANCER,  by  Ackerman  and  Regato.  It  illustrates 
the  usual  distribution  of  the  primary  lymph  nodes 
that  commonly  receive  metastases  from  cancer 
of  the  breast.  Studies  clearly  establish  that  inter- 
nal mammary  nodes  are  involved  with  metastases 
almost  as  frequently  as  the  axillary  nodes. 


TABLE  1 


Number 

Age  at 

Operation 

Axillary  Nodes 

Internal 

Mammary  Nodes 

Present  Status 

1 

49 

Positive 

Positive 

Alive  and  well 

4 years 

5 months 

2 

57 

Positive 

Positive 

Died  1 year 

3 mo.  after 

operation 

3 

43 

Negative 

Negative 

Alive  and  well 

3 years 

4 months 

4 

58 

Negative 

One  node 
positive- 
3 negative 

Alive  and  well 

2 years 

3 months 

5 

56 

Negative 

Positive 

Alive  and  well 

1 year 

6 

65 

Positive 

Positive 

Alive  and  well 
less  than  one 
year 

7 

36 

One  node 
positive 

Negative 

Alive  and  well 
less  than  one 
year 

8 

70 

Positive 

Positive 

Alive  and  well 
less  than  one 
year 

The  above  chart  summarizes  the  pertinent  data  on  the  eight  cases  we  have  done.  All  had  upper  inner  quadrant  lesions. 
There  were  no  operative  deaths.  The  average  period  of  hospitalization  was  seven  days.  Only  one  has  died  to  date.  She 
died  of  widespread  visceral  metastases.  She  had  known  recurrence  three  months  after  surgery.  She  received  no  pallia- 
tive benefit  from  estrogens  or  androgens.  They  range  in  age  from  36-70  years.  It  is  noteworthy  that  six  of  the  eight 
had  positive  internal  mammary  nodes.  In  two  instances  the  only  positive  nodes  were  in  the  internal  mammary  chain. 
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through  the  skin.  Urban  uses  fascia  lata  to 
fill  this  defect  and  we  understand  it  works 
very  well.  We  have  had  no  experience  with 
fascia  lata  in  this  situation.  Inasmuch  as  we 
routinely  use  a split  graft  from  the  thigh, 
we  have  found  it  expeditious  to  use  the  derma 
from  the  split  graft  donor  area  as  a very 
satisfactory  tissue  medium  to  fill  the  cage- 
defect  and  to  cover  the  severed  rib  ends.  The 
dermal  graft  is  sutured  under  tension  over 
the  rib  ends  and  to  the  remaining  lateral 
margin  of  the  sternum.  A small  bone  drill 
is  a great  aid  in  placing  these  sutures.  The 
skin  defect  in  the  thigh  can  readily  be  closed 
by  an  assistant  without  loss  of  time.  Of 
course,  it  is  necessary  to  undermine  the  skin 
on  each  side  of  the  thigh  defect  in  order  to 
perform  a primary  closure.  On  the  few  pa- 
tients we  have  operated  on  so  far  it  has  been 
very  easy  to  close  the  defect  in  the  thigh 
even  for  women  with  small  thighs. 

We  have  one  patient  who  has  gone  nearly 
five  years  and  three  who  have  gone  over 
two  years  in  whom  we  have  found  no  ad- 
verse effects  from  using  dermal  grafts.  In 


fact,  it  is  impossible  to  outline  the  margins 
of  the  bony  defect  in  the  chest  wall  by  in- 
spection. Only  by  firm  palpation  can  this  be 
done.  The  patients  are  not  aware  that  they 
have  bony  and  cartilaginous  structures  miss- 
ing. 

Summary  and  conclusions 

1.  A radical  mastectomy  with  en  bloc  in- 
ternal mammary  dissection  utilizing  a der- 
mal graft  to  fill  the  chest  wall  defect  and  a 
split  graft  from  the  same  donor  area  to  fill 
the  residual  skin  defect  is  described  and 
illustrated. 

2.  We  believe  along  with  Urban,  Sugar- 
baker  and  others  that  internal  mammary  dis- 
sections should  be  included  as  an  essential 
part  of  a radical  mastectomy  for  carcinoma 
of  the  breast. 

3.  It  appears  from  our  studies  of  the  litera- 
ture and  from  our  experience  that  once  the 
concept  of  internal  mammary  dissection  is 
widely  practiced  that  a substantial  increase 
in  the  cure  rate  for  carcinoma  of  the  breast 
will  result.  • 


Laboratory  diagnosis  of 

viral  disease* 

J.  Maisel,  M.D.**,  C.  Moscovici,  Ph.D.,  and  C.  Henry  Kempe,  M.D.,  Denver 


Earmark  this  valuable  reference 
for  your  procedure  file. 

Specific  details  on  when  and  how 
to  collect  specimens  and 
where  to  send  them  are  given. 

Simple  laboratory  methods  of  virus  diag- 
nosis are  of  quite  recent  development.  Under- 
standably, the  average  medical  school  gradu- 

*From the  Department  of  Pediatrics,  University  of  Colorado 
Medical  Center. 

•‘Fellow  of  the  National  Foundation. 
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ate  has  received  little  instruction  in  choosing 
and  preparing  specimens  or  carrying  out  lab- 
oratory studies.  In  the  hope  of  giving  the 
clinician  a working  knowledge  of  diagnostic 
virology,  we  will  outline  the  general  prin- 
ciples and  methods  essential  to  demonstrat- 
ing and  identifying  viruses  and  their  specific 
antibodies,  in  material  from  patients  suspect- 
ed of  having  viral  infections.  Our  experience 
suggests  that  information  on  the  preparation 
of  specimens  might  be  particularly  welcomed 
by  physicians  interested  in  viral  diseases  and 
we  hope  these  data  will  be  of  assistance.  The 
cooperation  of  clinicians  in  taking  well  chosen 
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material  at  the  appropriate  time  (and  pre- 
paring and  shipping  it  under  proper  condi- 
tions to  the  correct  laboratory)  will  increase 
the  usefulness  of  these  specimens  to  the  mu- 
tual benefit  of  clinician  and  virologisth 

Fortunately,  the  most  common  viral  in- 
fections are  rarely  serious  or  fatal.  No  one 
would  dispute,  however,  that  it  would  be  a 
good  thing  to  be  free  from  their  personal  dis- 
comfort and  economical  penalties.  The  in- 
creasing implication®  of  the  non-specific  ma- 
ternal prenatal  virus  infections  in  congenital 
anomalies  and  neonatal  deaths,  moreover, 
makes  it  urgent  to  achieve  sharper  diagnoses 
among  all  presumably  viral  illnesses,  giving 
a sound  basis  for  differentiating  and  prevent- 
ing those  illnesses  which  do  have  tragic  se- 
quelae. 

Where  to  send  specimens 

No  complete  “routine  diagnostic  virus  lab- 
oratory” exists  in  the  Rocky  Mountain  area. 
The  Colorado  State  Department  of  Public 
Health  serves  virus  diagnostic  needs  in  this 
way:  Specimens  for  virus  isolation  are  for- 
warded to  either  the  Communicable  Disease 
Center  or  the  Rocky  Mountain  Laboratory  of 
the  United  States  Public  Health  Service,  or 
to  the  Kansas  State  Department  of  Health 
Laboratories.  The  latter  facilities  are  subsi- 
dized by  the  Public  Health  Service  to  act  as 
a regional  virus  isolation  laboratory  for  the 
Intermountain  states.  Specimens  which  might 
be  included  in  specific  research  projects  of 
workers  at  U.  S.  Public  Health  Service  Lab- 
oratories are  properly  forwarded,  others  go 
to  Topeka,  Kansas.  Generally,  however,  virus 
isolation  is  not  attempted  unless  serologic 
tests  on  paired  sera  yield  inconclusive  infor- 
mation. Serologic  diagnostic  service  for  the 
more  common  infections  is  provided  by  the 
Colorado  Department  of  Public  Health,  whose 
Denver  laboratoriest  perform  tests  for  psitta- 
cosis, eastern  and  western  equine  and  St. 
Louis  encephalitides,  lymphocytic  choriomen- 
ingitis, poliomyelitis,  mumps,  Q-fever,  lym- 
pho  granuloma  venereum.  Rocky  Mountain 
spotted  fever,  and  influenza.  Colorado  tick 
fever  determinations  are  performed  for  the 


tPaired  sera  should  be  submitted  to  C.  David  McGuire,  Ph.D., 
Chief,  Laboratory  Services,  Colorado  Department  of  Public 
Health,  430  State  Office  Bldg.,  Denver  2,  Colo. 


Colorado  Department  of  Public  Health  by 
the  Rocky  Mountain  Laboratories  at  Hamil- 
ton, Montana,  which  are  part  of  the  United 
States  Public  Health  Service.  Serology  for 
ECHO  and  Coxsackie  suspects  is  not  avail- 
able through  the  State  Health  Department 
at  the  present  time.  When  the  Colorado  State 
Department  of  Public  Health  moves  into  its 
new  quarters  in  1960  it  will  provide  a com- 
plete virus  diagnostic  laboratory  locally. 
Even  now,  however,  diagnostic  needs  are 
pretty  well  met  by  our  State  Health  Depart- 
ment. Regardless  of  where  they  are  to  he 
tested,  specimens  from  local  physicians  must 
he  submitted  to  their  respective  State  Health 
Departments.  We  hope  this  detailing  of 
“who  does  what”  will  make  the  reader  more 
tolerant  of  the  delay  endured  before  receiv- 
ing a report  on  serologies  and  provide  an 
understanding  of  why  generally  no  answer  is 
received  on  specimens  submitted  for  virus 
isolation. 

Certain  diseases,  being  the  subject  of  re- 
search projects  of  the  Virus  Laboratories  of 
the  Department  of  Medicine  and  of  the  De- 
partment of  Pediatrics  at  the  University  of 
Colorado  Medical  Center,  constitute  excep- 
tions to  the  above  policies  in  regard  to  virus 
isolation.  In  these  instances,  specimens  are 
welcomed,  although  ordinarily  these  labora- 
tories are  committed  full  time  to  their  basic 
research  projects.  The  Medicine  Virus  Lab- 
oratory studies  unusual  outbreaks  of  influ- 
enza and  adenovirus  infections.  The  Pediatric 
Virus  Laboratory  studies  generalized  vac- 
cinia, and  epidemics  of  infantile  diarrhea.  It 
is  especially  interested  in  the  newer  “numeri- 
cal exanthems”  such  as  roseola  infantum, 
fifth  disease  and  Boston  exanthem,  and  would 
like  to  receive  specimens  from  cases  of  diar- 
rhea or  aseptic  meningitis  or  just  plain  fever, 
when  associated  with  exanthematous  rash. 

Physicians  wishing  to  submit  specimens 
for  virus  diagnosis  to  the  Pediatric  Virus 
Laboratory  should  call  extension  558  at  the 
Medical  Center  and  first  discuss  the  case. 
Diagnostic  service  cannot  be  guaranteed  for 
every  unsolicited  specimen  falling  outside 
our  study  groups.  Consultation  service  to  the 
extent  of  our  ability  will  be  available  for 
clinical  and  laboratory  problems,  however, 
and  we  welcome  calls  about  obscure  infec- 
tions and  unusual  epidemics.  Perhaps  in  this 
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shredded  newspaper  or 
excelsior 

stoppered  tube,  stopper 
taped  in  place 

swab 

storage  fluid  (or  serum 
or  CSF) 

information  sheet 
chunks  of  “dry  ice” 
serology  mailing  tube 
pint  ice-cream  container 

Fig.  1.  Method  of  keeping  specimens  in  frozen 
state. 


Fig.  2.  Swab  broken  and  allowed  to  drop  in  the 
fluid. 


small  way  we  can  contribute  to  the  existing 
diagnostic  services. 

Virus  isolation 

Unlike  bacteria,  viruses  isolated  from  the 
host-cell  die  almost  at  once.  Consequently, 
recovering  a virus^  is  not  as  simple  as  streak- 
ing a several-hours-old  swab  on  agar  plates 
and  reading  them  the  next  morning.  Rather, 
one  must  keep  the  virus  potent  until  it  can 
be  introduced  into  a susceptible  host;  in  this 
host  some  effect  must  be  detected. 

When  to  take  the  specimen 

The  first  three  days  of  the  illness  are  the 
opportune  time.  It  is  better  when  in  doubt 
whether  the  differential  diagnosis  includes  a 
viral  etiology,  to  take  the  specimens  early 
and  store  them  frozen.  Later  when  clinical 
features  permit  one  to  decide,  the  specimens 
can  be  discarded  if  not  needed.  But  if  they 
have  not  been  taken  early  in  the  illness  and 
then  they  are  wanted,  the  best  chance  has 
been  irrevocably  lost. 

Single  cases  are  rarely  worth  studying  for 
isolation  as  the  chances  of  recovery  of  viruses 
are  good  only  during  a general  outbreak. 


What  to  do  with  specimens 

FREEZE  SPECIMENS  AT  ONCE!  This  is 
the  first  cardinal  principle  of  virology:  If  a 
virus  is  to  remain  potent  during  storage  until 
the  laboratory  is  ready  to  inoculate  it,  the 
specimen  thought  to  contain  virus  must  be 
frozen  as  soon  as  it  is  taken.  The  virus  lab- 
oratory will  furnish  tubes  of  fluid  (Hanks’ 
solution)  into  which  swabs  should  be  put 
before  freezing;  otherwise,  bacteriological 
nutrient  broth  is  adequate.  Tissues  and  spinal 
fluids  are  simply  frozen  as  is.  The  ice  cube 
compartment  of  the  ward  or  office  refriger- 
ator makes  satisfactory  temporary  storage. 

While  on  their  way  to  the  laboratory,  the 
specimens  must  remain  in  the  frozen  state; 
otherwise,  the  virus  will  deteriorate.  An  ar- 
rangement whereby  this  may  be  accom- 
plished simply  is  given  in  Fig.  1 and  Fig.  2. 

What  the  lab  does  with  specimens 

The  “host”  most  commonly  used  to  dem- 
onstrate virus  is  tissue  culture.  Cells  of  mon- 
key kidney  and  other  organs  are  separated 
from  the  parent  tissue  by  digestion  with 
weak  trypsin;  a suspension  in  growing  me- 
dium is  dispensed  into  test  tubes.  After  a 
week  the  cells  have  grown  out  into  a con- 
fluent sheet.  Other  hosts  include  embryo- 
nated  hen’s  eggs,  litters  of  suckling  mice  (24 
hours  old)  and  adult  mice  (3  weeks  old) . 

Bacterial  contamination  must  be  eliminat- 
ed from  rectal  and  throat  specimens.  This  is 
done  by  centrifuging,  and  transferring  the 
supernatant  to  a sterile  tube  where  antibiotic 
is  added.  Tissues  are  ground  with  sterile  sand 
and  made  into  20  per  cent  suspensions  in  an 
antibiotic-containing  medium.  Stools  are 
treated  like  tissues.  The  suspensions  are 
cleared  by  centrifugation  and  the  supernatant 
used  for  inoculation. 

Tissue  culture  tubes  are  inoculated  di- 
rectly; eggs  are  injected  via  the  amniotic 
fluid,  onto  the  chorio-allantoic  membrane,  or 
into  the  allantoic  sac.  Mice  are  inoculated 
intracerebrally,  intranasally,  and  intraperi- 
toneally. 

One  day  to  three  weeks  may  elapse  before 
effects  of  the  virus  can  be  detected.  Even 
then,  to  rule  out  nonviral  toxic  effects,  the 
pathogenicity  must  be  proven  transmissible 
by  introducing  material  from  the  first  host 
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into  a second  and  from  the  second  into  a 
third.  In  tissue  culture,  the  effect  of  virus 
may  be  “cytopathogenic,”  causing  the  visible 
destruction  of  cells.  In  eggs,  virus  may  pro- 
duce “pocks”  on  the  chorio-allantoic  mem- 
brane, the  death  of  the  embryo,  or  impart 
the  property  of  hemagglutination  to  the  al- 
lantoic fluid.  In  suckling  mice,  paralysis  and 
eventual  death  may  result.  Adult  mice  may 
show  a wide  variety  of  pathological  results. 
Should  an  agent  be  recovered,  it  must  be 
identified.  This  is  done  by  serologic  methods 
to  be  described  below.  A list  of  specimens  to 
take  in  each  illness  is  given  in  Table  1;  the 
hosts  used  and  effects  produced  are  outlined 
in  Table  3.  (See  tables,  pages  43-48.) 

Diagnosis  by  virus  observation 

Some  viral  effects^  can  be  seen  in  histo- 
logically prepared  tissue  specimens  with  the 
ordinary-light  microscope,  as  inclusion  bodies 
within  the  infected  cells.  These  may  be  di- 
agnostic in  themselves,  and  are  at  least  help- 
ful when  present.  Outstanding  examples  are 
the  Negri  bodies  of  rabies  virus  in  brain  tis- 
sue, and  cytoplasmic  inclusions  of  smallpox 
virus  (Guarnieri  bodies)  in  the  cells  of  ves- 
icle fluid.  Measles  and  adenovirus  inclusions 
are  likewise  distinctive  in  tissue  culture  cells. 

Staining  material  for  inclusions  is  little 
more  difficult  than  preparing  peripheral 
blood  smears  for  differential  cell  counts.  The 
air-dried,  heat-fixed  film  is  cleared  30  min- 
utes in  methyl  alcohol,  and  Giemsa  stain 
incubated  at  37°  C on  the  slide  for  30  more 
minutes  before  rinsing  and  drying.  Seen  un- 
der the  oil-immersion  objective,  inclusions 
stand  out  as  having  taken  the  stain  more 
definitely  than  the  rest  of  the  cell.  A list  of 
materials  to  observe  and  where  to  locate  the 
inclusion  is  given  in  Table  2 (page  45) . 

Diagnosis  by  immunologic  methods 

Hemagglutination^'-:  Some  viruses  (the 
“myxoviruses”)  possess  the  property  of  caus- 
ing the  cells  of  a dilute  saline  suspension  of 
erythrocytes  to  agglutinate  visibly,  so  that 
instead  of  the  cells  settling  normally  into  a 
compact  red  button  at  the  bottom  of  the  tube, 
a homogenous  pink  “shield”  is  formed.  The 
viruses  which  “hemagglutinate”  are  included 
in  Table  4 (page  48) . 


Hemadsorption  and 
antibody  demonstration 

In  addition  to  agglutinating  erythrocytes 
in  saline  suspension,  the  myoxviruses  when 
inoculated  in  tissue  culture,  can  cause  red 
cells  added  later  to  stick  to  the  infected  cells 
of  the  culture  even  before  a cytopathogenic 
effect  can  be  observed’’.  This  is  the  phenome- 
non of  “hemadsorption,”  and  names  one  of 
the  newer  groups  of  viruses  in  which  it  has 
been  noted.  The  viruses  exhibiting  the  prop- 
erty are  listed  in  Table  4 (page  48) . 

“Febrile  agglutinins”  of  bacterial  infec- 
tions often  give  diagnostic  titers  in  the  acute 
phase  of  illness.  Anti-viral  antibodies,  how- 
ever, do  not  appear  until  convalescence.  Fur- 
thermore, a given  patient  will  have  experi- 
enced wide  exposure  to  viruses  and  may  have 
low  titers  against  many  of  them.  Consequent- 
ly, only  when  the  antibody  titer  in  the  con- 
valescent serum  is  at  least  fourfold  higher 
than  in  the  acute  serum  can  we  assign  a titer 
against  a given  virus  any  diagnostic  signifi- 
cance. (Fourfold  titer  rise  means  the  dilu- 
tion of  serum  still  neutralizing  the  virus  is 
16  times  as  dilute  as  before  the  illness.)  COM- 
PARISON OF  THE  ANTIBODY  TITERS  IN 
PAIRED  SERA  is  the  second  cardinal  prin- 
ciple of  virology. 

Whole  blood  is  taken  into  a sterile  dry 
stoppered  tube  and  allowed  to  clot,  then  the 
serum  is  harvested.  The  acute-phase  serum 
is  drawn  during  the  first  three  days  of  the 
illness,  and  convalescent-phase  generally  no 
sooner  than  three  weeks  after  the  onset. 
Again,  when  in  doubt  whether  viral  etiology 
should  be  considered,  take  and  store  an  acute 
blood.  Blood  for  serology  should  never  be 
frozen  (it  hemolyzes  and  ruins  the  sample) 
until  after  the  serum  is  harvested;  the  serum 
may  be  frozen.  Prolonged  storage  of  the 
clotted  blood  should  be  at  ice-box  tempera- 
ture (with  the  exception  of  material  for  cold 
agglutinins;  see  below) ; long  storage  of  se- 
rum should  be  at  sub-zero  temperatures. 
Refrigeration  during  transportation  to  the 
laboratory  is  not  required.  The  laboratory 
will  centrifuge  the  sample  and  harvest  the 
serum,  if  received  unseparated. 

T ypes  of  antibodies 

Antibodies  produced  ini  response  to  a 
given  viral  infection  are  of  one  or  more  of 
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three  types.  The  first  prevents  agglutination 
of  red  cells  by  the  virus,  and  is  the  “hemag- 
glutination inhibition”  or  “H-I”  antibody. 
The  second  type  protects  the  host  against 
toxic  or  lethal  viral  effects  by  combining 
with  the  virus,  and  is  the  “neutralizing”  anti- 
body. The  third  type  of  antibody  is  demon- 
strated by  a modified  Kolmer  method^  and 
is  the  “complement  fixing”  or  “C-F”  anti- 
body. Most  often,  the  complement  fixing  anti- 
bodies are  tested  for,  because  known  antigens 
can  be  used  and  stock  antisera  or  virus  need 
not  be  kept  on  hand.  Again,  results  are  mean- 
ingful only  when  paired  sera  can  be  com- 
pared. 

Identification  by  serology 

Should  a virus  be  recovered,  it  is  first 
tested  against  the  patient’s  paired  sera  to 
determine  whether  a rise  of  “homologous” 
antibody  has  occurred  in  the  convalescent 
specimen.  A positive  result  here  increases  the 
probability  that  the  virus  isolated  played  an 
etiologic  role  in  the  patient’s  illness,  and  was 
not  a chance  finding.  The  clinical  data  is 
assessed,  and  note  is  taken  of  virus  diseases 
prevalent  in  the  community.  Which  labora- 
tory host  was  susceptible  to  the  virus  is  also 
considered.  These  determinations  enable  the 
virologist  to  pick  a group  of  antisera  pre- 
pared against  known  viruses,  which  have  the 
highest  probability  of  neutralizing,  or  inhibit- 
ing the  hemagglutination  of,  the  unknown 
virus.  Likewise,  the  virologist  would  be  able 
to  select  which  complement  fixing  antigens 
to  employ  against  the  paired  sera,  were  this 
type  of  test  appropriate.  A table  of  serologic 
tests  made  in  each  illness  is  given  in  Table  4. 

We  cannot  overemphasize  here  the  need 
for  the  clinician  to  submit  a capsule  summary 
of  the  illness,  including  date  of  onset,  with 
his  specimens  and  paired  sera.  Put  yourself 
in  the  place  of  the  virologist  who  has  25 
ECHO,  24  coxsackie,  three  polio,  five  influ- 
enza, 18  adenoviruses,  two  hemadsorption 
viruses  and  countless  unclassified  agents  to 
choose  from,  to  mention  only  the  commoner 
viruses.  How  much  more  “aseptic  meningitis 
with  rash”  or  “sore  throat  and  muscle  tender- 
ness” tells  us  than  the  vague  request  for 
“complete  virus  studies.”  The  complete  virus 
study  would  require  that  we  attempt  isola- 
tion in  every  cell  line  and  laboratory  animal 


as  well  as  in  eggs,  and  test  any  recovered 
agent  against  every  prepared  antiserum.  Ob- 
viously, no  laboratory  can  justify  such  time 
or  expense  on  a single  specimen,  and  would 
be  apt  to  “store  it  indefinitely.”  SUBMIS- 
SION OF  A CAPSULE  SUMMARY  OF  THE 
ILLNESS  WHICH  INCLUDES  THE  DATE 
OF  ONSET  is  the  third  cardinal  principle  of 
virus  diagnosis. 

The  isolation  of  a virus  in  laboratory  viral 
diagnosis  runs  about  1 per  cent  of  all  speci- 
mens submitted,  at  present;  we  feel  this  could 
be  increased  by  keeping  the  general  prin- 
ciples in  mind  and  following  the  technics 
presented  next. 

Details  of  taking  and 
preparing  specimens 

Cold  agglutinins:  Because  of  their  pres- 
ence in  some  cases  of  primary  atypical  pneu- 
monia, many  people  associate  them  with  all 
viral  diseases.  Consequently,  the  most  fre- 
quent request  to  the  virus  laboratory  is  for 
“viral  agglutinins.”  As  a matter  of  fact,  only 
recently  has  a virus  been  definitely  associat- 
ed with  atypical  pneumonia.  The  only  dis- 
eases for  which  cold  agglutinins  have  been 
reported^^  are,  in  order  of  decreasing  fre- 
quency, pancreatitis  (mumps) , atypical  pneu- 
monia, rubella,  polio,  measles,  mumps,  chick- 
enpox  and  trachoma,  and  infectious  hepatitis. 
The  validity  of  cold  agglutinins  as  a diag- 
nostic aid  for  diseases  other  than  atypical 
pneumonia  is  not  generally  accepted.  When 
present,  the  highest  titers  are  demonstrated 
in  cases  of  atypical  pneumonia. 

Specimens  submitted  for  this  test  should 
consist^^  of  acute-phase  clotted  blood  kept 
warm  (body  temperature)  and  taken  prompt- 
ly to  the  laboratory  for  separation  of  serum. 
This  is  the  single  exception  to  the  general 
requirement  of  chilling  blood  and  submitting 
paired  samples;  in  this  case,  the  cold  would 
cause  the  agglutinins  to  adsorb,  and  the  test 
would  be  nonreactive;  the  agglutinins  also 
disappear  during  convalescence.  This  means 
that  separate  samples  of  serum  would  have 
to  be  prepared  and  handled  differently  when 
cold-agglutinins  and  other  antibody  deter- 
minations are  requested. 

Nose  and  throat  swabs:  A sterile  swab  is 
passed  into  the  back  of  the  mouth  where  it 
is  rubbed  over  each  tonsillar  bed  and  the 
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posterior  pharyngeal  wall,  or  it  is  passed 
well  into  each  nostril.  The  cotton-tip  is 
swirled  in  the  tube  of  fluid  and  the  stick  is 
broken  off  against  the  lip  of  the  tube  at  a 
length  to  fit  inside  the  tube  when  stoppered. 
The  tube  is  closed  tightly  and  placed  upright 
in  the  freezer  (Fig.  2) . 

Throat  washings:  Have  the  patient  gargle 
with  an  ounce  of  sterile  nutrient  broth  for 
15  seconds;  the  material  is  spit  into  a sterile 
sputum-collection  jar,  the  cover  screwed 
tight,  and  the  jar  placed  in  the  freezer. 

Rectal  swabs:  The  sterile  swab  is  passed 
into  the  anus  far  enough  that  the  cotton-tip 
is  no  longer  visible;  insertion  is  facilitated 
and  collection  of  material  ensured  by  first 
moistening  the  swab  in  the  storage  fluid.  The 
swab  when  extracted  need  not  have  visible 
fecal  staining  to  be  satisfactory.  It  is  put  into 
the  tube  and  stored  frozen  as  outlined  above. 

Stool  specimens:  These  give  a better 
chance  of  virus  recovery,  and  are  the  most 
common  source  of  entero-virus  isolation. 
Stool  is  collected  in  a clean  carton  and  frozen 
promptly. 

Cerebrospinal  fluid:  Aseptically,  atrau- 
matically obtained  clear  fluid  is  frozen 
promptly  in  a stoppered  tube. 

Tissues  from  autopsy  and  biopsy:  These 
obviously  should  never  be  placed  in  formalin, 
and  should  be  kept  as  sterile  as  possible,  and 
the  organs  isolated  from  each  other.  Place 
the  bits  in  separate  sterile  petri  dishes  with 
covers,  or  in  sterile  jars,  and  freeze.* 

Crusts  and  vesicles:  Crusts  are  scraped 
with  a sterile  scalpel  into  a sterile  petri  dish 
and  taken  to  the  laboratory.  Vesicle  fluid  is 
withdrawn  via  a 25-gauge  needle  into  a tu- 
berculin syringes;  the  syringe  and  needle  con- 
taining the  fluid  are  put  back  as  is  into  the 
glass  tube  in  which  the  syringe  came;  the 
tube  is  plugged  and  the  whole  taken  to  the 
laboratory. 

Effusions:  Pleural  and  pericardial  effu- 
sion fluid,  or  joint  aspiration  fluid,  are  treat- 
ed the  same  as  spinal  fluid. 

Eye  washings  and  conjunctival  scrapings: 
For  eye-washings,  the  eye  is  bathed  in  saline 


•Plastic  freezer  bags  may  be  substituted. 


using  a sterile  eye  cup,  and  fluid  transferred 
to  a stoppered  tube  and  frozen.  Eye-lid  scrap- 
ings are  most  productive  when  taken  from 
the  upper  tarsus,  near  the  inner  border;  the 
stick  is  swirled  in  the  storage  fluid  until  the 
material  is  washed  off,  and  the  stick  is  dis- 
carded and  the  tube  stoppered  and  frozen. 
Buboes:  These  are  treated  as  vesicles. 
Whole  blood:  Viremia  can  be  demonstrat- 
ed by  isolating  virus  from  blood  taken  early 
in  many  illnesses.  Ideally,  heparinized  blood 
is  preferred,  but  a clotted  tube  is  perfectly 
acceptable.  In  either  case,  freeze  the  blood 
promptly.  It  must  be  realized  that  if  the 
sample  for  viremia  is  frozen  a separate  one 
will  have  to  be  provided  for  acute-phase  se- 
rum. 

Urine:  Urine  is  a good  source  of  virus  and 
should  be  studied  more  than  it  has.  Have  the 
patient  void  into  a sterile  jar,  transfer  a por- 
tion to  a stoppered  tube  and  freeze  promptly. 

Serum:  A “clotted  tube”  of  blood  is  col- 
lected and  stored  in  the  refrigerator.  If  asep- 
tic technic  is  adhered  to,  the  serum  may  be 
separated;  the  serum  should  then  be  kept 
frozen.  Remember:  clotted  tubes  for  serology 
are  never  frozen  until  the  serum  is  separated; 
clotted  tubes  for  cold-agglutinins  are  never 
put  in  the  refrigerator.  • 
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TABLE  1 

Specimens  required  for  laboratory  diagnosis  (1,  5,  6,  8) 

Illness  Agent (s)  Materials  to  be  taken 


Central  nervous  system 
Paralytic  disease 


Aseptic  meningitis 


Meningo-encephalitis 


Guillain-Barre  syndrome 


Poliovirus,  types  1,  2,  3 
Coxsackie  virus,  type  A7 
ECHO  virus,  type  2 


Throat  washing  or  swab 
Stool  or  rectal  swab 
Cerebrospinal  fluid 

Postmortem  brain  (especially  medulla  and 
spinal  cord) 

Muscle  biopsy  or  postmortem  specimen 
Paired  sera 


Mumps 

Coxsackie  virus,  groups 
A and  B 
ECHO  viruses 
Herpes  simplex 
Lymphocytic  choriomenin- 
gitis 

Lymphogranuloma  venerum 

Psittacosis 

Polio  virus 

Encephalitides: 

Eastern  equine 
Western  equine 
St.  Louis 
Japanese  B 
Mumps 

Measles 

Rabies 

Rubella 

Coxsackie  group  A viruses 


Throat  washing  or  swab 
Stool  or  rectal  swab 
Cerebrospinal  fluid 

Postmortem  brain  (especially  medulla  and 
spinal  cord) 

Scrapings  from  fever  sores  (Herpes) 

Swabs  of  oral  lesions  (Herpangina) 
Acute-phase  clotted  blood 
Buboe  aspiration  fluid  (LGV)  and  node 
Paired  sera 
Sputum  (Psittacosis) 

Throat  washing  or  swab 
Stool  or  rectal  swab 
Cerebrospinal  fluid 
Acute-phase  clotted  blood 
Postmortem  brain  and  spinal  cord 
Saliva  (rabies)  also  Sub.  Max.  gland. 
Hippocampus 

Nasal  swab  (measles  and  rubella) 

Paired  sera 

Throat  washing  or  swab 
Stool  or  rectal  swab 
Cerebrospinal  fluid 
Paired  sera 


Cardiovascular  system 
Myocarditis,  newborn  and 
adult 


Respiratory  system 
Stomatitis  and/or 
pharyngitis 
Herpes  simplex 
Herpangina 

Non-bacterial  pharyngitis 
Adeno-pharyngo- 
conjunctival  fever 
Common  cold 
Non-specific  “U.R.I.,” 
including  acute 
respiratory  disease  (ARD) 


Influenza 


Coxsackie  group  B viruses 


Herpes  simplex  virus 
Coxsackie  group  A viruses 
Adenoviruses 
Adenoviruses 

No  virus  isolation  to  date 
Adenoviruses 
Hemadsorption  viruses, 
types  1,  2 

ECHO  viruses,  types 

8,  10,  11,  20 

Influenza  viruses,  types 
A,  A',  B,  C,  D 


Throat  washing  or  swab 
Stool  or  rectal  swab 
Postmortem  heart 
Paired  sera 


Throat  washing  or  swab 
Stool  or  rectal  swab 
Swab  of  oral  lesions 
Paired  sera 


Throat  washing  or  swab 
Stool  or  rectal  swab 

Paired  sera 

Throat  washings* 

*must  be  frozen  at  once 
Postmortem  lung  . 

Paired  sera 
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TABLE  1 — Continued 


Illness 


“Croup”  laryngotracheo- 
bronchitis 

Bronchiolitis  (peribronchio- 
lar pneumonia) 

Pleurodynia  (Bornholm 
disease) 


Primary  atypical  pneumonia 


Ornithosis  (psittacosis) 

Ophthalmic  disease 
Ocular  herpes 
Epidemic-kerato- 
conjunctivitis 
Trachoma 

Inclusion  blenorrhea 

Systemic  diseases 

Measles 

Rubella 


Smallpox 


Vaccinia  (cow-pox) 


Chickenpox 


Yellow  fever 


Infantile  diarrhea 

Cytomegalic  inclusion 
disease 

Colorado  tick  fever 
Dengue 


Agent  (s) 


Materials  to  be  taken 


Group-associated  (CA) 
virus 

Hemadsorption  type  2 virus 
Hemadsorption  viruses 
types  1,  2 

Coxsackie  group  B viruses 


Primary  atypical  pneumonia 
(PAP)  virus 

Psittacosis  virus 


Herpes  simplex  virus 
Adenovirus  type  8 

C.  trachomatis  virus 
C.  oculogenitale  virus 


Throat  washing  or  swab 
Stool  or  rectal  swab 
Paired  sera 

Throat  washing  or  swab 
Stool  or  rectal  swab 
Paired  sera 

Throat  washing  or  swab 
Stool  or  rectal  swab 
Pleural  effusion  fluid 
Paired  sera 

Acute-phase  serum  for  cold-agglutinins 

Throat  washing 

Paired  sera 

Throat  washing 

Acute-phase  clotted  blood 

Paired  sera 

The  same  samples  are  taken  for  all 

Eye  washing 

Tarsus  scraping 

Throat  washing 

Paired  sera 


Measles  virus  (Rubeola) 


Rubella  virus 

(No  isolation  to  date) 

Variola  virus 


Vaccinia  virus 


Varicella  virus 


Yellow  fever  virus 


ECHO  viruses,  notably 
type  18 

Salivary-gland  virus 


Colorado  tick  fever  (CTF) 
virus 

Dengue  virus 


Naso-pharyngeal  swab 

Clotted  blood,  during  prodrome  only 

Paired  sera 

Naso-pharyngeal  swab 

Clotted  blood,  first  day  of  rash  only 

Paired  sera 

Clotted  blood,  acute-phase 
Crusts 

Vesicle  fluid 

Postmortem  liver  and  spleen 
Paired  sera 

Clotted  blood,  acute-phase 
Crusts 

Vesicle  fluid 

Postmortem  liver  and  spleen 
Paired  sera 

Clotted  blood,  actrte-phase 
Crusts 

Vesicle  fluid 

Postmortem  organs,  especially  lung 
Paired  sera 

Clotted  blood,  acute  phase  (first  3 days) 

Postmortem  liver 

Paired  sera 

Stool  or  rectal  swab 

Paired  sera 

Saliva 

Urine 

Paired  sera 

Clotted  blood,  acute-phase 
Paired  sera 

Clotted  blood,  acute-phase 
Paired  sera 
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TABLE  1 — Continued 


Illness 

Agent  (s) 

Materials  to  be  taken 

Diseases  of  presumed  viral  etiology  (transmissable,  but  agent  not  recovered  in  laboratory) 

Hepatitis,  infectious  and 
serum 

Serum  for  biochemical  tests 

Infectious  mononucleosis 

Acute  serum  for  Bunnell  test 

Differential  white-cell  smear  (Downie  cell) 

Roeola  infantum 

No  laboratory  tests 

TABLE  2 

Inclusion  bodies  as  diagnostic  aids  (1) 

Illness 

Material 

Location  of  inclusion,  with  name 

Rabies 

Brain  sections 

Intra-cytoplasmic  Negri 

Smallpox 

Vesicle  fluid,  in  cells 

Intra-cytoplasmic  Guarnieri 

Vaccinia 

Vesicle  fluid 

Intra-cytoplasmic 

Chickenpox 

Vesicle  fluid 

Intra-nuclear 

Herpes  zoster 

Vesicle  fluid 

Intra-nuclear 

Herpes  simplex 

Fever  sore  swab,  in  tissue  culture 

Intra-nuclear 

Yellow  fever 

Liver  sections 

Intra-nuclear  Hoffman 

Intra-cytoplasmic  Councilman 

Lymphogranuloma 

venerum 

Buboe  fluid,  in  mononuclear  cells 

Intra-cytoplasmic  Gamma 

Trachoma 

Conjunctival  scrapings 

Intra-cytoplasmic 

Ornithosis 

Spleen  or  air  sac  of  suspected  bird  or 

patient 

Intra-cytoplasmic  (endothelial  cells) 

Measles 

Tissue  culture  cells  (human  kidney) 

Intra-nuclear 

ARD-adenovirus 

Tissue  culture  cells  (HeLa) 

Intra-nuclear 

Cytomegalic  inclusion 

disease 

Urinary  sediment  organs 

Intra-nuclear 

TABLE  3 

Virus  isolation  procedures  (1) 

Virus 

Host(s)  Used  Route* 

Effects  to  observe 

Polio 


Coxsackie 

myopathy 

Group  B:  Spastic  paralysis, 
necrosis  of  fat  pad,  pancreas, 
brain  (takes  2-5  days;  may 
require  blind  passage) 

Tissue  culture  Direct  Cytopathogenic  effect 

Monkey  kidney  (B,  1-5; 

A,  9,  14) 

HeLa  (B,  1,  3,  5;  A,  11,  13, 

15,  18) 

K.B.  (B,  1-5;  A,  9,  11,  15, 

18) 


Live  monkey 
Tissue  culture 
Monkey  kidney 
HeLa 
K.B. 

Suckling  mice  (1  to  2 d.) 


I.C. 

Direct 


I.P.,  I.C. 


Paralysis 

Cytopathogenic  effect 


Group  A:  Flaccid  paralysis. 
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TABLE  3 — Continued 


Virus 

Host(s)  Used 

Route* 

Effects  to  observe 

ECHO 

Tissue  culture 

Monkey  kidney  (1-20, 
22-25) 

Human  amnion  (#21) 

Direct 

Cytopathogenic  effect 

Herpes  simplex 

Embryonated  egg,  12-13  days 

Chorioallantoic 

membrane 

Pocks  on  membrane  after  2 
days 

Tissue  culture 

HeLa 
“L”  cells 

Rabbit  kidney 

Direct 

Cytopathogenic  effect 
Intra-nuclear  inclusions 

Suckling  mice,  1 day 

I.P. 

After  36  hours,  up  to  3 days, 
hyperactivity,  under-nutri- 
tion, cyanosis,  abdominal 
distension,  and  death  follow- 
ing an  ascending  paralysis 

Rabbit  cornea 

Scarification 

Keratoconjunctivitis  within  7 
days 

Encephalitides 
Lymphocytic 
chorio-meningitis 
Eastern  equine 
*Western  equine 
*Japanese  B 

Suckling  mice,  3-6  days 

I.P.,  I.C. 

After  up  to  20  days,  roughening 
of  coat,  inactivity,  tremors, 
hunched-back,  circling,  stiff- 
tail,  paralysis,  convulsions 
(produced  by  spinning 
animal  by  tail) 

*St.  Louis 

Guinea  pigs,  unweaned 

I.P.,  I.C. 

After  up  to  20  days,  fever 
above  40°  C (rectally)  for 
more  than  2 days;  weakness, 
tremor,  incoordination, 
salivation,  convulsions,  and 
paralysis 

Embryonated  egg,  9-12  days 

Tissue  culture  (*items  only) 

Yolk  sac 
Chorioallantoic 
membrane 
Amniotic 

Death  of  embryo  no  sooner 
than  12  hours  incubation 

Hamster  kidney 

Direct 

Cytopathogenic  effect 

Psittacosis 

Embryonated  egg,  7 day 

Yolk  sac 

Death  of  embryo  in  3-8  days; 
intra-cytoplasmic  inclusions 
in  cells  lining  the  yolk  sac 

Embryonated  egg,  9 day 

Allantoic 

Death  of  embryo  in  4 days, 
inclusions 

Young  mice,  21  days 

I.N.,  I.C.,  I.P. 

After  3 to  8 days,  hunched 
posture,  apathy,  labored 
respirations  and  death;  see 
intra-cytoplasmic  inclusions 
in  endothelial  cells  of  dis- 
eased organs  (lung,  spleen) 

Guinea  pigs 

I.N.,  I.C.,  I.P. 

After  up  to  20  days,  febrile 
illness  and  death  (usually 
within  5 to  10  days) 

Sacrifice  part  of  animals  on 
10th  day,  see  fibrinous 
serositis  and  pneumonitis 

Lymphogranuloma 

venereum 

Same  as  psittacosis 

Same  as  psittacosis 

Same  as  psittacosis 

Mumps 

Embryonated  egg,  7-8  days 

Amniotic 

After  5 to  7 days’  incubation 
amniotic  fluid  will  hemag- 
glutinate  chicken  erythro- 
cytes 
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TABLE  3 — Continued 


Virus 

Measles 


Rabies 


Varicella 


Variola 


Vaccinia 
Yellow  fever 


Dengue 


Colorado  tick 

Influenza 


Host(s)  Used 


Route* 


Effects  to  observe 


Live  monkey 
Tissue  culture 

Chick  embryo  cells 
Human  kidney 
Human  heart 
Dog  kidney 
Monkey  kidney 
K.B. 

Embryonated  eggs 
Young  mice,  21  days 


Tissue  culture 
Monkey  kidney 
HeLa 

Human  amnion 
Human  foreskin 

Embryonated  eggs,  10-13 
days 

Tissue  culture 
“L”  cells 

Same  as  variola 


I.N.  Febrile  illness  with  rash 

Direct  Cyptopathogenic  effect 

(syncytial  giants) 


I.C.  After  up  to  28  days,  usually  in 

6 to  8,  hump-back,  rough  fur, 
conjunctivitis,  hyer- 
activity,  incoordination, 
paralysis  and  death  after 
seizures  or  prostration.  Make 
impression  smears  and 
sections  of  brains;  observe 
Negri  bodies 

Direct  Cytopathogenic  effect 

Intra-nuclear  inclusions 


Chorioallantoic  Pocks  on  chorioallantic 

membrane 

Direct  Cytopathogenic  effect 

( “agglutination” ) 

Same  as  variola  Same  as  variola 


fever 


Monkey 

S.C.,  I.P. 

Monkey  shows  pathology  of 
yellow  fever;  monkey’s 
blood  passed  into  mice 

Young  mice,  21  days  (may 

I.C.,  I.P. 

Virus  is  recovered  in  mice 

inject  original  material 

from  monkey  blood  or  from 

directly  also) 

original  material;  mice  die 
with  hepatic  necrosis  and 
encephalitis  after  5 days 

Adult  mice 

I.C.,  I.P. 

Should  be  nothing  to  observe 

Suckling  mice,  2-4  days 

I.P.,  I.C. 

Likewise,  nothing  to  observe 
after  9 to  21  days,  paralysis 

and  death;  brain  suspension 
from  these  mice  will  hemag- 
glutinate  'chicken  erythro- 
cytes 

Suckling  mice,  3-5  days 

I.C.,  I.P. 

Weakness,  hyperexcitability 
and  death  in  48  hours 

Tissue  culture 

K.B. 

Direct 

Cytopathogenic  effect 

Embryonated  eggs,  10  days 

Amniotic 

After  3 days,  amniotic  fluid 
will  hemagglutinate  chicken 

erythrocytes 

Young  mice,  21  days 

I.N. 

Pneumonitis  and  death 

Tissue  culture 

Direct 

Cytopathogenic  effect 

Mouse  lung 

Chick  embryo  cells 

Monkey  kidney 

(only  by  adaptation) 
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TABLE  3 — Continued 


Virus 

Host(s)  Used 

Route* 

Effects  to  observe 

Adenovirus 

Tissue  culture 

Direct 

Cytopathogenic  effect 

HeLa 

Intra-nuclear  inclusions 

Hemadsorption 

Tissue  culture 

Direct 

Cytopathogenic  effect 

K.B.  (type  1) 

Hemadsorption 

Monkey  kidney  (type  2) 

Croup-associated 

Tissue  culture 

Direct 

Cytopathogenic  effect 

Monkey  kidney 

Hemadsorption 

Salivary-gland 

Fibroblast  line 

Direct 

Cytopathogenic  effect 

(cytomegalic) 

Human  foreskin 

I.N.  inclusions 

Primary  atypical 

Embryonated  eggs 

Amniotic 

Demonstration  by  flourescent- 

pneumonia 

antibody  technic  in  bronchial 

epithelium  of  embryo 

TABLE  4 

Type  of  antibody  present  in  virus  diseases  (1,  7) 

Illness  or 

Virus 

Antibody  Test  Usually  Performed 

Poliomyelitis 

Neutralization,  complement  fixation 

Coxsackie 

Neutralization,  complement  fixation 

ECHO 

Neutralization 

Lymphocytic  choriomeningitis  (LCM) 

Complement  fixation 

Measles 

Complement  fixation,  neutralization 

Mumps 

Hemagglutination-inhibition,  neutralization,  comple- 

ment  fixation. 

hemadsorption-inhibition 

Herpes  (zoster  and  simplex) 

Complement  fixation 

LGV 

Complement  fixation 

Rabies 

Complement  fixation 

Encephalitides 

Japanese  B 

Complement  fixation,  hemagglutination  inhibition 

St.  Louis 

Complement  fixation,  hemagglutination  inhibition 

Western  equine 

Complement  fixation,  hemagglutination  inhibition 

Eastern  equine 

Complement  fixation 

Adenovirus 

Hemagglutination-inhibition,  neutralization. 

complement  fixation 

Influenza 

Hemagglutination-inhibition,  complement  fixation. 

hemadsorption-inhibition 

Ornithosis  (psittacosis) 

Complement  fixation 

Colorado  tick  fever 

Complement  fixation,  neutralization 

Smallpox 

Hemagglutination-inhibition,  neutralization. 

complement  fixation 

Vaccinia 

Hemagglutination-inhibition,  neutralization,  comple- 

ment  fixation. 

hemadsorption-inhibition 

Yellow  fever 

Neutralization,  complement  fixation 

Croup  associated  (CA) 

Hemadsorption  (HA^  and  HA,) 

Primary  atypical  pneumonia 
Infectious  mononucleosis 

Cytomegalic  inclusion  (salivary  gland  virus) 


Hemagglutination-inhibition,  hemadsorption- 
inhibition,  neutralization 

Hemagglutination-inhibition,  hemadsorption-inhibition, 
neutralization,  complement  fixation 
Cold-agglutinin 
Heterophile 
Complement  fixation 
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The  two  new  ingredients* 


Francis  Boyer 


Two  comparatively  recent 
developments  are  helping  meet  the 
spiraling  costs  of  medical  care. 

These  are  the  development  of  voluntary 
health  insurance  plans,  and  the 
development  of  potent  neiv  drugs 
which  enable  many  patients  to  stay  out 
of  the  hospital  and  shorten  the 
time  others  must  remain  there. 


Originally  the  subject  of  this  talk  was  to 
have  been  the  part  the  pharmaceutical  in- 
dustry has  played  in  the  advances  of  modern 
medicine.  Its  original  title,  and  the  one  which 
appears  on  the  program,  was  “The  New  In- 
gredient,” for  today’s  drug  therapy  has  been 
developed  only  in  the  last  few  decades. 

But,  as  I worked  on  the  talk,  it  gradually 
came  to  me  that  in  the  tremendous  strides 
which  have  been  taken  toward  the  better- 
ment of  our  nation’s  medical  care,  there  was 
another  new  factor,  economic  rather,  than 
medical,  the  development  of  voluntary  health 
insurance,  which  is  making  these  advances 
available  to  all  our  people.  So,  my  address 
has  ended  up  with  the  title,  not  “The  New 
Ingredient,”  but  “The  Two  New  Ingredients,” 
for  the  combination  of  the  new  drug  therapy 
and  voluntary  health  insurance  has  indeed 
revolutionized  the  medical  care  of  our  nation. 
I apologize  herewith  for  giving  the  wrong 
title  to  the  people  who  printed  up  the  pro- 
gram. 


•An  address  delivered  by  Mr.  Francis  Boyer,  Chairman  of  the 
Board,  Smith  Kline  & French  Laboratories,  at  the  61st  Annual 
Meeting  of  the  American  Hospital  Association,  New  York 
City,  August  21,  1959. 
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In  the  early  1930’s  the  American  Hospital 
Association  foresaw  the  problem  of  rising 
hospital  costs  and  began  to  convince  our  peo- 
ple that  the  solution  should  be  an  American 
solution,  not  reliance  on  government  help, 
but  through  self-help,  through  voluntary  in- 
surance plans.  In  this  crusade  they  have  re- 
ceived invaluable  assistance  from  the  Health 
Information  Foundation.  This  organization, 
under  the  leadership  of  my  friend  George 
Bugbee,  has  ably  carried  out  the  social  and 
economic  research  so  imperatively  needed  to 
better  our  health  services  and  to  secure  for 
our  people  adequate  coverage  on  a sound 
financial  basis. 

Today  almost  70  out  of  every  100  Ameri- 
cans are  protected  by  Blue  Cross  and  Blue 
Shield,  or  by  the  private  companies.  This  is 
an  extraordinary  achievement.  No  major  na- 
tion in  the  world’s  history  has  ever  before 
come  so  close  to  providing  health  security  for 
all  without  a compulsory  government  system. 

Of  course,  much  remains  to  be  done  in 
expanding  coverage  so  that  a medical  catas- 
trophe will  not  wreck  a family’s  whole  finan- 
cial structure.  Obviously,  too,  the  extension 
of  the  life  span  brought  about  by  modern 
medicine  is  forcing  us  to  face  new  problems. 
By  1975  it  is  expected  that  10  per  cent  of  our 
people  will  be  over  65  and  will  require  25 
per  cent  of  all  the  general  hospital  days. 

I have  no  easy  answer  to  this  problem, 
though  I suppose  my  industry  is  in  part  re- 
sponsible for  it.  But  the  groundwork  for  its 
solution  has  been  laid,  and  I know  that  the 
problem  will  be  solved  by  the  creative  ability 
which  your  association  has  already  exempli- 
fied. A recent  editorial  in  The  New  York 
Times,  “Health  Insurance  Gaps,”  concluded 
with  the  words,  “It  is  clear  from  the  public 
point  of  view  that  the  wider  the  coverage  of 
voluntary  insurance,  the  better  ...  if  we  are 
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to  avoid  compulsory  government  insurance 
in  the  United  States.” 

And,  “Let  the  government  do  it”  is  pretty 
dangerous  doctrine.  Last  April,  Secretary  of 
the  Treasury  Anderson,  in  his  address  before 
the  Associated  Press,  emphasized  the  lesson 
of  history. 

“In  writing  of  the  Greeks  and  Romans, 
one  of  our  greatest  classical  scholars  summed 
up  their  story  in  these  words:  ‘In  the  end, 
more  than  they  wanted  freedom,  they  wanted 
security,  they  wanted  a comfortable  life,  and 
they  lost  it  all — security  and  comfort  and 
freedom.  . . . When  the  Athenians  finally 
wanted  not  to  give  to  society  but  for  society 
to  give  to  them,  when  the  freedom  they 
wished  most  was  freedom  from  responsibility, 
then  Athens  ceased  to  be  free  and  was  never 
free  again.’  ” 

Voluntary  insurance 

The  outstanding  document,  the  Bayne- 
Jones  Report,  stresses  “the  importance  of 
diversity  of  federal  and  non-federal  sources 
of  support  in  medical  research  and  educa- 
tion,” and  the  principle  is  just  as  applicable 
to  our  hospital  system.  Unquestionably,  gov- 
ernment funds  will  to  some  extent  have  to  be 
supplied  for  hospital  support.  For  example, 
state  or  local  governments  must  universally 
assume  the  responsibility  now  foisted  on  the 
hospitals  for  the  treatment  of  indigent  pa- 
tients. Private  charity  will  help,  though 
under  today’s  tax  structure,  individual  giving 
is  a pretty  broken  reed.  But  voluntary  insur- 
ance of  the  whole  community,  the  aged  as 
well  as  the  younger  working  group,  must  be 
our  main  reliance  in  the  financing  of  hospital 
services. 

I am  convinced  that  in  this  effort  private 
enterprise,  as  represented  by  the  corporations 
of  America,  has  an  important  role  to  play. 
If  we  are  to  avoid  dependence  on  centralized 
authority,  our  corporations  must  increasingly 
provide  adequate  medical  insurance  covering 
not  only  their  employees  but  also  their  re- 
tired group. 

Progress  is  being  made  in  this  direction.  A 
United  States  Department  of  Labor  study  of 
100  selected  health  plans  in  effect  in  early 
1958  showed  that  with  43  firms  the  benefits 
for  regular  employees,  with  some  limitations, 
were  extended  to  retired  employees  and  their 


dependents.  But  the  remaining  57  concerns 
m.ust  be  persuaded  to  follow  this  example. 

It  also  seems  to  me  that  our  corporations 
in  many  cases  could  well  contribute  a larger 
share  of  their  earnings  to  charitable  support. 
The  1955  report  on  company  contributions  of 
the  National  Industrial  Conference  Board 
reveals  that,  through  themselves  or  through 
sponsored  foundations,  the  companies  studied 
gave  away  0.7  per  cent  of  their  net  income 
before  taxes.  Forty  per  cent  of  this  money 
went  for  social  welfare,  including  the  Com- 
munity Chest;  31  per  cent  for  education.  Hos- 
pitals received  only  8.6  per  cent  of  the  money 
contributed.  That  means  that  representative 
corporations  gave  to  hospitals  direct  only 
six  one-hundredths  of  one  per  cent  of  their 
income  before  taxes. 

One  often  hears  the  objection  that  the 
officers  of  a corporation  have  no  right  “to 
give  away  the  stockholders’  money,”  but  after 
all  there  is  an  easy  mechanism  for  meeting 
this  objection.  Let  there  be  a decision  of  the 
stockholders  on  this  point.  Let  management, 
after  due  consideration,  bring  in  a proposal 
at  the  annual  meeting  that  x per  cent  of 
profits  before  taxes  be  expended  for  charita- 
ble purposes.  I definitely  feel  that  most 
stockholders  would  approve  a higher  per- 
centage for  such  giving  than  is  at  present  in 
effect.  (As  you  know,  the  government  allows 
5 per  cent  of  profits  to  be  classed  as  a chari- 
table deduction.) 

Admittedly,  really  effective  support  can- 
not come  from  industrial  management  alone. 
It  must  have  a wide  base.  It  can  only  come 
when  enough  members  of  the  community 
from  all  walks  of  life  become  aware  of  the 
problems  faced  by  the  hospitals  and  are  more 
active  in  trying  to  aid  the  hospitals.  But  the 
corporation  again  can  help  bring  this  about. 
At  Smith  Kline  & French  we  recently  in- 
augurated a plan  to  add  to  hospital  funds  and 
at  the  same  time  to  strengthen  our  employees’ 
understanding  of,  and  concern  with,  hospital 
problems.  The  plan  is  a simple  one.  It  consists 
of  a matching  gift  program,  through  which 
the  company  will  duplicate  any  gift  up  to 
$2,000  which  an  employee  donates  to  a hos- 
pital of  his  choice.  The  plan  is  not  too  diffi- 
cult to  carry  out,  and  it  encourages  voluntary, 
grass  roots  support. 

You  see,  I have  a deadly  fear  of  centraliza- 
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tion,  of  the  “from  each  according  to  his 
abilities,  to  each  according  to  his  needs”  of 
the  Marxian  doctrine.  It  sounds  so  nice,  but 
look  what  it  has  produced.  I vastly  prefer 
utilizing  our  existing  system  of  private  enter- 
prise, which  after  all  has  made  American  life 
the  envy  of  other  nations,  including  even  our 
Russian  antagonists. 

In  our  Western  democracies  today  there 
seems  to  be  a kind  of  inferiority  complex,  a 
rather  morbid  wave  of  self-criticism,  a tend- 
ency to  point  out  all  the  possible  defects  in 
our  private  enterprise  system,  while  turning 
a blind  eye  on  what  it  has  accomplished.  As 
that  outstanding  publication  of  the  Foreign 
Policy  Research  Institute,  “Protracted  Con- 
flict,” phrases  it,  “So  defensive  has  the  West- 
ern mentality  become  that  many  intellectuals 
devote  most  of  their  time  to  apologizing  for 
the  institutions  and  the  process  of  liberal 
society.”  And  regrettably,  the  spokesmen  for 
private  industry  have  on  the  whole  been 
pretty  inarticulate  in  pointing  out  what  the 
American  system  has  accomplished. 

This  is  certainly  true  for  the  pharmaceuti- 
cal industry.  There  is  indeed  some  recogni- 
tion that  the  new  “miracle  drugs”  are  to  a 
great  extent  responsible  for  our  gains  in  the 
battle  against  disease.  Curiously  enough, 
however,  the  public  at  large — and  its  repre- 
sentatives in  Congress — seem  unaware  of  the 
part  which  the  pharmaceutical  industry  has 
played  in  the  development  of  these  miracles. 
The  great  majority  of  our  people  would  credit 
the  creation  of  the  new  drugs  to  the  medical 
profession,  to  research  institutes,  or — more 
recently — to  government  research.  Let  me 
give  you  an  example  of  what  I mean. 

Pharmaceutical  industry 

The  National  Health  Education  Commit- 
tee recently  issued  a beautifully  done  facts 
book  on  the  major  killing  and  crippling  dis- 
eases in  the  United  States  today.  Its  principal 
emphasis  is  upon  what  medical  research  has 
accomplished  in  the  past  and  what,  with 
increased  support,  it  can  accomplish  in  the 
future.  It  points  out,  for  example,  the  reduc- 
tion in  the  tuberculosis  death  rate  from  45 
per  100,000  in  1939  to  7.5  per  100,000  in  1957. 
It  emphasizes  the  new  era  in  the  field  of 
mental  illness  brought  about  by  the  tranquil- 
izing  drugs.  And  in  the  almost  300  pages  of 


the  facts  book  I have  been  able  to  find  but 
one  page  which  mentions  the  part  played  in 
these  accomplishments  by  the  pharmaceutical 
industry. 

It  seems  to  me,  therefore,  that  the  time 
has  come  to  make  our  people  and  our  legis- 
lators more  conscious  of  the  part  played  by 
the  pharmaceutical  industry  in  the  medical 
advances  of  the  last  few  decades.  I shall  point 
out  in  a moment  that  in  the  final  analysis 
these  advances  are  due  to  the  cooperation  of 
the  whole  health  team. 

The  chief  reason  for  the  anonymous  char- 
acter of  pharmaceutical  research  is  that  our 
business  has  never  told  its  own  story.  The 
ethical  pharmaceutical  industry  has  been  un- 
derstandably reluctant  to  claim  credit  for 
advances  in  medicine  for  fear  that  by  so  doing 
we  might  seem  to  belittle  the  role  played  by 
the  medical  fraternity.  The  medical  profes- 
sion is  our  senior  partner  and  also  the  cus- 
tomer on  whom  our  well-being  depends. 

Indeed,  the  outstanding  development  in 
medical  research  during  the  last  few  decades 
has  been  the  inauguration  of  a close  and  ef- 
fective cooperation  between  the  pharmaceu- 
tical industry  and  academic  scientists,  clinical 
investigators  and  practicing  physicians.  This 
cooperation  is  increasingly  being  carried  out 
in  an  atmosphere  of  mutual  trust  and  con- 
fidence. 

In  1943,  only  16  years  ago,  there  was  pub- 
lished my  sole  contribution  to  medical  litera- 
ture, a paper  in  The  New  England  Journal  of 
Medicine,  entitled  “The  Pharmaceutical  Man- 
ufacturer and  Academic  Research.” 

In  this  paper  I made  an  earnest  plea  for 
increased  cooperation  between  academic  sci- 
entists and  commercial  houses.  In  1954  in 
behalf  of  my  firm  I had  the  honor  of  accept- 
ing an  award  from  the  American  Medical 
Association  for  the  “outstanding  contribu- 
tions to  medicine”  of  SK&F’s  television  pro- 
grams. In  my  little  speech  of  acceptance  I 
was  able  to  point  out  that  my  New  England 
Journal  article  had  really  been  pretty  naive. 
It  had  considered  academic-commercial  col- 
laboration as  a Utopian  vision  of  the  distant 
future,  whereas  in  11  years  it  had  become  an 
accomplished  fact. 

This  is  just  one  illustration  of  the  new- 
ness of  today’s  pharmaceutical  industry.  It  is 
indeed  a very  recent  phenomenon.  Even  up 
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through  the  19th  century,  the  discovery  and 
development  of  new  therapeutic  agents  was 
almost  invariably  made  by  academic  medi- 
cine, chemistry,  or  pharmacy.  For  example. 
Professor  Geiger  and  his  co-workers  in  phar- 
macy at  Heidelberg  isolated  atropine  in  1835, 
and  aspirin  was  discovered  in  1853  by  an  aca- 
demic chemist,  Charles  Gerhardt,  a member 
of  the  Science  Faculty  of  Montpellier.  The 
development  in  Germany  of  industrial  chem- 
ical research  toward  the  end  of  the  1800’s 
foreshadowed  a new  era,  but  the  United 
States  was  terribly  backward  in  both  chemi- 
cal and  pharmaceutical  research  until  the 
outbreak  of  World  War  I. 

Insulin  in  1921 

It  is  a bit  futile  to  try  to  put  an  exact  date 
on  the  beginning  in  America  of  the  produc- 
tion of  new  and  effective  drugs  by  the 
pharmaceutical  industry,  but,  roughly  speak- 
ing, the  present  flow  of  products  from  phar- 
maceutical laboratories  might  be  said  to  have 
begun  with  the  collaboration  of  Eli  Lilly  and 
Company  with  Drs.  Banting  and  Best  in  the 
production  of  insulin  in  1921,  to  be  followed 
in  1928  by  their  similar  collaboration  on  liver 
extract  with  Dr.  George  Minot.  The  liver 
extract  story  will  always  be  particularly  vivid 
in  my  own  remembrance  since  I happened 
at  that  time  to  be  seeing  a good  bit  of  Dr. 
Minot.  He  had  roomed  with  my  brother  at 
Harvard  and  did  much  to  guide  SK&F’s  fal- 
tering steps  in  research.  In  those  days,  SK&F’s 
whole  research  establishment  consisted  of 
one  M.D.  and  two  Ph.D.’s  in  chemistry,  an- 
other illustration  of  how  recent  the  whole 
process  has  been.  Today  our  Research  Divi- 
sion comprises  750  people  in  Philadelphia 
with  another  50  in  the  SK&F  Institute  in 
London. 

It  is  fair  to  say  that  the  American  pharma- 
ceutical industry  began  to  have  an  important 
part  in  the  health  drama  only  some  30  years 
ago,  and  it  is,  therefore,  not  surprising  that 
the  public  at  large  still  has  a tendency  to 
think  in  terms  of  the  prior  situation,  when 
drug  discoveries  were  indeed  made,  as  I have 
indicated,  almost  wholly  by  individual  physi- 
cians, pharmacists  and  chemists. 

But  as  time  goes  on,  more  and  more  the 
birth  of  the  new  compound,  the  original  idea, 
takes  place  in  the  laboratory  of  a commercial 


concern.  A recent  article  in  the  Financial 
Times  of  London  refers  to  penicillin  as  “one 
of  the  last  of  the  great  free  lance  discoveries,” 
and  Dr.  Watt,  director  of  our  National  Heart 
Institute,  recently  reported  to  the  Senate  Ap- 
propriations Committee,  “The  major  strides 
in  drug  discoveries  of  the  past  few  years  . . . 
have  been  made  within  commercial  pharma- 
ceutical houses.” 

For  example,  folic  acid  was  synthesized  by 
Lederle  in  1945  after  four  years  of  work. 
Isoniazid,  which  as  you  know,  is  today  the 
standard  anti-tuberculosis  drug,  was  an- 
nounced in  1952  after  a neck-and-neck  race 
between  Squibb,  Hoffman  - LaRoche  and 
Bayer.  I might  add  that  the  United  States 
pharmaceutical  industry  in  1958  spent  ap- 
proximately $177  million  in  research  and 
development,  of  which  some  $20  million  was 
given  for  the  support  of  medical  schools,  hos- 
pitals and  similar  institutes,  or  for  the  financ- 
ing in  them  of  medical  research. 

Similar  picture 

Let  us  turn  for  a moment  to  the  other 
side  of  the  Atlantic.  Here  again  we  find  a 
similar  picture.  The  antihistamines  came  into 
being  in  the  laboratories  of  the  great  French 
house  of  Rhone  Poulenc,  their  genesis  being 
the  work  of  Bovet  in  1937.  At  Rhone  Poulenc 
under  Bovet  were  likewise  developed  in  1946, 
“Diparcol,”  the  first  synthetic  derivative 
effective  against  Parkinson’s  disease,  and  in 
1947  the  first  synthetic  curare  product. 

These  are  only  some  of  the  advances  in 
medicine  which  might  not  exist  if  it  were  not 
for  pharmaceutical  research.  The  accomplish- 
ments of  this  research  are  the  result  of  med- 
ico-industrial collaboration  and  of  an  alert, 
dynamic  industry’s  unceasing  efforts  to  suc- 
ceed in  a highly  competitive  market.  They 
are  the  result,  in  short,  of  a free  economic 
system.  If  one  accepts  around  1920  as  the 
date  when  the  modern  pharmaceutical  indus- 
try really  began  to  function,  it  would  appear 
that  it  is  of  about  the  same  age  as  the  Soviet 
Republic.  There  are  holes  in  the  analogy,  of 
course,  but  it  is  at  least  interesting  to  note 
the  new  therapeutic  agents  contributed  by 
individual  enterprise  in  the  western  world 
and  then  to  look  in  vain  for  their  counter- 
parts in  the  monolithic  Soviet  system. 

One  certainly  does  not  associate  present- 
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day  Great  Britain  with  any  prejudice  in  favor 
of  private  medicine  or  private  industry,  so 
that  the  following  statements  from  the  so- 
called  Hinchliffe  Report  are  of  particular 
significance.  I should  explain  that  the  Hinch- 
liffe “Committee  on  Cost  of  Prescribing” 
made  its  report  to  the  British  Ministry  of 
Health  in  regard  to  the  cost  of  prescriptions 
issued  under  the  National  Health  Service. 

Significant  discoveries 

The  section  of  the  report  entitled  “The 
Discovery  of  New  Drugs”  gives  a number  of 
illustrations  of  how  “some  of  the  significant 
discoveries  of  the  last  30  years  were  made.” 
It  points  out  that  “the  first  drug  to  be  effec- 
tive in  the  treatment  of  bacterial  infections,” 
prontosil  red,  was  discovered  by  Domagk 
and  Meitzsch  and  Klarer,  “all  working  in  the 
laboratories  of  the  German  firm,  I.  G.  Farben- 
industrie.”  The  Pasteur  Institute  found  that 
the  activity  of  prontosil  was  due  to  sulfanila- 
mide; but  May  and  Baker  developed  sulfa- 
pyridine,  and  “all  subsequent  sulphonamides, 
such  as  sulphathiazole,  sulphadiazine  and 
sulphadimidine,  were  developed  in  the  labor- 
atories of  pharmaceutical  firms.” 

The  report  then  gives  a brief  history  of 
penicillin  from  the  original  work  of  Sir 
Alexander  Fleming  at  Saint  Mary’s  Hospital, 
notes  the  contributions  of  Florey  and  Chain 
and  points  out  “the  development  of  processes 
for  the  production  of  penicillin  on  a com- 
mercial scale  was  carried  out  in  the  U.S.A.” 
It  recounts  the  discovery  of  streptomycin  in 
1944  by  Waksman  and  his  colleagues  at  Rut- 
gers and  then  adds:  “All  subsequent  anti- 
biotics have  been  discovered  by  scientists 
working  in  the  laboratories  of  pharmaceutical 
firms,  almost  all  in  the  U.S.A.”  (Incidentally, 
and  not  mentioned  in  the  report,  Waksman 
did  his  work  under  a grant  from  Merck.) 

This  section  of  the  report  ends  with  the 
history  of  cortisone,  from  the  isolation  of  the 
cortical  steroids  by  Reichstein,  working  both 
in  the  University  of  Basle  and  in  the  Ciba 
Laboratories,  the  isolation  of  compound  E by 
Kendal  and  the  great  clinical  advance  made 
by  Hench.  It  adds  “the  extremely  difficult 
technical  problem  of  commercial  production 
of  cortisone  was  tackled  by  the  firm  of  Merck 
& Co.  in  the  U.S.A.  . . . further  developments 
such  as  the  discovery  and  manufacture  of 


hydrocortisone  and  of  prednisolone  and  of 
their  fluoro-derivatives  came  from  the  phar- 
maceutical firms.” 

In  another  section  of  the  report,  the  Hinch- 
liffe Committee  makes  the  point  which  is  the 
fundamental  justification  for  my  talk  before 
you  here: 

“We  were  concerned  to  note  the  totally 
inadequate  publicity  given  to  the  remarkable 
saving  in  life,  improvement  in  health,  in- 
crease in  efficiency  and  saving  on  expensive 
institutional  treatment  which  all  stem  from, 
among  other  things,  the  use  of  new  drugs.” 

From  our  own  country,  consider  the  sta- 
tistics presented  by  Dr.  William  S.  Middleton, 
Veterans  Administration  Medical  Director, 
before  the  Senate  Appropriations  Committee 
this  June.  Dr.  Middleton  said  the  VA  had 
almost  16,000  tuberculosis  patients  in  its  hos- 
pitals in  1954.  Last  year  that  figure  had  de- 
clined to  about  10,000.  Dr.  Middleton  added, 
“If  we  were  to  resolve  that  reduction  into 
the  actual  cost  of  maintenance  of  beds  for 
tuberculosis,  it  would  amount  to  $107  mil- 
lion,” and  he  gave  full  credit  to  new  chemical 
agents  developed  by  private  industry.  Dr. 
Middleton’s  testimony  also  revealed  that  the 
VA  is  now  discharging  about  41,000  mental 
patients  a year,  in  contrast  to  about  28,000  a 
year  before  the  tranquilizing  drugs  were  de- 
veloped. 

Now  these  are  cold  statistics,  albeit  im- 
pressive ones.  But  think  of  them  in  human 
terms;  the  thousands  of  people  who  in  all 
probability  would  have  been  dead  or  crippled, 
who  would  have  been  locked  in  the  back 
wards  of  our  mental  hospitals,  who  would 
have  been  bedridden  invalids — but  who,  to- 
day, are  leading  normal,  productive  lives. 
Then  perhaps  we  can  better  realize  the  con- 
tribution to  our  nation’s  welfare  made  by 
modern  drug  therapy,  the  first  of  the  new 
ingredients  in  the  prescription  for  our  na- 
tion’s health. 

As  to  the  second  new  ingredient,  volun- 
tary health  insurance,  I am  certain  that  this 
association  will  provide  the  imaginative  lead- 
ership it  has  so  signally  demonstrated  in  the 
past.  Our  people  will  follow  this  leadership. 
They  will  not  abandon  the  economic  problem 
of  modern  medicine  to  the  mercies  of  a social- 
ized government.  They  will  solve  it  by  pri- 
vate initiative,  by  the  American  way.  • 
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The  community  and  rehabilitation 

of  handicapped  citizens* 


In  no  field  is  close  teamwork  more 
obviously  essential  than  in  helping  the 
handicapped  back  along  the  road 
of  useful  citizenship. 


Rehabilitation  has  been  defined  as  “the  res- 
toration through  personal  health  services  of 
handicapped  individuals  to  the  fullest  physi- 
cal, mental,  social  and  economic  usefulness 
of  which  they  are  capable,  including  ordinary 
treatment  and  treatment  in  special  rehabili- 
tation centers.”  In  recent  years  rehabilitation 
has  come  to  be  regarded  as  a creative  pro- 
cedure in  which  the  physical,  mental,  voca- 
tional and  social  abilities  of  the  disabled 
person  are  developed  to  the  greatest  degree 
of  effectiveness.  It  includes  the  cooperative 
efforts  of  various  medical  specialists,  thera- 
pists and  counselors  to  improve  the  physical, 
mental,  social  and  vocational  aptitudes  of  per- 
sons who  are  handicapped,  with  the  objective 
of  preserving  their  ability  to  live  happily 
and  productively  on  the  same  level  and  with 
the  same  opportunities  as  their  neighbors. 

Today  it  is  agreed  that  we  should  avoid 
an  attitude  of  hopelessness  or  passive  accept- 
ance in  the  face  of  chronic  disability,  and 
that  a dynamic  approach  to  the  care  of  the 
seriously  disabled  frequently  results  in  resto- 
ration of  such  persons  to  self-sufficiency, 
self-respect  and  happiness.  It  is  now  agreed 
that  an  attempt  should  be  made  to  return 

‘Address  given  at  the  dedication  of  the  Gottsche  Rehabilita- 
tion Center,  Thermopolis,  Wyoming,  June  27,  1959.  Dr.  Krusen 
is  from  the  Section  of  Physical  Medicine  and  Rehabilitation, 
Mayo  Clinic  and  Mayo  Foundation. 


Frank  H.  Krusen,  M.D.,  Rochester,  Minnesota 


each  handicapped  person  to  a normal  living 
and  working  environment,  or  to  the  most 
suitable,  alternate  conditions  possible. 

T eamwork 

Many  minds  and  skills  meet  on  the  re- 
habilitation team  which,  under  the  leader- 
ship of  a medical  director,  works  from  the 
beginning  of  a person’s  disability  and  does 
not  delay  rehabilitation  efforts  until  it  is  too 
late  to  achieve  the  best  results.  The  health 
worker  who  puts  off  efforts  at  rehabilitation 
until  the  patient  is  so  seriously  handicapped 
that  rehabilitation  is  extremely  difficult  re- 
minds me  of  the  medical  student  who  delays 
preparation  for  his  final  examinations  until 
a few  days  before  the  examinations  are  given. 

I know  of  one  lay  observer  who  said  that 
he  had  closely  followed  the  work  of  a re- 
habilitation center  in  New  York  City  and 
yet,  he  said,  he  “had  missed  the  emergence 
through  it  of  the  miracle  of  the  composite 
science  of  rehabilitation.  Suddenly,”  he  con- 
tinued, “I  realized  that  its  staff  was  using 
medicine  and  surgery,  therapy,  psychology 
and  psychiatry,  patience,  kindness,  friendly 
understanding  and  vocational  training  in 
their  efforts  to  help  the  physically  handi- 
capped re-educate  themselves  to  live  and 
work  and  love  by  enlisting  their  minds, 
hearts,  and  bodies.” 

One  of  our  great  leaders  in  the  field  of 
vocational  rehabilitation  in  the  United  States 
has  said,  “Rehabilitation  is  a bridge,  span- 
ning the  gap  between  uselessness  and  useful- 
ness, between  hopelessness  and  hopefulness, 
between  despair  and  happiness.” 

Humanitarian  efforts  such  as  you  are 
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making  in  the  establishment  of  this  rehabili- 
tation center  are  based  on  religious  under- 
standing. The  fact  that  you  have  decided  to 
be  your  brothers’  keepers  indicates  that  you 
are  not  like  the  student  in  a class  in  religion 
who  thought  that  Sodom  was  the  husband 
of  Gomorrah,  or  the  sweet,  young  freshman 
co-ed  who  thought  the  Epistles  were  the 
wives  of  the  Apostles. 

It  is  my  hope  that  you  will  continue  your 
voluntary  efforts  in  support  of  this  center, 
and  that  even  though  you  may  seek  govern- 
mental aid,  you  will  not  rely  too  heavily  on 
such  aid. 

Three  essentials 

Proper  restoration  of  any  handicapped 
person  depends  on  three  things:  (1)  appro- 
priate definitive  treatment  in  the  hospital 
and  complete  physical  and  psychological  re- 
habilitation in  the  rehabilitation  center;  (2) 
proper  vocational  rehabilitation;  and  (3) 
well-established  programs  for  employment  of 
the  handicapped. 

Rehabilitation  has  acquired  new  connota- 
tions growing  out  of  recent  experience.  “It 
has  come  to  be  regarded  as  a creative  process, 
in  which  the  remaining  physical  and  mental 
capacities  of  the  physically  handicapped  are 
utilized  and  developed  to  their  highest  effi- 
ciency. It  is  an  organized  and  systematic 
method  by  which  the  physical,  mental,  and 
vocational  powers  of  the  handicapped  indi- 
vidual are  improved  to  the  point  where  he 
can  compete,  with  equal  opportunity,  with 
the  so-called  ‘non-handicapped’.” 

As  the  tempo  of  modern  living  has  in- 
creased, more  and  more  people  have  sus- 
tained serious  and  disabling  injuries,  and  as 
our  population  continues  to  age,  more  and 
more  older  people  are  suffering  from  chronic 
illnesses.  It  will  be  the  effort  of  your  new  re- 
habilitation center  to  take  these  people  out 
of  the  back  bedrooms  and  the  homes  for  the 
incurables,  to  get  them  up  from  their  beds  of 
pain  and  away  from  long  months  of  despair 
into  active  and  dynamic  programs  which  will 
help  them  back  to  self-sufficiency,  self-re- 
spect, and  happiness.  Today,  it  is  the  respon- 
sibility of  all  health  workers  to  go  beyond 
the  mere  saving  of  lives  and  to  make  certain 
that  the  lives  we  have  saved,  are  not  spent 
in  seclusion  and  chronic  invalidism,  but 


rather,  in  pleasant  social  contact  and  in  pro- 
ductive activity.  Nowadays  it  is  the  responsi- 
bility of  the  physician  “not  only  to  add  years 
to  life,  but  also  to  add  life  to  years.” 

Paraplegics 

We  physicians  have  learned  a great  deal 
about  new  ways  of  restoring  seriously  dis- 
abled people  to  a considerable  degree  of  self- 
sufficiency.  Prior  to  World  War  II,  most  per- 
sons who  were  paralyzed  from  the  waist 
down  after  an  injury  of  the  spinal  cord  (para- 
plegics) were  considered  to  be  hopeless  and, 
sad  to  relate,  most  of  them  were  allowed  to 
lie  in  bed,  to  acquire  bed  sores  and,  finally, 
to  die.  During  and  since  World  War  II,  re- 
habilitation units  have  discovered  the  impor- 
tance of  getting  such  people  out  of  bed,  im- 
proving their  nutrition,  training  them  how 
to  walk  on  crutches  and  how  to  live  with 
their  disability.  Today,  the  vast  majority  of 
such  persons  can  be  taught  how  to  get  around, 
how  to  drive  a hand-operated  automobile, 
and  how  to  support  themselves  in  some  ac- 
tivity which  does  not  require  much  walking. 

In  the  Army  of  the  United  States  the  res- 
toration of  such  patients  was  so  effective 
that  the  Surgeon-General  was  led  to  say, 
“Until  this  program  was  instituted,  men  with 
spinal  cord  injuries  and  resulting  paralysis 
were  regarded  as  hopeless  invalids  and  I 
fear  they  were  treated  as  such.  The  attitude 
has  been  completely  reversed.  ...  To  get  the 
patient  out  of  bed  and  on  his  feet  was  the 
goal  in  every  paraplegic  center  for  every 
man  treated  in  it.  We  hitched  our  wagon  to 
the  stars  and  we  got  where  we  were  going 
in  a surprising  number  of  cases.” 

Whereas  some  265,000  men  in  the  United 
States  Army  were  disabled,  as  a result  of 
combat  injuries  during  World  War  II,  1,250,- 
000  civilians  were  permanently  disabled  by 
accidents  alone  in  the  corresponding  four 
years. 

Chronic  diseases 

Likewise,  in  addition  to  these  enormous 
numbers  of  injuries  which  frequently  disable 
persons  to  a point  at  which  they  require  ex- 
tensive rehabilitation,  medicine  still  lacks 
specific  measures  for  the  cure  of  many  chron- 
ic diseases,  and  must  look  to  rehabilitation 
centers  like  this  one  to  teach  the  disabled 

continued  on  page  53 
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CAPSULES,  150  mg.,  bottles  of  16  and  100.  Dosage: 
Average  infections— 1 capsule  four  times  daily.  Severe 
infections— Initial  dose  of  2 capsules,  then  1 capsule 
every  six  hours. 

PEDIATRIC  DROPS,  60  mg./cc.  in  10  cc.  bottle  with 
calibrated,  plastic  dropper.  Dosage:  1 to  2 drops  (3  to 
6 mg.)  per  pound  body  weight  per  day— divided  into 
4 doses. 

SYRUP,  75  mg./5  cc.  teaspoonful  (cherry-flavored), 
bottles  of  2 and  16  fl.  oz.  Dosage:  3 to  6 mg.  per 
pound  body  weight  per  day  — divided  into  4 doses. 

PRECAUTIONS— As  with  other  antibiotics,  DECLOMYCIN  may 
occasionally  give  rise  to  glossitis,  stomatitis,  proctitis,  nausea, 
diarrhea,  vaginitis  or  dermatitis.  A photodynamic  reaction  to 
sunlight  has  been  observed  in  a few  patients  on  DECLOMYCIN. 
Although  reversible  by  discontinuing  therapy,  patients  should 
avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or 
idiosyncrasy  occurs,  discontinue  medication. 

Overgrowth  of  nonsusceptible  organisms  is  a possibility  with 
DECLOMYCIN,  as  with  other  antibiotics.  The  patient  should 
be  kept  under  constant  observation. 
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people  to  live  and  to  work  as  effectively  as 
possible.  Until  such  time  as  medicine  finds 
the  specific  answers  to  the  problems  of  the 
diseases  of  the  heart  and  circulation,  rheu- 
matic fever  and  arthritis,  cerebral  palsy,  mul- 
tiple sclerosis  and  other  similar  crippling 
diseases,  we  must  utilize  the  technics  of 
physical  rehabilitation,  psychology,  social 
service  and  the  auxiliary  specialties  to  teach 
the  disabled  persons  to  live  within  the  limits 
of  their  disabilities,  but  to  the  full  extent  of 
their  capabilities. 

Those  who  help  themselves 

The  medical  services  of  any  community 
cannot  be  considered  to  be  complete  until 
facilities  are  provided  to  train  patients  to  live 
and  to  work  with  what  they  have  left.  What 
we  need  to  do  is  to  help  the  disabled  to  help 
themselves.  It  was  Harold  Russell,  who 
starred  in  the  motion  picture,  “The  Best 
Years  of  Our  Lives,”  and  who  had  both  his 
hands  blown  off  in  World  War  II,  who  said: 
“It  is  not  what  you  have  lost  but  what  you 
have  left  that  counts,”  and  it  was  Major 
Alexander  De  Seversky,  who  lost  a leg  in 
World  War  I,  who  said:  “I  discovered  early 
that  the  hardest  thing  to  overcome  is  not  a 
physical  disability  but  the  mental  condition 
which  it  induces.  The  world.  I’ve  found,  has 
a way  of  taking  a man  pretty  much  at  his 
own  rating.  If  he  permits  his  loss  to  make 
him  embarrassed  and  apologetic,  he  will  draw 
embarrassment  from  others,  but  if  he  gains 
his  own  respect,  the  respect  of  those  around 
him  comes  easily.” 

It  is  well  for  all  of  us  to  remember  to  take 
a handicapped  person,  as  Major  De  Seversky 
says,  at  face  value  and  to  ignore  his  handicap. 
We  should  not  be  oversolicitous  of  the  handi- 
capped person. 

The  daughter  of  Bruce  Barton  (the  famous 
publicist) , Betsey  Barton,  who  was  paralyzed 
from  the  waist  down  after  an  automobile 
accident,  describes  the  attitude  of  the  serious- 
ly disabled  person  well  in  the  following 
statement.  She  said:  “Most  of  the  things 
which  hurt  us  in  the  indifferent,  busy  world 
will  come  from  people  who  are  in  a hurry  or 
who  just  don’t  notice  that  we  are  on  crutches 
before  they  knock  us  down.  They  err  to  ex- 


tremes, these  busy  ones:  they  either  knock 
us  down  unintentionally  or  they  rush  to  help 
us  and  so  knock  us  down  anyway.  This  is  an 
odd  thing.  Every  man,  woman  and  child  who 
is  handicapped  physically  will  pray  for  this 
each  day  when  he  gets  up  in  the  morning: 
not  to  be  helped  unless  he  asks  for  it.” 

Bernard  M.  Baruch,  who  has  given  so  gen- 
erously of  his  personal  fortune  for  the  re- 
habilitation of  the  handicapped,  has  said,  “The 
investment  in  rehabilitation  is  an  investment 
in  the  greatest  and  most  valuable  of  our 
possessions,  the  conservation  of  human  re- 
sources.” 

Wyoming’s  investment 

The  citizens  of  this  state  should  continue 
cooperative  efforts  to  advance  the  fine  con- 
tribution of  the  outstanding  group  of  citizens 
who  have  organized  this  rehabilitation  center. 
Medicine  has  advanced  beyond  the  point 
where  it  has  concern  merely  for  the  saving 
of  lives  to  the  point  at  which  it  becomes  evi- 
dent that  modern  health  workers  should  as- 
sist all  chronically  disabled  persons  to  bridge 
the  gap  between  the  despair  of  being  unem- 
ployed and  the  joy  of  having  a useful  occu- 
pation. 

As  we  progress  to  new  achievements  in 
medical  practice  and  community  service,  it 
is  essential  for  us  to  transcend  simply  a con- 
cern for  the  saving  of  life  and  to  battle  for 
the  closest  possible  approach  to  health  and 
productivity  for  each  disabled  person,  no 
matter  how  serious  his  illness  may  be,  no 
matter  how  old  he  is,  and  no  matter  how 
severely  he  is  handicapped. 

You  people  who  have  supported  the  estab- 
lishment of  this  great  rehabilitation  center 
have  proved  yourselves  to  be  something  more 
than  go-getters.  You  are  like  the  famous  foot- 
ball coach,  Knute  Rockne.  When  Rockne  was 
killed  in  an  airplane  accident  in  1930,  Father 
O’Donnell,  in  his  funeral  sermon,  knowing 
how  much  Knute  Rockne  had  given  of  him- 
self to  the  young  men  he  taught  and  how 
much  he  had  done  to  train  our  youth  in 
sportsmanship  and  in  the  finer  qualities  of 
character,  said  of  Rockne:  “In  a world  of  go- 
getters,  he  was  a go-giver.”  Like  Rockne,  you 
have  proved  yourselves  to  be  go-givers. 

The  rehabilitation  of  your  handicapped 
neighbors  and  fellow  citizens  presents  a tre- 
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mendous  challenge.  The  task  is  not  an  easy 
one,  but  if  you  can  support  the  Gottsche  Re- 
habilitation Center  to  the  utmost,  you  and 
the  other  citizens  of  Wyoming  will  be  repaid 
in  enormous  dividends  of  health,  happiness, 
opportunity  and  productivity.  It  is  my  hope 
that  you  will  join  together  unselfishly  in  as- 
sisting this  new  rehabilitation  center  to  pro- 
vide physical,  mental,  social  and  vocational 
rehabilitation,  as  well  as  employment,  for 
literally  thousands  of  your  fellow  citizens 


who  are  hoping  against  hope  that  you  can 
bring  them  useful  lives  instead  of  hopeless 
ones. 

“A  niche  of  usefulness  and  self-respect 
exists  for  every  man,  however  handicapped, 
but  that  niche  must  be  found  for  him.  To 
carry  the  process  of  restoration  to  a point 
short  of  this  is  to  leave  the  cathedral  without 
a spire.  To  restore  him  and  with  him  the 
future  of  our  country — that  is  the  sacred 
work!”  • 


Chronic  cor  pulmonale* 

A functional  classification 

Irving  Mack,  M.D.,  Chicago 


The  types  of  abnormality  of 
lung  structure,  function  and  circulation 
determine  the  types  of  cor  pulmonale. 
Pulmonary  disease  must  be  diffuse 
and  bilateral. 


Chronic  cor  pulmonale  may  be  defined  as 
right  ventricular  hypertrophy  resulting  from 
disordered  structure  or  function  of  the  lung 
and/or  the  pulmonary  circulation.  Right  ven- 
tricular failure  need  not  be  present.  Excluded 
are  such  causes  of  right  ventricular  hyper- 
trophy as  left  ventricular  failure,  acquired 
valvular  heart  disease,  and  congenital  heart 
disease.  Chronic  cor  pulmonale  develops  only 
when  the  pulmonary  involvement  is  diffuse 
and  bilateral  rather  than  unilateral  or  focal. 
A classification  of  the  causes  of  chronic  cor 
pulmonale  which  correlates  anatomic  and 
functional  abnormalities  and  also  has  thera- 
peutic implications  is  here  presented  (see 


‘From  the  Chest  Department,  Michael  Reese  Hospital,  and  the 
Department  of  Medicine,  Chicago  Medical  School.  Presented  at 
the  Silver  Anniversary  Homecoming  Meeting  of  the  American 
College  of  Chest  Physicians,  October  16,  1959,  Albuquerque, 
N.  M. 
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table) : Type  I — Pulmonary  disease  and  dys- 
function associated  with  chronic  diffuse  ob- 
structive emphysema.  Type  II — Pulmonary 
disease  or  dysfunction  with  chronic  alveolar 
hypoventilation,  and  Type  III — Pulmonary 
disease  in  which  the  pathologic  process  or 
dysfunction  is  localized  in  or  about  the  pul- 
monary vessels.  Some  cases  will  demonstrate 
features  of  more  than  one  category.  Therapy 
tends  to  be  more  satisfactory  in  Types  I and 
II  rather  than  in  Type  III  because  of  the 
greater  reversibility  of  the  abnormalities  in 
structure  and  function. 


TABLE 

Etiology  of  chronic  cor  pulmonale 

I.  Pulmonary  disease  with  predominant  chronic 
diffuse  obstructive  emphysema 

1.  Chronic  bronchitis 

2.  Chronic  pulmonary  tuberculosis 

3.  Bronchial  asthma 

4.  Fibrocystic  disease  of  the  pancreas 

5.  Pneumonoconiosis 

6.  Sarcoidosis 

7.  Kyphoscoliosis 

II.  Chronic  alveolar  hypoventilation  syndromes 
A.  Defective  chest  bellows 

1.  Massive  bilateral  pleural  thickening 
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2.  Chronic  neuromuscular  disorders 

3.  Kyphoscoliosis 

4.  Pickwickian  syndrome 

B.  Disease  of  the  medullary  respiratory 
center 

III.  Pulmonary  disease  with  predominant  involve- 
ment of  the  vessels 

A.  Intraluminal  processes 

1.  Multiple  recurrent  small  pulmonary 
emboli 

2.  Thrombosis  of  major  pulmonary 
arteries 

3.  Sickle  cell  anemia 

4.  Schistosomiasis 

5.  Primary  pulmonary  hypertension 

6.  Diffuse  pulmonary  vasculitis 

7.  Other  causes  of  diffuse  intravascular 
occlusion 

B.  Extraluminal  processes 

1.  Sarcoidosis 

2.  Beryllium  disease 

3.  Histiocytosis  X 

4.  Hematogenous  tuberculosis 

5.  Wegener’s  granulomatosis 

6.  Pneumonoconiosis 

7.  Collagen  diseases 

8.  Diffuse  interstitial  pulmonary  fibrosis 

9.  Idiopathic  pulmonary  hemosiderosis 

10.  Radiation  fibrosis  of  lungs 

11.  Diffuse  interstitial  fibrosis  caused  by 
chronic  obstruction  of  the  pulmonary 
veins 

12.  Polycystic  disease  of  the  lungs 

13.  Metastatic  carcinomatosis  of  lung 

14.  Other  diffuse  interstitial  infiltrations  of 
the  lung 

15.  Extrinsic  compression  of  main  pulmo- 
nary arteries 

IV.  Combinations  of  Types  I through  III 


Type  I:  Pulmonary  disease  with  predomi- 
nant chronic  obstructive  emphysema 

Chronic  diffuse  obstructive  emphysema  is 
the  commonest  cause  of  chronic  cor  pul- 
monale in  this  country.  The  commonest  cause 
of  chronic  obstructive  emphysema  is  chronic 
bronchitis  and  bronchiolitis.  However,  chron- 
ic diffuse  obstructive  emphysema  also  fre- 
quently develops  in  other  pulmonary  diseases 
where  it  plays  the  major  role  in  causing 
chronic  cor  pulmonale.  Chronic  cor  pulmo- 
nale may  therefore  develop  when  chronic 
diffuse  obstructive  emphysema  becomes  se- 
vere in  chronic  pulmonary  tuberculosis, 
chronic  bronchial  asthma  with  associated 
chronic  bronchitis,  fibrocystic  disease  of  the 
pancreas,  and  certain  pneumonoconioses 


(silicosis,  anthrosilicosis,  bauxite  pneumono- 
coniosis, and  diatomite  pneumonoconiosis). 
In  diffuse  pulmonary  sarcoidosis  where  the 
granulomata  are  predominantly  peribronchi- 
olar and  endobronchial,  diffuse  airway  ob- 
struction leads  to  severe  obstructive  emphy- 
sema. Where  the  granulomata  are  located 
predominantly  interstitially  and  in  the  inter- 
alveolar septa.  Type  III  chronic  cor  pulmo- 
nale develops  and  will  be  discussed  below. 
While  the  primary  abnormality  in  severe 
kyphoscoliosis  is  chronic  alveolar  hypoventi- 
lation (Type  II,  see  below),  these  patients 
suffer  from  recurrent  and  lingering  broncho- 
pulmonary infections;  diffuse  obstructive 
emphysema  then  results  and  contributes  to 
the  development  of  chronic  cor  pulmonale. 

Hypertrophy  of  the  right  ventricle  in 
chronic  diffuse  obstructive  emphysema  de- 
velops because  of  its  increased  work.  This 
increased  right  ventricular  load  results  from 
an  increased  resistance  to  pulmonary  blood 
flow  and,  when  present,  an  increased  cardiac 
output.  Increased  resistance  to  pulmonary 
blood  flow  in  chronic  diffuse  obstructive  em- 
physema is  caused  by:  (1)  a reduction  in 
the  cross  sectional  diameter  and  the  distensi- 
bility  of  the  pulmonary  vascular  bed,  (2) 
hypoxia,  (3)  increased  blood  viscosity  if 
polycythemia  has  developed,  and  (4)  possibly 
certain  functional  consequences  of  an  expan- 
sion of  intrapulmonary  vascular  shunts,  par- 
ticularly between  the  bronchial  arteries  and 
pulmonary  arteries  and  between  the  broncho- 
pulmonary veins  and  pulmonary  veins.  Hy- 
poxia is  especially  important  in  increasing 
the  resistance  to  pulmonary  blood  flow,  not 
only  because  it  produces  pulmonary  arteri- 
olar constriction,  but  also  because  it  causes 
secondary  polycythemia.  Hypoxia  results 
mainly  from  the  marked  impairment  of  dis- 
tribution of  inspired  air  to  mixed  venous 
blood  (defective  intrapulmonary  mixing). 
This  distribution  defect  follows  from  the 
combination  of  a large  functional  residual 
capacity,  a widespread  but  irregular  loss  of 
pulmonary  elasticity,  and  diffuse  bronchiolar 
obstruction.  An  increased  cardiac  output  is  a 
result  of  hypoxia,  hypervolemia  if  polycy- 
themia is  present,  activity  of  the  inflamma- 
tory process  in  the  lung,  and  the  increased 
musclar  work  of  breathing. 

The  treatment  of  chronic  cor  pulmonale 
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due  to  diffuse  obstructive  emphysema  will 
be  effective  only  if  one  succeeds  in  at  least 
partially  reversing  many  of  the  pathologic 
changes  which  led  to  the  development  of  the 
hypoxia  as  well  as  the  anatomic  reduction 
of  the  pulmonary  vascular  bed.  Intensive 
therapy  of  the  bronchopulmonary  disease 
will  therefore  be  as  important  as  specific 
cardiac  measures.  Every  attempt  should  be 
made  to  combat  infection,  reduce  the  diffuse 
airway  obstruction,  and  improve  effective 
alveolar  ventilation.  Oxygen  therapy  may 
often  be  necessary,  but  should  be  used  with 
caution  because  of  the  insensitivity  of  the 
respiratory  center  to  the  carbon  dioxide 
stimulus.  Oxygen  may  then  be  given  in  lower 
concentrations,  intermittently,  or  with  me- 
chanical respiratory  aids. 

Type  II:  Chronic  alveolar 
hypoventilation  syndromes 

Chronic  alveolar  hypoventilation  when  of 
sufficient  severity  and  duration  leads  to 
hypoxemia,  hypercapnia,  polycythemia,  pul- 
monary hypertension,  right  ventricular  hy- 
pertrophy, and  failure.  Such  severe  chronic 
alveolar  hypoventilation  syndromes  may  be 
divided  into  two  groups:  (1)  conditions  as- 
sociated with  poor  functioning  of  the  chest 
bellows  and  (2)  primary  disease  or  insensi- 
tivity of  the  respiratory  center.  Among  the 
conditions  in  which  a defective  chest  bellows 
has  led  to  alveolar  hypoventilation,  severe 
and  chronic  enough  to  cause  chronic  cor 
pulmonale,  are:  (a)  massive  bilateral  pleural 
thickening,  (b)  such  chronic  neuromuscular 
disorders  as  severe  residual  respiratory  pa- 
ralysis following  poliomyelitis,  the  muscular 
dystrophies,  myasthenia  gravis,  and  amyo- 
trophic lateral  sclerosis,  (c)  kyphoscoliosis, 
and  (d)  the  cardiopulmonary  syndrome  as- 
sociated with  obesity  (Pickwickian  syn- 
drome) . In  kyphoscoliosis  the  deformity  may 
often  be  severe  enough  to  cause  not  only 
alveolar  hypoventilation  but  also  anatomic 
restriction  of  the  pulmonary  vascular  bed. 
In  addition,  because  the  severe  chest  de- 
formity interferes  with  cough  efficiency,  the 
accumulated  effect  of  repeated  bronchopul- 
monary infections  may  lead  to  a complicating 
diffuse  obstructive  emphysema  which  will 
contribute  importantly  to  the  development 


of  chronic  cor  pulmonale.  Patients  have  been 
described  who  demonstrate  alveolar  hypo- 
ventilation but  who  have  normal  chest  bel- 
lows and  normal  lungs.  They  suffer  from  a 
diminished  ventilatory  drive  from  a damaged 
respiratory  center  and  demonstrate  a poor 
ventilatory  response  to  exercise  and  inspired 
carbon  dioxide.  They  develop  hypoxemia, 
hypercapnia,  secondary  polycythemia,  right 
ventricular  hyptertrophy  and  eventually 
failure. 

Therapy  of  the  chronic  alveolar  hypoven- 
tilation syndromes  with  chronic  cor  pulmo- 
nale and  congestive  failure  will  be  success- 
ful only  if  alveolar  ventilation  is  improved. 
Where  the  pulmonary  insufficiency  and  con- 
gestive heart  failure  have  been  precipitated 
by  an  acute  respiratory  infection,  intensive 
treatment  of  the  respiratory  infection  is  nec- 
essary. Frequently  the  use  of  a mechanical 
respiratory  aid  to  assist  or  substitute  for  the 
patient’s  own  chest  bellows  becomes  neces- 
sary to  improve  the  alveolar  ventilation,  di- 
minish the  work  of  breathing,  and  relieve  the 
hypoxemia  and  hypercapnia. 

Type  III:  Pulmonary  disease  with 
predominant  involvement  of  the  vessels 

Vascular  and  intravascular  processes  in- 
clude multiple  repeated  small  pulmonary 
emboli,  thrombosis  of  major  pulmonary  ar- 
teries, sickle  cell  anemia  with  multiple  pul- 
monary arterial  and  arteriolar  thromboses, 
schistosomiasis  with  pulmonary  obliterating 
endarteritis,  primary  pulmonary  hyperten- 
sion, and  diffuse  pulmonary  vasculitis. 
Among  the  perivascular  processes  are  in- 
cluded conditions  with  extensive  and  diffuse 
infiltration  of  the  interstitial  tissues  of  the 
lung:  sarcoidosis,  beryllium  disease,  histio- 
cytosis X,  hematogenous  tuberculosis,  Weg- 
ener’s granulomatosis,  collagen  diseases, 
diffuse  interstitial  pulmonary  fibrosis  (Ham- 
man-Rich  syndrome) , idiopathic  pulmonary 
hemosiderosis,  radiation  fibrosis  of  lungs, 
diffuse  interstitial  fibrosis  caused  by  chronic 
obstruction  of  the  pulmonary  veins,  poly- 
cystic disease  of  the  lungs,  severe  asbestosis, 
some  cases  of  silicosis  where  the  silicotic 
nodules  are  predominantly  perivascular,  me- 
tastatic carcinomatosis  of  the  lung  (endo- 
lymphatic carcinomatosis  often  associated 
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with  tumor  emboli  as  well  as  blood  clot  em- 
boli), and  extrinsic  compression  of  the  main 
pulmonary  arteries  by  an  aortic  aneurysm 
or  neoplastic  lymph  nodes. 

In  these  conditions  the  main  cause  of  the 
pulmonary  hypertension  and  the  chronic  cor 
pulmonale  is  the  great  reduction  in  the  pul- 
monary vascular  bed.  Cardiac  output  tends 
to  be  low,  especially  with  exercise,  except  in 
the  group  with  interstitial  inflammatory  in- 
filtration. Therapy  in  this  group  tends  to  be 
less  satisfactory  than  in  the  previous  two 
groups.  Marked  restriction  of  the  physical 
activity  in  these  patients  may  be  one  of  the 
few  measures  available  to  reduce  the  load  on 
the  right  ventricle,  because  of  the  permanent 
anatomic  restriction  of  the  pulmonary  vas- 
cular bed.  Patients  with  multiple  recurrent 
small  pulmonary  emboli,  thrombosis  of  major 
pulmonary  arteries,  or  primary  pulmonary 
hypertension  should  probably  be  on  intermi- 
nable anticoagulant  therapy.  Where  the  in- 
terstitial infiltration  will  respond  to  specific 
medication  such  as  the  adrenal  corticoste- 
roids, these  should  be  employed  (sarcoidosis, 
beryllium  disease,  vasculitis,  collagen  disease, 
diffuse  interstitial  fibrosis).  It  is  frequently 
impossible,  however,  to  predict  whether  reso- 
lution or  fibrosis  will  occur.  Associated  bron- 
chopulmonary infection  and  diffuse  obstruc- 
tive emphysema  when  present  should  be 
treated  intensively.  Oxygen  in  high  concen- 
tration may  be  given  to  these  patients,  there 
usually  being  no  danger  of  respiratory  de- 
pression as  might  occur  in  chronic  diffuse 
obstructive  emphysema  or  the  chronic  alve- 
olar hypoventilation  syndromes. 

Combinations  of  Type  I through  Type  III 

In  many  instances  structural  and  func- 
tional abnormalities  of  more  than  one  cate- 
gory may  coexist  in  a patient,  contributing 
to  the  development  of  chronic  cor  pulmonale. 
For  example,  in  sarcoidosis  even  when  the 
involvement  tends  to  be  localized  primarily 
about  the  pulmonary  vessels,  there  may  be 
sufficient  peribronchiolar  granulomatous  in- 
filtration to  have  produced  a significant  de- 
gree of  diffuse  obstructive  emphysema.  How- 
ever, examples  where  the  involvement  is 
almost  exclusively  one  or  the  other  type 
have  been  reported.  In  silicosis  too,  while  pre- 
dominant vascular  involvement  is  important. 


the  complicating  diffuse  obstructive  emphy- 
sema is  often  the  major  reason  for  the  de- 
velopment of  chronic  cor  pulmonale.  In  some 
cases  of  severe ' kyphoscoliosis,  we  see  func- 
tional abnormalities  pertinent  to  all  three 
categories  existing.  For  example,  a case  of 
severe  kyphoscoliosis  may  show  some  ana- 
tomic reduction  of  the  pulmonary  vascular 
bed  particularly  in  areas  where  there  is  com- 
pression of  the  lung,  alveolar  hypoventilation 
due  to  marked  restriction  of  the  chest  bel- 
lows, and  areas  of  diffuse  airway  obstruction 
with  chronic  obstructive  emphysema. 

In  patients  with  chronic  pulmonary  dis- 
ease and  a markedly  restricted  pulmonary 
vascular  bed,  the  abrupt  development  of 
some  pulmonary  catastrophe  such  as  exten- 
sive pneumonitis,  or  massive  collapse  of  a 
lung  which  produces  a critical  increase  in  the 
pulmonary  vascular  resistance  may  cause  a 
rapid  dilatation  of  the  right  ventricle  asso- 
ciated with  myocardial  ischemia  and  death. 
The  clinical  picture,  the  electrocardiographic 
changes,  and  the  pathologic  findings  will  be 
those  of  acute  cor  pulmonale,  although  no 
pulmonary  embolization  has  occurred. 

Summary 

Chronic  cor  pulmonale  may  be  defined  as 
right  ventricular  hypertrophy  resulting  from 
disordered  .structure  or  function  of  the  lung 
and/or  the  pulmonary  circulation;  right  ven- 
tricular failure  need  not  be  present.  Chronic 
cor  pulmonale  develops  only  when  the  pul- 
monary disease  is  bilateral  and  diffuse.  The 
following  functional  classification  of  the 
etiology  of  chronic  cor  pulmonale  has  been 
presented;  Type  I — -pulmonary  disease  and 
dysfunction  associated  with  chronic  diffuse 
obstructive  emphysema,  Type  II— -pulmonary 
disease  or  dysfunction  with  chronic  alveolar 
hypoventilation  syndrome,  and  Type  III — 
pulmonary  disease  in  which  the  pathologic 
process  and  dysfunction  is  localized  in  or 
about  the  pulmonary  vessels.  Combinations 
of  I through  III  may  also  exist.  It  has  been 
demonstrated  that  the  effectiveness  of  ther- 
apy will  largely  depend  on  the  cause  of  the 
chronic  cor  pulmonale.  Therapy  tends  to  be 
more  successful  where  the  pathologic  abnor- 
malities and  functional  aberrations  leading 
to  the  development  of  chronic  cor  pulmonale 
are  largely  reversible,  as  in  Types  I and  II.  • 
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as  a nonrefillable  prescription  product,  Lomotil 
offers  the  physician  full  control  of  his  patients’ 
medication. 
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with  that  of  codeine.  Patients  have  taken  therapeu- 
tic doses  of  Lomotil  daily  for  as  long  as  300  days 
without  showing  withdrawal  symptoms,  even  when 
challenged  with  nalorphine. 

Recommended  dosages  should  not  be  exceeded. 
DOSAGE:  The  recommended  initial  dosage  for 
adults  is  two  tablets  (5  mg.)  three  or  four  times 
daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Main- 
tenance dosage  may  be  as  low  as  two  tablets  daily. 
Lomotil,  brand  of  diphenoxylate  hydrochloride 
with  atropine  sulfate,  is  supplied  as  unscored,  un- 
coated white  tablets  of  2.5  mg.,  each  containing 
0.025  mg.  (%400  gr.)  of  atropine  sulfate  to  dis- 
courage deliberate  overdosage. 

Subject  to  Federal  Narcotic  Law. 
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LOMOTIL  represents  a major  advance  over  the 
opium  derivatives  in  controlling  the  propulsive 
hypermotility  occurring  in  diarrhea. 

Precise  quantitative  pharmacologic  studies  dem- 
onstrate that  Lomotil  controls  intestinal  propulsion 
in  approximately  Hi  the  dosage  of  morphine  and 
Ho  the  dosage  of  atropine  and  that  therapeutic 
doses  of  Lomotil  produce  few  or  none  of  the  diffuse 
untoward  effects  of  these  agents. 

Clinical  experience  in  1,3 14  patients  amply  sup- 
ports these  findings.  Even  in  such  a severe  test  of 
antidiarrheal  effectiveness  as  the  colonic  hyperac- 
tivity in  patients  with  colectomy,  Lomotil  is  effec- 
tive in  significantly  slowing  the  fecal  stream. 

Whenever  a paregoric-like  action  is  indicated, 
Lomotil  now  offers  positive  antidiarrheal  control 
. . . with  safety  and  greater  convenience.  In  addition. 
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Editorials 


cont.  from  page  32 


press  such  deep  convictions  but  I am  sure  we 
still  have  them  in  our  hearts.  Otherwise,  we 
could  not  have  a proper  regard  for  our  own 
reputations  or  those  that  have  been  earned 
by  people  we  know,  whether  they  are  in 
private  life,  in  business  or  even  in  politics. 

“In  this  country,  the  right  to  earn  a good 
living  and  acquire  an  honorable  reputation 
includes  the  right  to  protect  not  only  your 
property  but  your  good  name — and  that  goes 
for  every  reputable  business  concern  as  well 
as  private  citizens. 

“The  only  difference  is  that  any  busi- 
ness reputation  becomes  much  more  widely 
known  than  that  of  any  one  individual,  and 
therefore  imposes  upon  that  business  a much 
greater  responsibility  for  reliable  conduct. 
The  well  earned  reputations  of  good  business 
firms,  large  or  small,  are  worth  much  more 
to  them  than  their  stores  or  factories.  They 
can  rebuild  almost  anything  but  a reputation. 

“All  of  this  means  that  the  good  reputa- 
tion of  any  individual,  family  or  business  is 
worth  whatever  it  takes  to  protect  and  main- 
tain it.” 


anorectic-ataractic 


I meprobamate  400  mg.,  with  d-amphetamine  sulfate  5 mg.,  Tablets 


FOR  THERAPY 
OF  OVERWEIGHT  PATIENTS 

I d-amphetamine  depresses  appetite  and 
elevates  mood 

I meprobamate  eases  tensions  of  dieting 
(yet  without  overstimulation,  insomnia  or 
barbiturate  hangover). 

Dosage;  One  tablet  one-half  to  one  hour  before  each  meal. 

A LOGICAL  COMBINATION 
IN 

APPETITE  CONTROL 


V ear  doctor 


Dear  Dr.  Kindly  Heart: 

By  some  sinister  movement  our  hospital  was 
“duped”  into  setting  up  our  staff  to  get  accredita- 
tion from  some  crazy  hospital  organization.  One 
of  the  new  things  was  a “tissue  committee”  that 
snoops  into  our  surgical  cases. 

Two  young  “whippersnappers”  got  on  this 
committee  and  last  week  they  talked  the  other 
doctors  into  questioning  some  of  my  surgery.  Mind 
you,  they  had  the  temerity  to  ask  me  why  I had 
done  some  70-odd  uterine  suspensions  last  year. 

I am  writing  you  so  you  can  publish  this  and 
let  other  doctors  know  what  shocking  things  can 
happen  when  inexperienced  young  tinhorn  doctors 
are  allowed  to  criticize  their  ethical  colleagues. 

Signed:  “Shocked” 

Answer: 

Dear  “Shocked”: 

I don’t  know  exactly  how  current  you  are  in 
your  medical  reading,  but  I suspect  I have  a shock 
for  you:  John  J.  Murphy  is  no  longer  operating 
and  our  beloved  President  Grover  Cleveland  has 
passed  away. 


Dear  Dr.  Kindly  Heart: 

Do  you  have  information  as  to  some  substance 
that  will  mask  the  odor  of  alcohol? 

I have  found  it  very  relaxing  to  have  a drink 
or  two  at  lunch  and  a few  cocktails  before  dinner. 
After  evening  rounds,  I often  relax  at  home  with 
a few  highballs  before  retiring.  These  few  drinks 
seem  to  stimulate  me  mentally.  Of  course,  there 
are  some  prudes  who  disapprove  of  a few  “social” 
cocktails  but  I have  been  quite  successful  in  hiding 
the  odor  of  liquor.  I have  used  gum,  candy,  sen- 
sen,  tobacco,  etc.,  but  I wonder  if  there  is  some 
new  method  of  disguising  the  odor  of  whiskey. 

Sincerely,  Dr.  “Social  Drinker” 

Answer: 

Dear  Dr.  “Social  Drinker”: 

Try  holding  your  breath  — for  about  fifteen 
minutes. 

¥ 


Dear  Dr.  Kindly  Heart: 

I am  a troubled  psychiatrist.  My  problem  is 
that  recently  many  of  my  colleagues  have  started 
kidding  me  about  taking  care  of  “crazy  people.” 
They  pull  such  terrible  jokes  as  asking  “how’s  the 
nut-cracking  business,”  etc. 

If  that  wasn’t  bad  enough,  they  are  laughing 
behind  my  back  and  it  seems  that  even  the  hos- 
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pital  and  office  nurses  are  “snickering”  when  I 
pass  by. 

What  would  you  suggest? 

Sincerely:  “Troubled  Psychiatrist” 

Answer: 

Dear  “Troubled  Psychiatrist”: 

Either  see  a psychiatrist,  have  your  teeth 
cleaned,  or  use  another  under-arm  deodorant. 

V 


Dear  Dr.  Kindly  Heart: 

I am  an  office  nurse  and  read  your  letters  in 
the  Medical  Journal.  I believe  I work  for  the  Dr. 
“Tempted”  who  wrote  you  about  the  beautiful 
blonde  patient  who  was  making  repeated  “ad- 
vances” to  him  in  the  form  of  telephone  calls, 
phony  sick  calls,  etc.  He  indicated  he  was  trying 
to  discourage  her  but  was  “tempted.” 

Perhaps  the  story  he  told  is  true,  but  there  are 
a few  facts  that  might  shed  additional  light  on 
his  dilemma.  First  of  all,  he  never  charges  her 
although  he  spends  quite  a long  time  with  her  at 
each  visit.  Then,  he  always  tells  her  to  come  back 
even  though,  as  he  says,  she  is  quite  a healthy 
and  vigorous  specimen.  Also,  he  never  leaves  his 
number  when  he  goes  “there”  on  a call. 

I wonder  if  there  is  anything  more  I can  do 
to  help?  Signed:  “Helpful  Office  Nurse” 

Answer: 

Dear  “Helpful  Office  Nurse”: 

You  have  been  more  than  helpful.  Perhaps  now 
I can  give  you  a little  helpful  advice.  After  you 
read  this,  do  one  of  two  things:  either  make  sure, 
come  hell  or  high  water,  that  your  doctor  em- 
ployer never  sees  this  letter  or  start  looking  for 
another  job. 

V 


Dear  Dr.  Kindly  Heart: 

Recently  the  Nevada  State  Medical  Association 
became  affiliated  with  our  grand  publication.  The 
Rocky  Mountain  Medical  Journal.  As  I understand 
it,  these  good  doctors  will  also  be  a part  of  the 
Rocky  Mountain  Medical  Conference. 

The  matter  that  bothers  me  is  this:  sooner  or 
later,  Nevada  will  host  the  Rocky  Mountain  Medi- 
cal Conference  and  I assume  the  meeting  will  be 
held  in  either  Las  Vegas  or  Reno. 

Should  we  stand  idly  by  and  allow  our  col- 
leagues to  attend  a meeting  in  these  “cities  of 
sin”?  For  my  part,  the  members  of  the  honorable 
profession  of  medicine  should  not  be  exposed  to 
gambling,  night  shows,  intoxicating  beverages  and 
a “loose”  way  of  life.  We  have  much  at  stake  here: 
the  morality  of  our  profession  is  in  mortal  danger. 

Through  what  channels  should  I proceed  to 
bring  these  dangers  into  the  open? 

Yours  truly.  Dr.  “Guardian” 

Answer: 

Dear  Dr.  “Guardian”: 

Go  see  the  Chaplain. 


Chronic  cor  pulmonale  cont.  from  page  62 
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in  infectious  disease”-”'"-"  : 

\ 

in  arthritis"-”-"-" 
in  hepatic  disease 
in  malabsorption  syndrome 
in  degenerative  disease®-'-”-"-*® 
in  cardiac  disease 

in  dermatitis”-” 
in  peptic  uicer*-”-” 
in  neuroses  & psychiatric  disorders"-" 
in  diabetes  mellitus”-”-”-” 
in  alcoholism’-”-"-”-” 
in  ulcerative  colitis”-”-” 
in  osteoporosis”-”-" 
in  pancreatitis” 

In  female  climacteric”-” 


Patients  with  chronic  disease  deserve 
the  nutritional  support  provided  by 

Theragran-M 

1^^  Squibb  Vitamin-Minerats  for  Therapy 


11  vitamins,  8 minerals 
clinically-formulated  and  potency 
protected  to  provide 
enough  nutritional  support 
to  do  some  good 

with  vitamins  only 

Theragran 

also  available: 

Theragran  Liquid 
Theragran  Junior 

Theragran  products  do  not  contain  folic  acid. 
1>41  a list  of  the  above  references  wiii  be  suppiied  on  request. 
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“Sometimes, 
when  I have 
a running  nose, 

I’d  like  to 
clear  it  with 

TRIAMINIC"^ 

just  to  check  out 
that  systemic 
absorption  business. 

Reaches  ^ nasal 
and  paranasal 
membranes,  huh?” 


. . . and  for  humans 
with 

RUNNING  NOSES... 


You  can’t  reach  the  entire  nasal  and  paranasal  mucosa  by  putting 
medication  in  a man’s  nostrils  — any  more  than  you  could  by  trying  to 
pour  it  down  an  elephant’s  trunk.  TRIAMINIC,  by  contrast,  reaches  all 
respiratory  membranes  systemically  to  provide  more  effective,  longer- 
lasting  relief.  And  TRIAMINIC  avoids  topical  medication  hazards  such 
as  ciliary  inhibition,  rebound  congestion,  and  “nose  drop  addiction.” 


Indications:  nasal  and  paranasal  congestion,  sinusitis,  postnasal  drip, 
upper  respiratory  allergy. 


Relief  is  prompt  and  prolonged 

because  of  this  special  timed-release  action: 


first— i\i.e  outer  layer 
dissolves  within 
minutes  to  produce 
3 to  4 hours  of  relief 

t/ien  — the  core 
disintegrates  to 
give  3 to  4 more 
hours  of  relief 


Each  Triaminic  timed-release  Tablet  provides: 


Phenylpropanolamine  HCl  50  mg. 

Pheniramine  maleate 25  mg. 

Pyrilamine  maleate  25  mg. 


Dosage:  1 tablet  in  the  morning,  midafternoon  and  at  bedtime. 
In  postnasal  drip,  1 tablet  at  bedtime  is  usually  sufficient. 

Each  timed-release  Triaminic  Juvelet®  provides: 

% the  formulation  of  the  Triaminic  Tablet. 

Dosage:  1 Juvelet  in  the  morning,  midafternoon  and  at  bedtime. 

Each  tsp.  (5  ml.)  of  Triaminic  Syrup  provides: 

% the  formulation  of  the  Triaminic  Tablet. 

Dosage  (to  be  administered  every  3 or  4 hours)  : 

Adults  — 1 or  2 tsp.;  Children  6 to  12—  1 tsp.; 

Children  1 to  6 — Vz  tsp.;  Children  under  1 — Vi  tsp. 


TRIAMINIC 

running  noses 


timed-release  tablets,  juvelets,  and  syrup 
and  open  stuffed  noses  orally 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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the  finest 
parenteral 
system 
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THE  ORIGINAL  potassium  phenethicillin 


SYNCILUN 

(phenoxy ethyl  penicillin  potassium) 

A dosage  form  to  meet  the  individual  requirements  of  patients  of  all  ages  in  home,  office,  clinic,  and  hospital : 

Syncillin  Tablets  — 250  mg.  (400,000  units)  . . . Syncillin  Tablets  — 125  mg.  (200,000  units) 

Syncillin  for  Oral  Solution  — 60  ml.  bottles  — when  reconstituted,  125  mg.  (200,000  units)  per  5 ml. 

Syncillin  Pediatric  Drops  — 1.5  Gm.  bottles.  Calibrated  dropper  delivers  125  mg.  (200,000  units) 

Complete  information  on  indications,  dosage  and  precautions  is  included  in  the  circular  accompanying  each  package. 


BRISTOL  LABORATORIES,  SYRACUSE,  NEW  YORK 


SYNCILLIN® 

500  mg.  t.i.d.  - 5 days 


ACUTE  PHARYNGITIS 


W.  M,  24-year-old-male,  Admitted  with  sore  throat 
which  had  progressed  rapidly  in  severity  for  24 
hrs.  Temp.  104.4.  Pulse  110.  Acute  pharyngitis 
and  enlarged,  red,  bulging  tonsils  covered  with 
pus.  Throat  culture  revealed  beta  hemolytic  strep 
Patient  given  500  mg.  SYNCILLIN  t.i.d,  Within.||*te 
24  hrs. , fever  terminated  by  crisis  with 
marked  relief  of  local  signs  and  symptoms* 

After  5 days,  infection  was  cured, 


case  summary 
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A vionthly  news  summary  from  the  nation’s 
capital  by  the  Washington  Office  of  the  A.M.A. 

The  federal  government  is  offering  states  lib- 
eral matching  funds  to  provide  health  care  for 
needy  and  near-needy  persons  65  years  of  age 
and  older. 

The  program,  which  Congress  approved  in  the 
bob-tailed  postconvention  session,  is  supported  by 
the  American  Medical  Association  and  allied 
health  groups. 

Congressional  approval  of  the  federal-state  pro- 
gram marked  a victory  for  the  medical  profession 
and  a defeat  for  Democratic  Presidential  Nominee 
John  F.  Kennedy,  the  AFL-CIO  and  other  advo- 
cates of  the  Social  Security  approach  to  the 
problem. 

In  a key  vote  on  the  issue,  the  Senate  rejected 
by  a 51-44  vote  a Kennedy  proposal  that  would 
have  provided  hospitalization  and  medical  care 
for  the  aged  under  the  Social  Security  system. 
The  Kennedy  plan  would  have  required  an  in- 


crease in  pay  roll  taxes. 

Republicans  and  Southern  Democrats  joined  in 
the  Senate  to  defeat  the  Social  Security  approach 
which  was  opposed  vigorously  by  the  medical  pro- 
fession. 

After  voting  down  the  Kennedy  plan  and  a 
separate  proposal  of  the  Eisenhower  Administra- 
tion, the  Senate  passed  a modified  version  of  a 
House-approved  program.  The  modifications,  spon- 
sored by  Sen.  Robert  S.  Kerr  (D.,  Okla.)  and 
others,  provided  for  increases  in  the  percentage 
of  federal  matching  funds  and  for  administrative 
changes  designed  to  facilitate  state  participation. 

Under  the  legislation  as  signed  into  law  by 
President  Eisenhower,  (1)  substantial  increases 
are  authorized  in  federal  grants  to  states  to  help 
with  health  care  expenses  of  the  2.4  million  per- 
sons on  old  age  assistance  rolls,  and 

(2)  Federal  matching  funds  are  offered  the 
states  to  finance  a new  program  of  health  care 
for  an  estimated  10  million  aged  persons  who  are 
not  on  relief  but  whose  incomes  may  be  inade- 
quate to  take  care  of  all  their  health  costs. 

Start  of  the  program  was  authorized  for  Oc- 
tober 1 for  those  states  where  new  state  legislation 
is  not  required. 

Administration  of  the  program  rests  entirely 
with  the  states,  subject  to  federal  approval  in 
broad  terms.  It  is  up  to  each  individual  state 
whether  it  participates.  Eligibility  standards  for 


hearing  improved... 

tinnitus 
and  vertigo 
relieved  in 
circulatory  disturbances 
of  the 
inner  ear 


® 

brand  of  nyitndrm 
hydrochloride  N.N.D. 

effective  in  twice  as  many  patients 

In  patients  with  disturbances  of  the  inner  ear—  impaired 
hearing,  tinnitus  or  vertigo  — Arlidin  produced  remission 
of  their  chief  complaint  in  over  50%  of  cases.  Rubin  and 
Anderson  state  “we  were  very  much  encouraged,  inasmuch  as 
no  other  vasodilator  that  we  have  used  has  ever  achieved 
more  than  a 25  per  cent  response.” 

“significant  hearing  improvement’’ 

was  obtained  in  32  of  the  75  patients  studied. 


arlidin 


rationale: 

The  clinicians  note  that  impairment  in  hearing, 
disturbance  in  balance,  and  tinnitus  involving  the 
inner  ear  “may  be  explained  on  the  basis  of 
labyrinthine  artery  insufficiency"  due  to  spasm 
or  obstruction  of  the  vessels.  Arlidin  was  found 
to  be  “superior  to  all  other  vasodilating 
measures” -in  increasing  blood  flow  through 
these  vessels  and  in  allaying  spasm. 


beneficiaries  and  what  health  care  services  are 
provided  are  matters  for  the  states  to  decide. 

If  a state  so  chooses,  it  can  take  care  of  all 
the  health  needs  of  an  eligible  beneficiary.  The 
law  authorized  in-patient  hospital  services;  skilled 
nursing  home  services;  physicians’  services;  out- 
patient or  clinic  services;  home  care  services; 
private  duty  nursing  services;  physical  therapy 
and  related  services;  dental  services;  laboratory 
and  x-ray  services;  prescribed  drugs,  eyeglasses, 
dentures  and  prosthetic  devices;  diagnostic  screen- 
ing and  preventive  services,  and  any  other  medical 
care  or  remedial  care  recognized  under  state  law. 

For  medical  expenses  of  persons  on  old  age 
assistance  rolls,  the  federal  government  will  con- 
tribute 50  to  80  per  cent — with  states  with  low 
per  capita  income  getting  the  larger  percentages 
of  federal  aid — of  an  amount  equal  to  $12  multi- 
plied by  the  number  of  old  age  assistance  recipi- 
ents in  a particular  state. 

The  matching  formula  will  be  the  same  for 
financing  the  health  care  of  the  near-needy  but 
there  is  no  $12  limitation  figure. 

Health,  Education  and  Welfare  officials  esti- 
mated first-year  costs  of  the  program  at  $262  mil- 
lion— $202  million  federal  and  $60  million  state. 
Annual  costs  are  estimated  to  rise  by  the  end  of 
the  fifth  year  to  $340  million  federal  and  $180 
million  state.  However,  these  estimates  admittedly 
are  no  more  than  educated  guesstimates  because 


so  much  depends  upon  state  action. 

It  was  estimated  that  maximum  participation 
and  a state  contribution  of  $314,000  would  bring 
Colorado  $4  million  in  federal  matching  funds  in 
the  first  year  of  the  program. 

The  medical-care-for-the-aged  legislation  was 
included  in  an  omnibus  measure  titled  Social  Se- 
curity Amendments  of  1960.  It  also  eliminated 
the  age  50  requirement  for  eligibility  for  disability 
insurance  benefits. 

The  Senate  knocked  out  of  the  House  bill  a 
provision  that  would  have  brought  physicians 
under  Social  Security  coverage. 

On  other  legislation  of  interest  to  the  medical 
profession: 

Congress  passed  bills  authorizing  expenditure 
of  $10  million  of  counterpart  funds  abroad  to 
stimulate  international  research;  authorizing  up 
to  15  per  cent  of  National  Institutes  of  Health 
research  grants  for  nongovernmental  medical  re- 
search; directing  a broad  study  of  air  pollution 
problems;  requiring  informative  labeling  on  pack- 
ages of  hazardous  substances  for  household  use, 
and  giving  the  government  power  to  establish  a 
tolerance  on  the  amount  of  color  additives  that 
may  be  used  in  various  products. 

The  Senate  failed  to  act  upon  the  House- 
approved  legislation  that  would  have  given  physi- 
cians and  other  self-employed  persons  a tax  break 
on  income  put  into  private  pension  plans. 


ArSidin  is  available  in  6 mg.  scored 
tablets,  and  5 mg.  per  cc.  parenteral  sotationf. 

See  PDf?  for  dosage  and  packaging. 

Protected  by  U.  S.  patent  Numbers: 

2,661.372  and  2,661,373 

1.  Rubin,  W.,  and  Anderson.  J.  R.;  Angiology  9:256,  1958. 
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by  his  colleagues.  He  was  one  of  the  last  vestiges 
of  a past  medical  era  which  shone  in  Colorado 
Springs  with  its  own  legitimate  luster.” 

Dr.  McCrossin  is  survived  by  his  wife  and  a 
daughter. 


Obituary 

Founder  of  Penrose  Cancer 
Hospital  passes  away 

William  Patrick  McCrossin,  M.D.,  died  in  Colo- 
rado Springs  on  July  7,  1960.  Dr.  McCrossin  was 
born  in  Birmingham,  Alabama,  on  February  14, 
1890,  and  attended  the  University  of  Alabama. 
He  received  his  M.D.  degree  from  Tulane  Univer- 
sity in  1916  and  served  an  internship  at  Hillman 
Hospital  in  Birmingham.  He  was  a resident  at 
Women’s  Hospital  in  New  York  City  and  became 
attending  surgeon  at  Hillman  Hospital,  attending 
gynecologist  at  St.  Vincent’s  Hospital  and  attend- 
ing surgeon  at  Children’s  Hospital  in  Birmingham. 

During  the  war.  Dr.  McCrossin  served  as  a 
Captain  in  the  Medical  Corps  of  the  A.E.F.  in 
charge  of  the  operating  room  at  the  evacuation 
hospital  in  Verdun. 

Dr.  McCrossin  came  to  Colorado  Springs  in 
1921  and  was  licensed  in  Colorado  the  same  year. 
First  he  served  as  consultant  in  surgery  at  Crag- 
mor  Sanatorium  and  for  the  Memorial  Research 
Foundation  for  Tuberculosis.  Later  he  became  an 
active  staff  member  of  the  three  Colorado  Springs 
hospitals,  becoming  chief  of  staff  at  the  former 
Glockner  Hospital  for  two  terms.  It  was  largely 
through  Dr.  McCrossin  that  the  late  Spencer 
Penrose  established  the  Penrose  Cancer  Clinic,  a 
part  of  the  Glockner  Hospital,  and  that  the  pres- 
ent new  building  came  to  be  built,  the  whole 
institution  now  being  named  the  Penrose  Hospital. 

Dr.  McCrossin  was  a member  of  the  Research 
Foundation  for  Tuberculosis,  the  El  Paso  County 
Medical  Society,  and  the  American  College  of 
Surgeons.  He  was  a member  of  Alpha  Tau  Omega, 
Phi  Chi,  Alpha  Omega  Alpha,  Stars  and  Bars 
Club,  Cheyenne  Mountain  Country  Club,  the  Cook- 
ing Club  of  Broadmoor,  and  the  Boston  Club  of 
New  Orleans. 

Everyone  will  say  wonderful  things  of  Dr. 
McCrossin,  but  the  words  of  Dr.  Juan  A.  del 
Regato,  Director  of  the  Penrose  Cancer  Clinic, 
seem  most  apropos.  “In  Dr.  McCrossin,”  says 
Dr.  del  Regato,  “we  have  lost  the  beloved,  hon- 
orary chief  of  our  staff  and  one  of  the  strongest 
pillars  of  our  organization.  A reserved,  impec- 
cable Southern  gentleman,  a compassionate  physi- 
cian, he  was  beloved  by  his  patients  and  respected 


Obituary 

R.  H.  DYER 

Royal  Homer  Dyer,  M.D.,  died  at  his  home  in 
Sheridan,  Montana,  on  August  16,  1960.  Dr.  Dyer 
was  born  May  24,  1882,  at  Malta  Bend,  Missouri. 
He  received  his  A.B.  degree  from  Missouri  Uni- 
versity in  1905  and  his  M.D.  degree  from  the  St. 
Louis  School  of  Medicine  in  1907. 

Dr.  Dyer  moved  to  Sheridan  for  the  general 
practice  of  medicine  in  1911.  He  continued  his 
practice  in  this  community  until  his  death.  Dr. 
Dyer  served  three  terms  as  Mayor  of  Sheridan 
and  served  as  the  Public  Health  Officer  of  Madi- 
son County  for  40  years. 

The  officers  and  members  of  this  Association 
extend  their  sincere  sympathy  to  the  family  and 
friends  of  Dr.  Dyer. 


Wyoming  doctor  named  head  of 
research  and  nutrition  labs 
at  Fitzsimons  General  Hospital 

Lt.  Col.  Marion  E.  McDowell,  MC,  has  been 
named  commander  of  the  United  States  Army 
Medical  Research  and  Nutrition  Laboratory  at 
Fitzsimons  General  Hospital.  He  succeeds  Lt.  Col. 
Irvin  C.  Plough,  MC,  whose  next  assignment  will 
be  in  the  Caribbean  Command. 

Colonel  McDowell,  son  of  Mr.  and  Mrs.  George 
E.  McDowell,  2935  East  B Street,  Torrington,  Wyo., 
is  a 1938  graduate  of  Torrington  High  School.  He 
received  his  B.S.  degree  from  the  University  of 
Wyoming  in  1942  and  his  medical  degree  from  the 
University  of  Rochester  Medical  School  in  1945. 
He  interned  at  the  same  medical  school  and  Strong 
Memorial  Hospital. 

Obituary 

WINIFRED  INGERSOLL 

Dr.  Winifred  Ingersoll,  70,  University  of  Wy- 
oming physician  from  1940  to  1958,  died  Sunday, 


74 


Rocky  Mountain  Medical  Journal 


July  31,  in  the  Ivinson  Memorial  Hospital  at 
Laramie. 

Born  February  14,  1890,  in  South  Dayton,  New 
York,  Dr.  Ingersoll  received  her  M.D.  degree  from 
Wisconsin  University  in  1936.  Both  her  internship 
and  residency  were  served  at  the  Wisconsin  Gen- 
eral Hospital  in  Madison. 

While  serving  as  University  of  Wyoming  physi- 
cian, she  was  named  Acting  Director  of  the 
Student  Health  Service  in  1944-45,  1947-48,  and 
1954-55.  Upon  her  retirement,  July  1,  1958,  she 
was  placed  on  limited  service  by  the  University’s 
Board  of  Trustees. 

She  is  survived  by  a sister.  Miss  Mildred 
Ingersoll  of  Laramie  and  Tempe,  Arizona. 


Wyeth  pediatric  fellowship 
awarded  to  Dr.  Rohins 

M.  Moreno  Robins,  M.D.,  50  West  1100  Street, 
Bountiful,  Utah,  has  been  awarded  a Wyeth  Lab- 
oratories pediatric  residency  fellowship. 

Dr.  Robins  will  take  his  residency  at  the  Uni- 
versity of  Washington  Affiliated  Hospitals,  Seattle, 
where  he  recently  completed  his  internship.  The 
fellowship  recipient  received  his  B.A.  and  M.D. 
degrees  from  the  University  of  Utah,  where  he 
was  elected  to  Phi  Beta  Kappa. 

The  pediatric  program,  sponsored  by  the  Wy- 
eth Fund  for  Postgraduate  Medical  Education, 
provides  a grant  of  $4,800  to  Dr.  Robins,  thus 
enabling  him  to  spend  two  years  of  advanced 
study  in  the  care  and  treatment  of  children. 

Obituaries 

WALLACE  H.  BUDGE 

A heart  attack  claimed  the  life  of  Wallace 
Hugh  Budge,  M.D.,  at  his  home  in  Ogden  last 
month. 

The  well-known  physician  and  surgeon,  who 
was  born  in  Paris,  Idaho,  in  1889,  received  his 
M.D.  degree  from  Rush  Medical  College  in  Chi- 
cago. He  began  medical  practice  in  Logan  in  1920, 
moving  to  Ogden  in  1925. 

Dr.  Budge  was  a charter  member  of  the  Ogden 
Surgical  Society,  as  well  as  a member  of  the 
Weber  County  Medical  Society.  He  was  also  affili- 
ated with  Nu  Sigma  Nu,  medical  fraternity. 

Among  his  survivors  are  his  widow  and  Drs. 
O.  H.  Budge  and  S.  M.  Budge  of  Logan. 

WILLIAM  R.  CALDERWOOD 

A founder  and  the  first  President  of  the  Utah 
Mental  Hygiene  Association,  now  the  Utah  Asso- 
ciation for  Mental  Health,  died  last  month  in  Salt 


Lake  City  at  the  age  of  94.  William  R.  Calderwood, 

M. D.,  had  retired  seven  years  ago  as  medical 
director  of  Beneficial  Life  Insurance  Company. 
Prior  to  serving  in  this  position,  Dr.  Calderwood 
practiced  medicine  in  Salt  Lake  City,  and  taught 
physical  diagnosis  at  the  University  of  Utah 
College  of  Medicine. 

He  was  a President  of  both  the  Salt  Lake 
County  Medical  Society  and  the  Utah  State  Medi- 
cal Association.  His  medical  education  was  through 
Rush  Medical  College  in  Chicago,  where  he  re- 
ceived his  M.D.  degree  in  1902. 

Dr.  Calderwood  is  survived  by  two  daughters, 
Mrs.  Robert  W.  (Dr.  Edna)  Thayer,  of  Greensboro, 

N.  C.,  and  Mrs.  David  L.  McKay,  of  Salt  Lake 
City,  as  well  as  nine  grandchildren,  14  great- 
grandchildren, three  brothers,  and  three  sisters. 


Blue  Shield  and  the  longer  view 

Like  a somewhat  wayward  child.  Blue  Shield 
often  plays  the  role  of  favorite  whipping  boy  for 
the  doctors  who  created  it.  Wherever  several  physi- 
cians are  gathered  together — in  staff  room,  com- 
mittee meeting  or  on  the  second  tee — someone  is 
certain  to  take  out  after  the  local  Blue  Shield  Plan. 

When  the  definitive  history  of  prepayment  is 
written,  perhaps  one  may  trace  a falling  rate  of 
divorce  among  American  physicians  who  have 
worked  out  so  many  of  their  frustrations,  not  on 
their  wives,  but  on  their  Blue  Shield  Plans. 

Some  Blue  Shield  administrators  confess  to  a 
wry  satisfaction  in  all  this — recognizing  that  a 
parent  is  always  fussier  with  his  own  offspring 
than  with  a child  for  whom  he  has  no  emotional 
affinity. 

Blue  Shield  is  a vast  community  umbrella  de- 
signed to  ward  off  the  rain  of  medical  adversity 
which  falleth  alike  upon  the  just  and  the  unjust. 
It  serves  the  need  of  the  average  man  as  best  it 
may,  but  it  sometimes  falls  a little  short  of  the 
special  needs  or  wishes  of  the  individual  patient 
and  his  doctor. 

In  these  parlous  times,  when  the  Forand  philos- 
ophy seems  to  have  so  thoroughly  infected  the 
politicians  of  both  parties,  American  medicine  has 
reasons  more  apparent  than  ever  before  to  honor 
those  medical  pioneers  who  built  Blue  Shield,  and 
to  support  the  civic  and  professional  leaders  who 
today  are  working  so  hard  to  make  Blue  Shield 
an  ever  more  effective  instrument. 

None  can  doubt  that  without  the  reality  of  a 
strong  and  growing  Blue  Shield  movement  during 
the  1950’s,  America  would  long  since  have  had 
universal  compulsory  health  insurance.  And  few 
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today  would  dispute  the  proposition  that  if  Ameri- 
can medicine  escapes  the  thralldom  of  state  medi- 
cine during  the  60’s,  it  will  have  the  voluntary  pre- 
payment movement — chiefly  Blue  Shield~to  thank 
for  its  good  fortune. 

Let’s  all  keep  a closer  eye  on  Blue  Shield — not 
merely  to  discern  the  motes  in  its  eye — but  to 
encourage  it  to  do  the  best  job  it  can  do  for  us 
and  for  the  American  people. 


Review  of  the  Harrison  Narcotic  Law 
F.  C.  Hammerness,  Ph.D.* 

The  following  information  pertains  to  the  latest 
revision  of  the  Harrison  Narcotic  Law  as  printed 
in  the  IRS  Publication  No.  428  (6-59)  and  com- 
monly known  as  Regulations  No.  5. 

Prescriptions  for  narcotic  drugs  must  be  writ- 
ten in  ink  bearing  the  name  and  address  of  the 
patient;  name,  address  and  registry  number  of  the 
prescriber;  date  of  issue;  and  the  signature  of  the 
prescriber. 

Narcotic  drugs  have  been  classified  as  follows: 

Class  A — Firlly  controlled  narcotic  drugs  re- 
quiring a signed  prescription.  This  class  cannot  be 
phoned  in  and  signed  at  a later  date. 

Class  B — Those  narcotic  drugs  for  which  the 
pharmacist  may  accept  a physician’s  oral  or  tele- 
phoned prescription. 

Class  X — Exempted  preparations  which  may 
be  sold  by  the  pharmacist  without  prescription 
upon  entry  in  the  exempt  narcotic  register. 

Class  A products — All  narcotic  drugs  which  are 
in  the  pure  form  whether  they  are  in  the  form  of 
tablets,  capsules,  powders  and  solutions.  A partial 
list  of  the  more  common  Class  A narcotic  drugs: 
Amidone,  cocaine,  codeine,  demerol,  dilaudid, 
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dolophine,  dromoran,  methadone,  morphine  and 
pantopon. 

Class  B products — These  are  narcotic  drugs 
which  can  be  given  orally  or  telephoned  if  they 
are  compounded  with  another  medicinally  active 
non-narcotic  drug. 

Oral  narcotics  list: 

1.  Isoquinoline  alkaloids  of  opium;  papaverine, 
narcotine,  cotarnine  and  narceine. 

2.  Apomorphine. 

3.  Nalline. 

4.  Codeine — A.P.C.  c codeine,  empiriri  com- 
pound c codeine,  etc.  Copavin. 

5.  Dihydrocodeinone,  dicodid,  hycodan. 

6.  Ethylmorphine,  dionin. 

7.  Dihydrohydroxycodeinone,  eucodal. 

In  the  event  you  are  not  sure,  call  your  pharma- 
cist for  the  needed  information. 

Note:  1.  Prescriptions  for  Class  A or  Class  B 
narcotic  drugs  CANNOT  be  refilled.  A new  pre- 
scription for  the  Class  A is  required  each  time  and 
a new  order  must  be  given  orally  or  telephoned 
for  the  Class  B narcotic  drug. 

2.  Physicians  CANNOT  acquire  narcotic  drugs 
for  office  use  in  their  practice  except  by  filling 
out  a narcotic  order  form  (NOT  a prescription). 
The  quantities  are  not  to  exceed  ONE  fluid  ounce 
at  any  one  time  and  the  quantity  of  narcotic  is 
not  to  exceed  20  per  cent  of  the  completed  solu- 
tion. It  is  important  to  note  that  the  narcotic  drug 
must  be  in  an  aqueous  or  oleaginous  solution. 
Colorado  exceptions  to  the  Federal  Law 

1.  Paregoric  is  NOT  an  exempt  narcotic  in 
Colorado  and  it  is  NOT  a Class  B,  but  a Class  A 
narcotic  drug  and  must  be  dispensed  only  upon 
receipt  of  a properly  written  and  signed  prescrip- 
tion. It  CANNOT  be  telephoned. 

2.  Codeine  in  the  amounts  of  1 grain  per  fluid 
ounce  and  dihydrocodeinone  in  the  amounts  of 
1/6  grain  per  fluid  ounce  are  the  ONLY  EXEMPT 
preparations  allowed  in  the  State  of  Colorado. 
The  maximum  that  can  be  dispensed  in  any  given 
48-hour  period  is  4 grains  of  codeine  and  2/3  grain 
of  dihydrocodeinone. 


Junior  volunteers  in  V.A.  hospitals 

Teen-age  girls  across  the  nation  received  a 
first-hand  look  at  nursing  as  a career  by  serving 
as  junior  volunteers  in  Veterans  Administration 
hospitals  this  summer. 

The ' VA  offered  them  plenty  to  observe  and 
do.  The  agency’s  system  of  170  general  medical 
and  surgical,  psychiatric,  and  tuberculosis  hos- 
pitals operates  the  world’s  largest  organized  nurs- 
ing service  and  assists  in  providing  clinical  ex- 
perience to  one  of  each  ten  professional  nurses 
being  produced  by  the  country. 

Indications  are  the  junior  program  has  suc- 
ceeded in  interesting  a substantial  number  of 
young  people  in  careers  in  the  medical  and  re- 
lated-medical fields  where  personnel  shortages 
exist  for  both  private  and  government  hospitals. 


76 


Rocky  Mountain  Medical  Journal 


in  common 
(jram-positive 
infections 
due  to 
susceptible 
organisms 

YOU  CAN 
COUNT  ON 

mo 

(triacetyioleandomycin) 

even 
in  many 
resistant 
Stapli^ 


1,928  published  cases  in  the  two  years  since 
TAO  was  released  for  general  use  show*. 

94.3%  effectiveness  in  respiratory  infections  (617  cases 

including  tonsillitis,  staphylococcal  and  streptococcal  pharyngi- 
tis, bronchitis,  infectious  asthma,  broncho -pneumonia,  lobar 
pneumonia,  bronchiectasis,  lung  abscess,  otitis.) 

You  can  count  on  TAO. 

92%  effectiveness  in  skin  and  soft  tissue  infections  (90Q 

cases  including  pyoderma,  impetigo,  acne,  infected  skin  disor- 
ders, wounds,  incisions  and  burns,  furunculosis,  abscess,  celluli- 
tis, chronic  ulcer,  adenitis.)  You  can  count  on  TAO. 

87.1%  effectiveness  in  genitourinary  infections  (349 

cases  including  urethritis,  cystitis,  pyelitis,  pyelonephritis,  orchi- 
tis, pelvic  inflammation,  acute  gonococcal  urethritis,  lympho- 
granuloma venereum.)  You  can  count  on  TAO. 

75.8%  effectiveness  in  diverse  infections  (62  cases  includ- 
ing fever  of  undetermined  origin,  peritoneal  abscess,  osteitis, 
periarthritis,  septic  arthritis,  staphylococcal  enterocolitis,  gas- 
troenteritis, carriers  of  staphylococci.)  You  can  count  on  TAO. 

95.6%  of  1,928  cases  free  of  side  effects- in  the  remain- 
ing 4.4%,  reactions  \«ere  chiefly  mild  gastrointestinal  disturb- 
ances which  seldom  necessitated  discontinuance  of  therapy. 

* In  884  of  1,928  cases  the  causative  organisms  were  mostly 
staphylococci.  The  majority  of  clinical  isolates  were  found  to  be 
resistant  to  at  least  one  of  the  commonly  used  antibiotics  and 
many  patients  had  failed  to  respond  to  previous  therapy  with  one 
or  more  antibiotics.  TAO  proved  93.4%  effective  in  these  884 
cases. 

Complete  bibliography  available  on  request. 

DOSAGE:  varies  according  to  severity  of  infection.  Usual  adult 
dose— 250  to  500  mg.  q.i.d.  Usual  pediatric  dose:  3-5  mg./lb. 
body  weight  every  6 hours. 

NOTE:  In  some  children,  when  TAO  was  administered  at  considerably 
higher  than  therapeutic  levels  for  extended  periods,  transient-jaundice 
and  other  indications  of  liver  dysfunction  have  been  noted.  A rapid  and 
complete  return  to  normal  occurred  when  TAO  was  withdrawn. 

SUPPLY:  TAO  CAPSULES-250  mg.  and  125  mg., bottles  of  60. 
TAO  ORAL  SUSPENSION  — 125  mg.  per  5 cc.  when  reconstituted, 
palatable  cherry  flavor,  60  cc.  bottles.  TAO  PEDIATRIC  DROPS— 
100  mg.  per  cc.  when  reconstituted,  flavorful;  special  calibrated 
dropper,  10  cc.  bottles.  INTRAMUSCULAR  or  INTRAVENOUS - 
10  cc.  vials,  as  oleandomycin  phosphate. 

OTHER  TAO  FORMULATIONS  ALSO  AVAILABLE:  TA0®-AC  aao,  analgesic, 
antihistaminic  compound)  capsules,  bottles  of  36.  TAOMID®  (Tao  with 
Triple  Sulfas)— tablets,  bottles  of  60.  Oral  Suspension— 60  cc.  bottles. 

For  nutritional  support  VITERRA®  Vitamins  and  Minerals 

Formulated  from  Pfizer's  line  of  fine  pharmaceutical  products. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World's  Well-Being’'' 
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To  the  relief  of  museuloskeletal  pain, 

MEDAPRIIY 

adds  restoration  of  function 

Analgesics  offer  temporary  relief  of  musculo- 
skeletal pain,  but  they  merely  mask  pain  rather 
than  getting  at  its  cause.  New  Medaprin.  in 
addition  to  bringing  about  prompt  subjective 
improvement,  promotes  the  restoration  of  normal 
function  by  suppressing  the  inflammation  that 
causes  the  pain. 

Medaprin,  Upjohn’s  new  analgesic-steroid  com- 
bination, contains  aspirin  plus  Medrol,**  the 
corticosteroid  with  the  best  therapeutic  ratio  in 
the  steroid  field.''  Instead  of  suffering  recurrent 
discomfort  because  of  the  “wearing  off”  of 
analgesics,  the  patient  on  Medaprin  experiences 
a smooth,  extended  relief  and  more  normal 
mobility. 

Indications:  Medaprin  is  indicated  in  mild-to- 
moderate  rheumatic  and  musculoskeletal  condi- 


tions. including  rheumatoid  arthritis,  deltoid 
bursitis,  low  back  pain,  neuralgia,  synovitis, 
fibromyositis,  osteoarthritis,  low  back  sprain, 
traumatic  wrist,  sciatica,  and  “tennis  elbow.” 
Dosage:  The  recommended  dosage  is  1 tablet 
q.i.d.  The  usual  cautions  and  contraindications 
of  corticotherapy  should  be  observed. 

Supplied:  In  bottles  of  100  and  500. 

Formula:  Each  Medaprin  tablet  contains 

• 300  mg.  acetylsalicylic  acid,  for  prompt 
relief  of  pain 

• 1 mg.  Medrol,  to  suppress  the  causative 
inflammation 

• 200  mg.  calcium  carbonate,  as  buffer 

« «« 

TRADEMARK  TRADEMARK,  REG.  U.S.  PAT,  OFF.  — - METHYLPREON ISOLONE,  UPJOHM 
ffiATIO  OF  DESIRED  EFFECTS  TO  UNDESIRED  EFFECTS 

The  Upiohn  Company,  Kalamazoo,  Michigan 
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Diabetes  Week — November  13-19 

Diabetes  Week  has  been  set  this  year  for 
November  13-19,  according  to  Joseph  H.  Crampton, 
M.D.,  Chairman  of  the  American  Diabetes  Asso- 
ciation’s Committee  on  Public  Education  and  De- 
tection. 

The  diabetes  detection  program  is  an  excellent 
public  relations  project  for  state  and  county  medi- 
cal societies. 

To  help  local  authorized  programs,  reagents 
(Clinitest  and  Sugar  Test  Denco)  are  again  being 
made  available  free  of  charge,  and  testing  strips 
(Dreypaks)  may  be  secured  at  cost.  Both  Clinitest 
and  Sugar  Test  Denco  (formerly  Galatest)  are 
made  available,  without  charge,  through  the  cour- 
tesy of  the  respective  manufacturers. 


American  Board  of 
Obstetrics  and  Gynecology 

The  next  scheduled  examination  (Part  1),  writ- 
ten, will  be  held  in  various  cities  of  the  United 
States,  Canada,  and  military  centers  outside  the 
Continental  United  States,  on  Friday,  January  13, 
1961.  Reopened  candidates  are  required  to  submit 
case  reports  for  review  30  days  after  notification 
of  eligibility.  Scheduled  Part  1 and  candidates 
resubmitting  case  reports  are  required  to  submit 
case  reports  prior  to  August  1st  each  year. 
Current  bulletins  may  be  obtained  by  writing  to: 
Robert  L.  Faulkner,  M.D.,  Executive  Secretary 
and  Treasurer,  2105  Adalbert  Road,  Cleveland  6, 
Ohio. 

Physician  heal  thyself 

A tabulation  of  the  results  of  the  physical 
examinations  given  to  physicians  attending  the 
A.M.A.  meeting  in  Miami,  Florida,  reveal  that  20 
per  cent  of  those  examined  had  heart  abnormali- 
ties, 14  per  cent  had  chest  abnormalities,  including 
evidence  of  old  tuberculosis,  as  shown  in  x-rays, 
and  5 per  cent  were  suffering  from  eye-strain. 
Commenting  on  the  percentage  of  heart  abnor- 
malities, a spokesman  for  the  examiners  said  this 
was  twice  the  average  for  the  general  population, 
and  recommended  doctors  follow  their  own  ad- 
vice to  exercise  more. 
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ULMER  REAGENTS  AND  STAINS 
HELP  ACHIEVE  ACCURACY 


It  is  our  objective  to  produce  the  finest 
reagents  obtainable  for  clinical  laboratory  use. 
Their  consistent  accuracy  saves  hours  of 
the  technician’s  time. 

Our  scientific  laboratory  control  is  your 
assurance  that  Ulmer  reagents  are  always 
fresh  and  meet  the  most  exacting  standards  for 
each  procedure.  Every  step  of  the 
manufacturing  process  is  checked  from  the 
raw  materials  to  the  finished  product. 
Moreover,  our  chemists  are  available  to 
assist  with  any  procedures  with  which  you 
may  be  experiencing  difiiculties.  Do  not 
hesitate  to  call  on  them  for 
assistance  or  advice. 

For  prompt  and  efficient  service  as  well  as 
guaranteed  satisfaction,  insist  on  Ulmer 
Reagents  and  order  them  direct  from  P & H. 
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(Triacetyloleandomycin,  Triaminic®  and  Calurin®) 


safe  antibiosis 

Triacetyloleandomycin,  equivalent  to  oleandomycin  125  mg. 
This  is  the  URI  antibiotic,  clinically  effective  against  certain 
antibiotic-resistant  organisms. 

fast  decongestion 

Triaminic®,  25  mg.,  three  active  components  stop  running  noses. 
Relief  starts  in  minutes,  lasts  for  hours. 

well-tolerated  analgesia 

Calurin®,  calcium  acetylsalicylate  carbamide  equivalent  to 
aspirin  300  mg.  This  is  the  freely-soluble  calcium  aspirin  that 
minimizes  local  irritation,  chemical  erosion,  gastric  damage. 
High,  fast  blood  levels. 


Tain  brings  quick,  symptomatic  relief  of  the  common  cold 
(malaise,  headache,  muscular  cramps,  aches  and  pains)  espe- 
cially when  susceptible  organisms  are  likely  to  cause  secondary 
infection.  Usual  adult  dose  is  2 Inlay-Tabs,  q.i.d.  In  bottles  of  50. 
R only.  Remember,  to  contain  the  bacteria-prone  cold... Tain. 

SMITH-DORSEY  • Lincoln,  Nebraska 
a division  of  The  Wander  Company 
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New  books  received 

New  books  received  are  acknowledged  in  this 
section.  From  these,  selections  will  he  made  for 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  he  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 

Edema;  mechanisms  and  management.  A Hahnemann  Sym- 
posium on  salt  and  water  retention:  By  J.  H.  Moyer,  M.D.,  and 
Morton  Fuchs,  M.D.,  eds.  Philadelphia,  W.  B.  Saunders  Co., 
1960.  833  p.  Price:  $15.00. 

Medical,  surgical  and  gynecffllogical  complications  of  preg- 
nancy (by  the  staff  of  the  Mt.  Sinai  Hospital,  New  York) : 
By  Alan  F.  Guttmacher,  M.D.,  and  Joseph  J.  Rorinsky,  M.D., 
eds.  Baltimore,  Williams  and  Wilkins,  1960.  619  p.  Price; 
$16.50. 

Fundamentals  of  Hematology:  By  Byrd  S.  Leavell,  M.D.,  and 
Oscar  A.  Thorup,  M.D.  Philadelphia,  Saunders,  1960.  503  p. 
Price:  $10.00. 

American  College  of  Hospital  Administrators.  Directory,  1960. 
A Doctor  in  Many  Lands;  an  Autobiography:  By  Aldo  Castel- 
lani.  Garden  City,  Doubleday  and  Co.,  1960.  Price:  $4.95. 
Nine  Months’  Beading:  By  Robert  E.  Hall,  M.D.  Garden  City, 
Doubleday,  1960.  191  p.  Price:  $2.95 

Thoracic  Surgery  Before  thel  20th  Century:  By  Lew  A.  Hoch- 
berg,  M.D.  New  York,  Vantage  Press,  1960.  858  p.  Price: 
$15.00. 

Merck  Index:  Merck,  Rahway,  N.  J.,  7th  edition.  1641  p. 
Price:  $12.00. 

Book  reviews 

Basic  Office  Dermatology:  By  Stuart  Maddin,  M.D.,  Julius  L. 
Danto,  M.D.,  and  William  D.  Stewart,  M.D.  Springfield, 
Charles  C.  Thomas,  1960.  308  p.  Price:  $11.75. 

The  purpose  of  this  book  is  to  make  the  general 
practitioner  more  knowledgeable  in  the  diagnosis 
and  management  of  the  common  skin  diseases. 
Each  dermatosis  is  succinctly  discussed  under  the 
captions — significant  facts,  clinical  appearance  and 
course,  histopathology,  differential  diagnosis,  di- 
agnostic aids,  office  management,  and  suggested 
reading.  Well-selected  photographs  and  diagrams 
of  the  usual  distribution  of  each  disease  are  also 
provided. 

The  treatments  recommended  are  practical, 


Oculist  Prescription  ( Guild  Dispensing 
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Shadford-Fletcher  Optical  Co. 

218  16th  Street,  AC.  2-2611  Main  Office 
3705  E.  Colfax  (Medical  Center  Bldg.),  FL.  5-0202 
1801  High  Street,  FL.  5-1815 
2465  South  Downing,  SP.  7-2424 
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) 1140  Spruce  Street 
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meprobamate  plus 
d-amphetamine . . . suppresses 
appetite... elevates  mood... 
reduces  tension... without 
insomnia,  overstimulation 
or  barbiturate  hangover. 

anorectic-ataractic 

Dosage:  One  tablet  one-half  to  one  hour  before  each  meal. 
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current  and  sound.  The  authors  emphasize  that: 
“It  is  a rule  rather  than  the  exception  for  patients 
suspected  of  having  a drug  eruption  to  omit,  deny 
or  forget  having  used  a common  drug  which  could 
be  causative.” 

This  guide  is  well  written  and  organized.  It  is 
the  best  of  the  dermatological  manuals  for  desk 
use  for  the  practicing  physician,  who  requires  a 
ready  reference  book. 

Egbert  J.  Henschel,  M.D. 


Physical  Diagnosis:  By  John  A.  Prior,  M.D.,  Jack  S.  Silber- 
stein,  M.D.,  and  contributors.  St.  Louis,  C.  V.  Mosby  Co.,  1959. 
388  p.  Price:  $7.50. 

This  textbook  is  written  by  ten  clinical  pro- 
fessors at  Ohio  State  University  College  of  Medi- 
cine, each  one  dealing  with  his  specialty.  It  is 
intended  for  the  freshman  or  sophomore  medical 
student  beginning  physical  diagnosis. 

To  teach  one  who  knows  little  about  the  natural 
history  of  disease,  how  to  elicit  a good  medical 
history  is  difficult,  but  at  least  a good  starting 
point  is  made  for  the  student  in  the  second  chap- 
ter of  this  book.  This  is  the  best  discussion  of  this 
difficult  topic  I have  seen.  Included  are  definitions 
of  many  terms,  saving  the  aspiring  student  many 
trips  to  the  dictionary. 

The  other  chapters  do  not  differ  from  other 
physical  diagnosis  books  in  content  but  are  worth- 
while because  of  their  simplicity  and  clarity. 
Eponyms,  rare  diagnostic  procedures  and  the  le- 
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REGISTERED  NURSING  SUPERVISION 

5261  West  26th  Ave.,  Denver,  Colorado 
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gion  pioneers  of  medicine  are  omitted  from  this 
book,  eliminating  many  of  the  stumbling  blocks 
not  for  the  moment  germane  to  the  issue.  The 
illustrations,  however,  are  not  up  to  the  quality 
of  the  written  material,  being  for  the  most  part 
uninformative  sketches  or  normal  individuals  pos- 
ing for  demonstrations  of  different  diagnostic  pro- 
cedures, some  of  which  border  on  the  insane. 

Should  the  student  buy  this  book?  Expendi- 
tures for  most  medical  students  are  of  necessity 
limited  and,  in  my  opinion,  worthwhile  if  the 
book  in  question  is  to  be  used  as  a reference,  a 
criterion  which  this  book  does  not  fulfill  as  well 
as  the  longer,  more  encyclopedic  Adams!  Each 
student  should  read  this  book,  however,  a much 
simpler  task  than  wrestling  with  the  antiquated, 
stilted  standards,  such  as  Leopold  or  Major,  for 
the  same  essential  information. 

John  H.  Clifford,  Junior  Medical  Student, 

University  of  Colorado  School  of  Medicine 
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I me  physician  listens  to  a tense,  nervous  patient 
(|  discuss  her  emotional  problems.  To  help  her,  he 
h prescribes  Meprospan®  (400  mg.),  the  only  con- 
I tinuous-release  form  of  meprobamate. 


She  stays  calm  while  on  Meprospan,  even  under 
the  pressure  of  busy,  crowded  supermarket  shop- 
ping. And  she  is  not  likely  to  experience  any 
' autonomic  side  reactions,  sleepiness  or  other 
I discomfort. 


Relaxed,  alert,  attentive  . . . she  is  able  to  listen 
carefully  to  P.T.A.  proposals.  For  Meprospan 
does  not  aifect  either  her  mental  or  her  physical 
efficiency. 


The  patient  takes  one  Meprospan-400  capsule  at 
breakfast.  She  has  been  suffering  from  recurring 
states  of  anxiety  which  have  no  organic  etiology* 


She  takes  another  capsule  of  Meprospan-400  with 
her  evening  meal.  She  has  enjoyed  sustained 
tranquilization  all  day  ~ and  has  had  no  between- 
dose  letdowns.  Now  she  can  enjoy  sustained 
tranquilization  all  through  the  night 


Peacefully  asleep  . . . she  rests,  undisturbed  by 
nervousness  or  tension.  (Samples  and  literature 
on  Meprospan  available  from  Wallace  Labora- 
tories, Cranbury,  N.  J.) 


IN  ORAL  CONTROL 
OF  PAIN 

ACTS  FASTER— usually  within  5-15  imiin- 
utes.  LASTS  LONGER— usually  6 hours  or 
more.  MORE  THOROUGH  RELIEF  - per- 
mits uninterrupted  sleep  through  the 
night.  RARELY  CONSTIPATES  - excellent 
for  chronic  or  bedridden  patients. 

AVERAGE  ADULT  DOSE:  1 tablet  every  6 hours. 
May  be  habit-forming.  Federal  law  permits  oral 
prescription. 

Each  Percodan*  Tablet  contains  4.50  mg. 
dihydrohydroxycodeinone  hydrochloride,  0.38 
mg.  dihydrohydroxycodeinone  terephthalate, 
0.38  mg.  homatropine  terephthalate,  224  mg. 
acetylsalicylic  acid,  160  mg.  phenacetin,  and 
32  rag.  caffeine. 

Also  available— for  greater  flexibility  in  dosage 
— Percodan®-Demi:  The  Percodan  formula  with 
one-half  the  amount  of  salts  of  dihydrohy- 
droxycodeinone  and  homatropine. 

Literature?  Write 

ENDO  LABORATORIES 

Richmond  Hill  IS,  NiW  York 


Percodan*  Kite 

Salts  of  Ditiydrofiydroxycodemone  and  Homatropine,  plus  APC 

FOie  PAIN 


*U.S.  Pat.  2,628,185 

PMQTO  BY  FAN  AMERICAN  WORLp  AlRWAYt 


National  Foundation  fellowships 

The  National  Foundation  has  announced  avail- 
ability of  several  postdoctoral  fellowships  for  can- 
didates who  are  preparing  for  careers  in  scientific 
research  and/or  academic  medicine. 

Financial  benefits  for  the  fellowships  are  gen- 
erally a basic  stipend  of  $4,500  a year  with  $540 
a year  for  each  dependent  and  an  annual  increase, 
ordinarily,  of  $480.  Under  unusual  circumstances, 
higher  stipends  may  be  permitted.  Fellows  may 
not  accept  supplementatioi:!  to  their  stipends  nor 
engage  in  employment  for  which  they  receive 
compensation. 

In  addition  to  research  fellowships,  clinical 
fellowships  are  available  for  clinical  study  in 
arthritis  and  related  diseases;  for  advanced  study 
in  orthopedics;  for  study  and  research  in  the 
teaching  of  preventive  medicine;  for  study  in 
rehabilitation. 

Research  and  teaching  fellowships  are  also 
available  in  the  fields  of  orthopedics,  pediatrics 
and  neurology. 

Further  information  may  be  obtained  by  writ- 
ing: The  National  Foundation,  800  Second  Avenue, 
New  York  17,  N.  Y. 

Traffic  safety 

Nearly  1,000,000  American  men,  women  and 
children  were  injured  or  killed  last  year  because 
an  automobile  driver  exceeded  the  speed  limit. 
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depresses  appetite... elevates  mood...  j 
I eases  tensions  of  dieting. . .without  over-  j 
r stimulation,' insomnia  or  barbiturate 
i - hangover.  ? 

Dosage:  One  tablet  one-half  to  one  hour  before  each  meal. 
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more  and  more  physicians  are  prescribing  this  tripie  suifa 


TERFONYL 

Squibb  Triple  Sulfas  (Trisulfapyrimidines) 


Clinical  experience  continues  to  prove  that 
TERFONYL  provides  many  special  advantages 
fundamental  to  successful  antibacterial  therapy. 


• specificity  for  a wide  range  of  organisms  • superinfection  rarely 
encountered  • soluble  in  urine  through  entire  physiologic  pH  range 

• minimal  disturbance  of  intestinal  flora  • excellent  diffusion  through- 
out tissues  • readily  crosses  blood -brain  barrier  • sustained 
therapeutic  blood  levels  • extremely  low  incidence  of  sensitization 

SUPPLY:  Tablets,  0.5  gm.  • Suspension,  raspberry  flavored,  0.5  gm.  per  teaspoonful  (5cc.). 


Squibb 


Squibb  Quality— the  Priceless  Ingredient 

'TERFONYL'®  IS  A SQUI88  TRADEMARK 
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brand  of  chtormezanone 


TraneopM 

relieves  pain  and  spasm 
associated  with  torticollis. 

In  a recent  study  by  Ganz,  Trancopal  brought  considerable 
improvement  or  very  effective  relief  to  20  of  29  patients 
with  torticollis.^  “The  patients  helped  by  the  drug,”  states 
Ganz,  “were  able  to  carry  the  head  in  the  normal  position 
without  pain.”  Similarly,  Kearney  found  that  in  8 of  13 
patients  with  chronic  torticollis  treated  with  Trancopal 
improvement  was  excellent  to  good.  “. . . Trancopal  is  the  most 
effective  oral  skeletal  muscle  relaxant  and  mild  tranquilizer 
currently  available.”^ 

Lichtman,  in  a study  of  patients  with  various  musculoskel- 
etal conditions,  noted  that  64  of  70  patients  with  torticollis 
obtained  excellent  to  good  relief  with  Trancopal.® 

In  a comparative  study  of  four  central  nervous  system 
relaxants,  Lichtman  reports  that  26  of  40  patients 
found  Trancopal  to  be  the  most  effective  drug.® 


1.  Ganz,  S.  E.:  J.  Indiana 
52:1134,  July.  1959.  2.  Kearney. 
Current  Therap.  Rea,  2:127, 
1960.  3.  Lichtman,  A.  L.:  Keji 
Acad.  Gen.  Pract.  J.  4:28,  Oct.i 


Trancopal  (brand  of  chlormezanone)  and  Caplets,  trademarks  reg.  U.  S.  Pat.  Off.  4716 


Clinical  results  with  Ttmimpal’ 


y ■■  ......  ^ ■ 

- 

Excellent 

Good 

Fair 

Poor 

Total 

LOW  BACK  SYNDROMES 

Acute  low  back  strain 

25 

19 

8 

6 

58 

Chronic  low  back  strain 

11 

5 

1 

1 

18 

‘‘Porters’  syndrome”* 

21 

5 

1 

1 

28 

Pelvic  fractures 

2 

1 

— 

— 

3 

NECK  SYNDROMES 

Whiplash  injuries 

12 

6 

2 

1 

21 

Torticollis,  chronic 

6 

2 

3 

2 

13 

OTHER  MUSCLE  SPASM 

Spasm  related  to  trauma 

15 

6 

1 

— 

22 

Rheumatoid  arthritis 

18 

2 

1 

21 

Bursitis 

2 

6 

1 

9 

TENSION  STATES 

18 

2 

4 

3 

27 

iToms 

112 

70 

23 

15 

220 

L’ 

(51%) 

(32%) 

(10%) 

(7%) 

(100%) 

I *Over-reaching  in  lifting  heavy  bags  resulting  in  sprain  of  upper,  middle,  and  lower  back  muscles. 

i" 


Dosage:  Adults,  200  or  100  mg.  orally  three  or  four  times  daily. 

Relief  of  symptoms  occurs  in  from  fifteen  to  thirty  minutes  and  lasts  from  four  to  six  hours. 

How  Supplied:  Trancopal  Caplets® 

200  mg.  (green  colored,  scored),  bottles  of  100. 

100  mg.  (peach  colored,  scored),  bottles  of  100. 


LABORATORIES,  New  York  1 8,  N.  Y. 


Reminders  in  THERAPEUTICS 


Congenital  dislocation  of  the  hip 

Diagnostic  signs  and  treatment 

Frederic  W.  Ilfeld,  M.D.,  Beverly  Hills,  California 


When  there  is  limitation  of  abduction  of  the 
thigh,  as  tested  in  flexion,  congenital  dislocation 
of  the  hip  should  be  suspected  (Fig.  1).  This  sign 
permits  an  early  diagnosis  in  the  newborn  or 
infant.  Every  baby  should  be  tested,  not  only  on 
the  first  examination  but  on  succeeding  visits. 
To  constantly  think  of  congenital  hip  disease  will 
lead  to  its  early  recognition. 

Early  diagnosis  of  congenital  dislocation  of  the 
hip  is  imperative,  since  early  treatment  usually 
leads  to  a cure.'  When  treatment  is  started  under 
one  year  of  age,  a good  result  may  be  expected 
in  80-90  per  cent  of  cases.  When  treatment  is 
started  under  two  years  of  age,  60  per  cent  attain 


Fig.  1.  Limitation  of  abduction  of  the  hip  is  a diag- 
nostic sign  of  congenital  hip  dysplasia. 


A feature,  courtesy  of  the  New  Mexico  Medical  Society, 
compiled  by  Editor  Aaron  Edwin  Margulis. 


good  results;  under  three  years  of  age,  33  per  cent; 
and  over  three  years,  only  25  per  cent. 

In  addition  to  limitation  of  hip  abduction,  other 
physical  signs  of  hip  diseases  are  (1)  unequal  leg 
length,  (2)  prominence  of  one  trochanter,  (3) 
“Ortolani’s”  click  of  entrance  and  exit  of  the 
femoral  head  into  the  acetabulum,  (4)  instability 
of  the  hip  on  “push  and  pull”  tests  and  (5)  a posi- 
tive Trendelenberg  Test.  Inequality  of  thigh, 
gluteal  or  inguinal  folds  is  found  in  about  a third 
of  normal  patients.  This  is  only  a suspicious  sign. 

X-rays  may  show  (1)  disruption  of  “Shenton’s 
Line,”  (2)  an  increase  in  the  acetabular  angle,  or 
(3)  displacement  of  the  femoral  head  laterally 
and  superiorly.  The  x-ray  is  a laboratory  test. 
This  is  especially  true  in  the  young  infant.  Their 
bones  are  so  cartilaginous  that  the  radiograph  may 
give  a false  impression.  Clinical  findings  are, 
therefore,  more  reliable.  Of  these,  limitation  of 
abduction  of  the  hip  is  the  most  dependable  early 
diagnostic  sign  of  congenital  hip  disease. 

Treatment  of  dysplasia  is  directed  mainly  at 
the  limitation  of  hip  abduction.  In  fact,  it  has  been 
suggested  that  dysplasia  of  the  hip  is  a spasm  of 
the  femoral  adductor  muscles  and  should  be  called 
“Femoris  Adductis.”  The  most  simple  treatment 
is  to  stretch  the  adductor  muscles  by  frequent, 
parental,  manual  exercises.  If  this  is  unsuccessful, 
the  wearing  of  an  abduction  splint  (Fig.  2)  at 
night,  for  two-four  months,  will  give  a good  re- 
sult in  all  cases.' 

Dislocation  of  the  hip  under  one  year  of  age 
may  be  treated  with  a simple  abduction  splint 
(Fig.  2).  The  splint  consists  of  two  metallic  thigh 
cuffs,  with  washable  covers,  joined  to  an  adjust- 
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able  bar  by  universal  joints.  The  cuffs  are  ad- 
justed with  an  Allen  wrench.  To  enable  the  pa- 
tient to  sit  or  lie  down,  the  thigh  cuffs  are  con- 
nected by  a right  angle  joint  to  allow  motion 
through  90  degrees.  This  permits  easy  sitting  or 
lying.  Shoulder  straps  or  a pelvic  band  may  be 
used  to  hold  the  splint  in  place.  The  splint  is 
easily  adjusted  for  abduction  and  growth,  con- 
trols rotation  of  the  hip,  and  has  no  pelvic  band. 
This  splint  provides  treatment  without  anesthesia, 
hospitalization  or  plaster  cast.  The  splint  is  usually 
worn  full  time  for  three-four  months.  During  this 
period,  it  is  taken  off  twice  a day  for  bathing  and 
hip  rotation-abduction  exercises.  It  is  then  worn 
as  a night  splint  for  an  additional  two-four  months 
or  until  x-rays  show  satisfactory  bony  develop- 
ment. 

The  splint  permits  the  dislocation  of  the  hip 
to  be  reduced  by  gradual  abduction  of  the  thighs, 
without  force.  As  the  thighs  are  slowly  abducted 
by  manual  exercise,  successive  adjustments  of  the 
splint  and  the  natural  kicking  of  the  patient,  the 
hips  assume  the  frog  leg  position  of  abduction  and 
external  rotation.  This  allows  the  femoral  head 
to  be  directed  into  the  acetabulum.  The  motion 
of  the  hip  and  the  pull  of  the  hip  and  thigh  muscles 
exert  pressure  against  the  interposing  soft  tissue 
and  the  acetabulum.  In  this  way,  the  hip  joint  is 
stimulated  to  develop  in  a more  normal  manner. 

Over  one  year  of  age,  to  about  three  years  of 
age,  treatment  usually  consists  of  abduction  trac- 
tion in  the  hospital  for  7-14  days,  adductor 
tenotomy,  reduction  of  the  hip  under  anesthesia 
and  immobilization  in  the  abduction  splint.  After 
three  weeks,  the  splint  is  removed  twice  a day 


Fig.  2.  Abduction  splint  holds  legs  in  “frog-leg 
position.  Fulcrum  of  pull  of  hip  muscles  is  di- 
rected toward  acetabulum. 


Fig.  3.  Walking  in  splint. 


for  bathing  and  abduction  rotation  exercises. 
Occasionally,  a plaster  hip  spica  cast  may  be  in- 
dicated for  immediate  postoperative  immobiliza- 
tion. In  this  way,  prolonged  imprisonment  in  a 
plaster  cast  is  eliminated  (Fig.  3). 

When  these  closed  methods  fail,  open  or  surgi- 
cal reduction  of  the  hip  may  be  necessary.  In 
44  cases^  no  harm  was  found  in  first  treating  the 
patient  by  conservative  methods.  The  best  re- 
sults of  open  reduction  occur  when  the  surgery 
is  done  in  the  2nd,  3rd  or  4th  years  of  life.  The 
worst  results  occur  under  one  year  and  after  the 
5th  year  of  life.  In  about  65  per  cent  of  cases  a 
good  result  is  obtained.  When  open  reduction 
fails,  a Colonna  Reconstruction  Operation  may  be 
necessary. 

Summary 

Early  diagnosis  of  congenital  dislocation  of  the 
hip  leads  to  easy  treatment  and  good  results. 
Complicated  treatment  and  poor  results  come 
from  late  diagnosis.  Limitation  of  hip  abduction 
is  an  early  positive  sign  of  congenital  dislocation 
of  the  hip. 
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Think  of  your  patient  with  peptic  ulcer— or  with  gastrointestinal 
dysfunction  — on  a typical  day. 

Think  of  the  anxieties,  the  tensions. 

Think,  too,  of  the  night:  the  state  of  his  stomach  emptied  of  food. 
Disturbing? 

Then  think  of  enarax.  For  enarax  was  formulated  to  help  you  control  pre- 
cisely this  clinical  picture,  enarax  provides  oxyphencyclimine,  the  in- 
herently long-acting  anticholinergic  (up  to  9 hours  of  actual  achlorhydria') 
. . . plus  Atarax,  the  tranquilizer  that  doesn’t  stimulate  gastric  secretion. 
Thus,  with  b.i.d.  dosage,  you  provide  continuous  antisecretory/antispas- 
modic  action  and  safely  alleviate  anxiety  . . . with  these  results:  enarax 
has  been  proved  effective  in  92%  of  G.l.  patients.^-^ 

When  ulcerogenic  factors  seem  to  work  against  you,  let  enarax  work 
for  you. 

ENARAX 

(lO  MG.  OXYPHENCYCLIMINE  PLUS  25  MG.  ATARAX®t)  A SENTRY  FOR  THE  G.l.  TRACT 

dosage;  Begin  with  one-haif  tablet  b.i.d.  — preferably  in  the  morning  and  before  retiring. 
Increase  dosage  to  one  tablet  b.i.d.  if  necessary,  and  adjust  maintenance  dose  according 
to  therapeutic  response.  Use  with  caution  in  patients  with  prostatic  hypertrophy  and  only 
with  optithalmological  supervision  in  glaucoma. 

supplied:  In  bottles  of  60  black-and-white  scored  tablets.  Prescription  only. 

References:  1.  Steigmann,  F.,  et  al.:  Am.  J.  Gastroenterol.  33:109  (Jan.)  1960.  2.  Hock,  C.  W.: 
to  be  published.  3.  Leming,  B.  H.,  Jr.:  Clin.  Med.  6:423  (Mar.)  1959.  4.  Data  in  Roerig  Medical 
Department  Files.  t brand  of  hydroxyzine 

FOR  HEMATOPOIETIC  STIMULATION 


WHERE  OCCULT  BLEEDING  IS  PRESENT 

HEPTUNA®  PLUS 

THE  COMPLETE  ANEMIA  THERAPY 


New  York  17,  N.Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being 
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no  irritating  crystals'-  uniform  concentration  in  each  drop" 
STERILE  OPHTHALMIC  SOLUTION 

NEO-HYDELTRASOL 

PREDNISOLONE  21- PHOSPHATE-NEOMYCI N SULFATE 


2,000  TIMES  MORE  SOLUBLE  THAN 

“The  solution  of  prednisolone  has  the 
advantage  over  the  suspension  in  that  no 
crystalline  residue  is  left  in  the  patient’s 
cul-de-sac  or  in  his  lashes  ....  The  other 
advantage  is  that  the  patient  does  not  have  to 
shake  the  drops  and  is  therefore  sure  of 
receiving  a consistent  dosage  in  each  drop.’’^ 


PREDNISOLONE  OR  HYDROCORTISONE 

1.  Lippmann,  0.:  Arch.  Ophth,  57:339,  March  1957 

2.  Gordon,  D.M.:  Am.  J.  Ophth.  46:740,  November  1958. 
supplied:  0.5%  Sterile  Ophthalmic  Solution  NEO- 
HYDELTRASOL  (with  neomycin  sulfate)  and  0.5%  Sterile 
Ophthalmic  Solution  HYDELTRASOL®.  In  5 cc.  and  2.5  cc 
dropper  vials.  Also  available  as  0.25%  Ophthalmic 
Ointment  NEO-HYDELTRASOL  (with  neomycin  sulfate) 
and  0.25%  Ophthalmic  Ointment  HYDELTRASOL. 

In  3.5  Gm.  tubes. 


HYDELTRASOL  and  NEO-HYDELTRASOL  are  trademarks  of  Merck  & Co.,  Iwa 


MERCK  SHARP  & DOHME 


Division  of  Merck  & Co.,  Inc.,  Philadelphia  1,  Pa. 
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I Blood  pressure  that  goes  up  with  stress 
often  comes  down  with  SERPASIl! 

(reserpine  ciba) 


One  reason  that  many  cases  of  hypertension 
respond  to  Serpasil  is  that  many  cases  are  as- 
sociated with  stress.  Stress  situations  produce 
stimuli  which  pass  through  the  sympathetic 
nerves,  constricting  blood  vessels,  and  increas- 
ing heart  rate.  Hyperactivity  of  the  sympathetic 
nervous  system  may  elevate  blood  pressure;  if 
prolonged,  this  may  produce  frank  hyperten- 
sion. By  blocking  the  flow  of  excessive  stimuli 
to  the  sympathetic  nervous  system,  Serpasil 
guards  against  stress-induced  vasoconstriction, 
brings  blood  pressure  down  slowly  and  gently. 

*Coan,  J.  P.,  McAlpine,  J.  C.,  and  Boone,  J,  A.:  J.  South  Carolina 
slete  information  available  on  request. 


In  mild  to  moderate  hypertension,  Serpasil  is 
basic  therapy,  effective  alone  “. . . in  about  70 
per  cent  of  cases. . 

In  severe  hypertension,  Serpasil  is  valuable  as 
a primer.  By  adjusting  the  patient  to  the  physio- 
logic setting  of  lower  pressure,  it  smooths  the 
way  for  more  potent  antihypertensives. 

In  all  grades  of  hypertension,  Serpasil  may  be 
used  as  a background  agent.  By  permitting 
lower  dosage  of  more  potent  anti  hypertensives, 
Serpasil  minimizes  the  incidence  and  severif 
of  their  side  effects. 


M.  A.  51:417  (Dec.)  1955. 
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Squibb  Announces 


new  chemically  improved  penicillin 
which  provides  the  highest  blood 
levels  that  are  obtainable  with  oral 
penicillin  therapy 


As  a pioneer  and  leader  in  penicillin  therapy 
for  more  than  a decade,  Squibb  is  pleased 
to  make  Chemipen,  a new  . chemically  im- 
proved oral  penicillin,  available  for  clinical  use. 

With  Chemipen  it  becomes  possible  as  well  as 
convenient  for  the  physician  to  achieve  and  main-'^^ 
tain  higher  blood  levels — with  greater  speed — than 
those  produced  with  comparable  therapeutic  doses  of 
potassium  penicillin  V.  In  fact,  Chemipen  is  shown  to 
have  a 2:1  superiority  in  producing  peak  blood  levels 
over  potassium  penicillin  V.* 

Extreme  solubility  may  contribute  to  the  higher  blood 
levels  that  are  so  notable  with  Chemipen.*  Equally  nota- 
ble is  the  remarkable  resistance  to  acid  decomposition 
(Chemipen  is  stable  at  37°C.  at  pH  2 to  pH  3),  which 
in  turn  makes  possible  the  convenience  of  oral  treatment. 


And  the  economy  for  your  patients  will  be  of 
particular  interest — Chemipen  costs  no  more 
than  comparable  penicillin  V preparations. 

Dosage:  Doses  of  125  mg.  (200,000  u.)  or 
250  mg.  (400,000  u.),  t.i.d.,  depending  on  the 
5 ' severity  of  the  infection.  The  usual  precautions 
must  be  carefully  observed  with  Chemipen,  as  with 
all  penicillins.  Detailed  information  is  available  on 
request  from  the  Professional  Service  Department. 

Supply:  Chemipen  Tablets  of  125  mg.  (200,000  u.)  and 
250  mg.  (400,000  u.),  bottles  of  24  tablets.  Chemipen 
Syrup  (cherry-mint  flavored,  nonalco- 
holic ) , 125  mg.  per  5 cc.,  60  cc.  bottles. 

*Knudsen,  E.  T,  and  Rolinson,  G.  N.: 

Eancet2:1105  (Dec.  19}  1959.  squ-bb  TSBoeMBBu. 


Squibb 

Squibb  Quality— the 
Priceless  Ingredient 
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• increases  bile 
Dechotyl  stimulates 
the  flow  of  bile  — 
a natural  bowel 
regulator 


* improves  motility 
Dechotyl  gently  stimulates 
intestinal  peristalsis 


• softens  feces 
Dechotyl  expedites  fluid 
penetration  into  bowel  contents 


helps  free  your  patient  from,  both . . . 
constipation  and  laxatives 


DECHOTYL 


TRABLETS 


well  tolerated... gentle  transition  to  normal  dowel  function 
Recommended  to  help  convert  the  patient— riaturaily  and  gradually— to  healthy 
bowel  habits.  Regimens  of  one  week  or  more  are  suggested  to  assure  mainte- 
nance of  normal  rhythm  and  to  avoid  the  repetition  of  either  laxative  abuse  or 
constipation. 

Average  adult  dose:  Two  Trablets  at  bedtime  as  needed  or  as  directed  by  a physician. 

Action  usually  is  gradual,  and  some  patients  may  need  I or  2 Trablets  3 or  4 times  daily. 

Contraindications:  Biliary  tract  obstruction;  acute  hepatitis. 

Dechotyl  Trablets  provide  200  mg.  Decholin,®  (dehydrocholic  acid,  Ames),  50  mg. 
desoxycholic  acid,  and  50  mg.  dioctyl  sodium  sulfosuccinate,  in  each  trapezoid-shaped, 
yellow  Trablet.  Bottles  of  100. 

*Ames  t.m.  for  trapezoid-shaped  tablet.  muio 


AMES 

COMPANY,  INC 
Klkhcsft  • Indiana 
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COCKS-CLARK 

ENGRAVING  CO. 

PHOTOENGRAVERS 

DESIGNERS 

ZlOO  ARAPAHOE  $T. 

= DENVER  2, COLORADO 


PROMPT  SERVICE 


l^oucheVowctefv 


For  Refreshing  Feminine  Daintiness 


(FORTIFIED  TRIPLE  STRENGTH) 
Buffered  to  control  a normal  vaginal  pH. 

The  new,  improved  P.A.F.  formula  now  in- 
cludes— sodium  louryl  sulfate  and  alkyl  aryl 
sulfonate,  providing  high  surface  detergent 
activity  in  acid  and  alkaline  media. 

P.A.F. 's  low  surface  tension  increases  pene- 
tration into  the  vaginal  rugae  and  dissolution 
of  organisms  including  trichomonas  and 
fungus. 

P.A.F.'s  high  surface  activity  liquefies  viscus 
mucus  on  vaginal  mucosa,  releasing  accumu- 
lated debris  in  the  vaginal  tract. 
Non-irritating,  non-staining,  no  offensive 
after-odor. 


G.  M.  CASE  LABORATORIES 


The  Emory  John  Brady  Hospital 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 


For  the  care  and  treatment  of  Psychiatric  disorders. 
Individual  and  Group  Psychotherapy  and  Somatic  Therapies. 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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'B.W.  & Co.’  ‘Sporin’  Ointments 
rarely  sensitize . . . 
give  decisive  bactericidal  action 
for  most  every  topical  indication 


‘CORTISPORIN’ 


brand  Ointment 


(g)  Broad-spectrum  antibac* 
terial  action— plus  the 
soothing  anti-inflam- 
matory, antipruritic  ben- 
efits of  hydrocortisone. 


" 'IT** — — 


The  combined  spectrum 
of  three  overlapping 
I antibiotics  will  eradicate 
virtually  all  known  top- 
ical bacteria. 


‘NEOSPORIN 


brand  Antibiotic  Ointment 


‘POLYSPORIN 


brand  Antibiotic  Ointment 


A basic  antibiotic  com- 
bination with  proven 
effectiveness  for  the 
topical  control  of  gram- 
positive and  gram-nega- 
tive organisms. 


Contents  per  Gm. 

‘Polysporin’® 

‘Neosporin’® 

‘Cortisporin’® 

‘Aerosporin’®  brand 
Polymyxin  B Sulfate 

10,000  Units 

5,000  Units 

5,000  Units 

Zinc  Bacitracin 

500  Units 

400  Units 

400  Units 

Neomycin  Sulfate 

— 

5 mg. 

5 mg. 

Hydrocortisone 

10  mg. 

Supplied; 

Tubes  of  1 oz., 

Vi  oz.  and  Vs  oz. 

(with  ophthalmic  tip) 

Tubes  of  1 oz., 

Vi  oz.  and  Va  oz. 

(with  ophthalmic  tip) 

Tubes  of  Vi  oz.  and 

Vi  oz.  (with 
ophthalmic  tip) 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  New  York 
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Health  insurance  benefits 
double  in  five  years 

American  families  received  about  $3.1  billion 
in  benefits  under  voluntary  health  insurance  dur- 
ing a 12-month  period  in  1957-58,  Health  Informa- 
tion Foundation  reported  recently — more  than 
double  the  amount  for  a similar  period  five  years 
earlier. 

In  its  monthly  statistical  bulletin,  Progress  in 
Health  Services,  the  foundation  published  the  third 
in  a series  of  preliminary  reports  on  a study  made 
in  cooperation  with  the  National  Opinion  Research 
Center  of  the  University  of  Chicago.  A representa- 


Newton Optical 
Company 

GUILD  OPTICIANS 

Catering  to  Medical  Profession  Patronoge 

Phone  KEystone  4-8714 
309  1 6th  Street,  Denver 


^ 

I 

I A LOGICAL  ADJUNCT  TO  THE  i 
I WEIGHT-REDUCING  REGIMEN  . 

I I 

I ■ 

f meprobamate  plus  d-amphetamine . . . ^ 

i 

* reduces  appetite... elevates  mood... eases 
I tensions  of  dieting. ..without  overstimula-  ] 
1 tion,  insomnia  or  barbiturate  hangover.  : 

Dosage:  One  tablet  one-half  to  one  hour  before  each  meal. 

i 


meprobamate  400  mg.,  with  d-amphetamine  sulfate  5 mg.,  Tablets 


tive  cross-section  of  American  families  were  inter- 
viewed at  length  about  what  kinds  of  medical 
services  they  use  and  how  they  pay  for  these 
services. 

The  average  insured  family  in  1957-58  had  $80 
in  benefits  from  voluntary  health  plans,  the  foun- 
dation revealed.  This  is  an  increase  of  78  per  cent 
over  the  $45  reported  in  a comparable  survey  for 
1952-53. 

Insurance  benefits  now  pay  for  24  per  cent  of 
the  average  insured  family’s  total  bill  for  hospital, 
medical,  dental,  and  other  health  services.  Five 
years  earlier  the  figure  was  only  19  per  cent. 

One  of  the  most  significant  findings  of  the 
survey  is  that  families  with  unusually  heavy  costs 
for  health  care  have  been  helped  the  most  by 
recent  increases  in  insurance  benefits. 

For  example,  families  with  health  costs  of 
$1,000  and  over  averaged  $572  in  benefits  for 
1957-58  against  only  $362  in  1952-53.  Families 
spending  between  $750  and  $1,000  in  1957-58  re- 
ceived $257  in  benefits,  while  comparable  families 
in  1952-53  received  only  $204. 

Among  families  with  annual  expenses  of  $500 
or  more  in  1957-58,  only  24  per  cent  have  50  per 
cent  or  more  of  their  total  bill  reimbursed  by  in- 
surance. Benefits  paid  these  high-cost  families  can 
be  increased,  as  can  the  proportion  of  families  who 
receive  this  protection  against  high  costs,  provided 
the  public  is  willing  to  bear  the  cost  of  increased 
protection. 


Sometime  soon 

(Like  Today) 

you  should  call 

Publishers  Press 

1830  CURTIS  STREET,  DENVER  2 

for  your 


PRINTINQ  NEEDS 


We  Print  . . . 

CATALOGS,  MAGAZINES,  BOOKLETS, 
FOLDERS,  NEWSPAPERS,  PAMPHLETS, 

REPRINTS,  LETTERHEADS,  BROCHURES 

and  many  other  items! 

and  pride  ourselves  in  the 
personal  attention  we  give! 

Call  KEystone  4-4257 

Leo  Brewington  Ralph  Rauscher 
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A biochemical  compound 
used  to  diminish  intestinal 
gas  in  healthy  persons 
and  those  patients  having 
digestive  disorders  ■ 


UNUUISE 


Each  Kanulase  tablet  contains  Dorasef 
320  units. combined  with  pepsin,  N.F., 
150  mg.;  glutamic  acid  HCI,  200  mg.; 
pancreatin,N.F.,500mg.;oxbileextract, 
100  mg.  Dosage:  1 or  2 tablets  at  meal- 
time. Supplied:  Bottles  of  50  tablets. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 
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Use  of  pHisoHex  for  washing  the  skin  aug- 
ments any  other  therapy  for  acne  — brings 
better  results.  Now,  pHisoAc  Cream,  a new 
acne  remedy  for  topical  application,  sup- 
presses and  masks  lesions  — dries,  peels  and 
degerms  the  skin.  Together,  pHisoHex  and 
pHisoAc  provide  basic  complementary  topical 
therapy  for  acne. 

pHisoHex,  antibacterial  detergent  with  3 per 
cent  hexachlorophene,  removes  soil  and  oil 
better  than  soap  — provides  continuous  de- 
germing  action  when  used  often.  pHisoHex  is 
nonalkaline,  nonirritating  and  hypoallergenic. 

When  pHisoAc  Cream  is  used  with  pHisoHex 
washings,  it  unplugs  follicles,  helps  prevent 


development  of  comedones,  pustules  and 
scarring.  New  pHisoAc  Cream  is  flesh-toned, 
not  greasy.  It  contains  colloidal  sulfur  6 per 
cent,  resorcinol  1.5  percent,  and  hexachloro- 
phene 0.3  per  cent  in  a specially  prepared 
base.  pHisoAc  is  pleasant  to  use. 

A new  “self-help”  booklet.  Teen-aged?  Have 
acne?  Feel  lonely?,  gives  important  psycho- 
logic first  aid  for  patients  with  acne  and 
describes  the  proper  use  of  pHisoHex  and 
pHisoAc.  Ask  your  Winthrop  representative 
for  copies. 

pHisoAc  is  available  in  IV2  oz.  tubes  and 
pHisoHex  is  available  in  5 oz.  plastic  squeeze 
bottles  and  in  bottles  of  16  oz. 


pHisoHex"  and  pHisoAc  for  acne 

■ * trademark 


' LABORATORIES  1 
New  York  18.  H.  Y. 
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CARDIOtoGY 


UROLOGY^ 


WINE  has  been  used  with  excellent  effect  for  the 
relief  of  pain,  discomfort,  apprehension  and  anxiety 
in  angina  pectoris,  thromboangiitis  obliterans, 
Raynaud’s  disease  and  hypertension. 

The  judicious  use  of  WINE  can  brighten  the  other- 
wise monotonous,  unappealing  diet  in  renal  disease. 
It  increases  glomerular  blood  flow,  stimulates 
diuresis,  is  nonirritating  to  the  kidneys. 

By  stimulating  appetite,  supplying  quick  energy 
source,  relaxing  tensions  and  increasing  morale,  the 
prudent  use  of  WINE  has  been  described  as  a balm 
for  the  convalescent  and  "milk”  for  the  aged. 

In  moderate  amounts  WINE  increases  gastric  secre- 
tion, relaxes  gastric  tension  and,  therefore,  is  a val- 
uable aid  in  the  treatment  of  anorexia,  hypochlor- 
hydria,  dyspepsia,  spastic  constipation  and  diarrhea. 


Recent  research* 
confirms  the  widening 

FIELD  for  WINE 


In  the  normal  diet  of  the  diabetic,  WINE  can  serve 
as  an  excellent  energy  source  which  does  not  re- 
DIABETES  quire  the  participation  of  insulin. 


These  and  other  therapeutic  uses  for  wine  are  dis- 
cussed in  *"Uses  of  Wine  in  Medical  Practice.” 
For  your  free  copy  write — Wine  Advisory  Board, 
717  Market  Street,  San  Francisco  3,  California. 
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“Gratifying”  relief  from 


for  your  patients  with 
‘low  back  syndrome’  and 
other  musculoskeletal  disorders 

POTENT  muscle  relaxation 
EFFECTIVE  pain  relief 
SAFE  for  prolonged  use 


stiffness  and  pain 


ing 

in  106 -patient  controlled  study 

{as  reported  in April  30,  1960) 

“Particularly  gratifying  was  the  drug’s  [SoMA’s] 
ability  to  relax  muscular  spasm,  relieve  pain,  and 
restore  normal  movement ...  Its  prompt  action, 
ability  to  provide  objective  and  subjective  assist- 
ance, and  freedom  from  undesirable  effects  rec- 
ommend it  for  use  as  a muscle  relaxant  and  anal- 
gesic drug  of  great  benefit  in  the  conservative 
management  of  the  low  back  syndrome’.” 

Kestler,  O.:  Conservative  Management  of  ”Low  Back  Syndrome" , 

J.A.M.A.  172:  2039  (April  30)  1960. 

FASTER  IMPROVEMENT— 79%  complete  or  marked 

improvement  in  7 days  (Kestler) 

EASY  TO  USE— Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 

SUPPLIED:  350  mg.,  white  tablets,  bottles  of  50. 

For  pediatric  use,  250  mg.,  orange  capsules,  bottles  of  50. 

Literature  and  samples  on  request. 


relief  from  stiffness  and  pain 


(CARISOPRODOL,  WALLACE) 


WALLACE  LABORATORIES.  CRANBURY,  NEW  JERSEY 


Keep  medical  education  on  the  march 


When  your  patient  needs  plasma,  you  make  sure  he  gets  it.  Right  now,  the 
medical  schools  of  our  nation  need  the  plasma  of  your  financial  aid— need 
it  badly— to  maintain  our  present  high  standards  in  medical  education. 

Since  the  days  of  Hippocrates,  who  declared  the  obligation  “. . . to  share 
my  substance  with  (the  student)  and  relieve  his  necessities  if  required,” 
doctors  have  contributed  of  their  substance  to  keep  medical  knowledge  on 
the  march.  Today  you  can  contribute  most  effectively  by  aiding  our  medical 
schools  through  gifts  to  AMEF. 

If  others  are  to  understand  this  need  and  offer  help,  the  medical  pro- 
fession must  take  the  lead  in  supporting  the  nation’s  medical  schools.  Make 
out  your  check  to  the  AMEF  today.  Every  cent  of  your  gift  will  go  to  the 
school— or  schools— of  your  choice. 


Give  to  the  American  Medical  Education  Foundation 

535  North  Dearborn  Street,  Chicago  lO,  Illinois 
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!;  In  acti\'e  people  who  won’t  take  time  to  eat  properly,  myadec  can  help  prevent  deficiencies  by 

providing  comprehensive  vitamin-mineral  support.  Just  one  capsule  a day  supplies  therapeutic 
doses  of  9 important  vitamins  plus  significant  quantities  of  11  essential  minerals  and  trace 
jli’  elements,  myadec  is  also  valuable  in  vitamin  depletion  and  stress  states,  in  convalescence,  in 
I chronic  disorders,  in  patients  on  salt-restricted  diets,  or  wherever  therapeutic  vitamin-mineral 

' supplementation  is  indicated. 

Each' MYADEC  Capsule  contains:  vitamins:  Vitamin  B12  crystalline— 5 meg.;  Vitamin  B2  (riboflavin)  — 10  mg.; 
j Vitamin  Be  (pyridoxipe  hydrochloride)  — 2 mg.;  Vitamin  Bi  mononitrate— 10  mg.;  Nicotinamide  (niacinamide)  — 

it  100  mg.;  Vitamin  C (ascorbic  acid)  — 150  mg.;  Vitamin  A— (7.5  mg.)  25,0OO  units;  Vitamin  D— (25  meg.)  1,000 

i units;  Vitamin  E (d-alpha-tocopheryl  acetate  concentrate)  — 5 I.U.  minerals:  (as  inorganic  salts)  Iodine— 0.15  mg.; 

1 Manganese— 1 mg.;  Cobalt— 0.1  mg.;  Potassium— 5 mg.;  Molybdenum— 0.2  mg.;  Iron— 15  mg.;  Copper— 1 mg.; 

Zinc— 1.5  mg.;  Magnesium— 6 mg.;  Calcium— 105  mg.;  Phosphorus— 80  mg.  Bottles  of  30,  100  and  250. 


PARKE.  DAVIS  & COMPANY 
Detroit  32,  Michigan 

27260 


a quick  “bite”... 
then  back 
to  the  grind  ? 
nutritional 
deficiency’s 
not  far  behind, 
prescribe... 

miailee 

high  potency  vitamin-mineral  supplement  “ 

PARKE-DAVIS 


24-HOUR  SERVICE 


MEDICAL  PROFESSION 

Now  available  in  exclusive  Medical-Dental  Building 
in  Montana's  largest  and  fastest  growing  city. 

For  information  write: 

BUILDING  MANAGER 

212  Medical  Arts  Building,  Great  Falls,  Montana 


Protection  against  loss  of  income  from 
accident  and  sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 


WANT  ADS 


ANESTHESIOLOGY — Opening  for  resident  in  Anes- 
thesiology in  an  active,  approved  program.  Depart- 
ment of  5 full-time  anesthesiologists.  Eligibility  for 
Illinois  licensure  required;  beginning  stipend  |400 
monthly.  Contact  Dr.  Wm.  DeWitt,  Department  of 
Anesthesiology,  St.  Joseph’s  Hospital,  Joliet,  Illinois. 

10-1-4 


MONTANA  CLINIC  has  excellent  immediate  opening 
for  Board  eligible  Obstetrician-Gynecologist  to  take 
over  established  practice.  No  initial  Investment,  early 
partnership,  rapid  promotion  to  top  income.  Write 
Box  10-2-4,  Rocky  Mountain  Medical  Journal,  835 
Republic  Bldg.,  Denver  2.  10-2-4 


WANTED — GENERAD  PRACTITIONER,  Eastern  Ne- 
vada, 6 man  group.  Excellent  starting  salary,  early 
increases,  fringe  benefits.  Modern  hospital  facilities. 
Write  or  call  J.  M.  Moore,  M.D.,  Chief  Surgeon,  Step- 
toe  Valley  Hospital,  East  Ely,  Nevada.  Phone  Ely, 
AMherst  4-4411.  10-4-2 


G.P.  ASSOCIATE  wanted  in  established  practice  in 
excellent  skiing,  hunting  and  fishing  area  in  Western 
Colorado.  Contact  Roger  D.  Niehoff,  M.D.,  Rifle, 
Colorado.  10-5-2 


LEAVING  MONTE  VISTA  September  15,  1960.  Excel- 
lent opportunity  for  one  or  two  men.  Reasonable. 
For  full  details  write  or  call  W.  W.  McKinley,  M.D., 
Monte  Vista,  Colo.  9-4-TF 


SPECIALIZED  BOOKKEEPING  SERVICE  for  doctors 
and  dentists.  Complete  financial  records,  monthly 
financial  statements,  aging  of  accounts,  taxes.  Fol- 
low-up service  on  accounts  by  phone  or  correspond- 
ence. Collection.  Your  place  of  business  or  mine. 
Denver  area.  HA.  9-7126.  9-2-3 


PSYCHIATRIST  WANTED — ?18,000  first  year,  Jr. 

partnership  second  year.  Associate  in  office  with  | 

two  psychiatrists,  Southern  Montana  college  town. 

Write  Box  9-4-2,  Rocky  Mountain  Medical  Journal, 

835  Republic  Building,  Denver  2.  9-4-2 


FULLY  EQUIPPED  OFFICE  with  records  in  Hayden, 
Colorado,  available.  15 -bed  community  hospital  also 
fully  equipped  in  the  town.  Previous  physician  grossed 
$28,240  in  1959.  Contact  Mr.  John  Reagan,  Hayden, 
Colorado.  8-1-3 


HAVE  LEFT  AN  EXCELLENT  PRACTICE  in  Keenes- 
burg,  Colorado,  available  to  interested  G.P.  Com- 
pletely equipped  office  on  lease  or  rental  basis. 
Keenesburg  is  38  miles  from  Denver  in  a fertile  farm 
area.  If  interested,  call  Carl  Flaxer,  M.D..  or  Eugene 
Schulman,  M.D.,  SK.  7-1278.  8-2-3 


WANTED;  G.P.  for  group  medical  practice  in  excel- 
lent ski,  hunting,  and  fishing  area  in  Montana. 
Write  Box  8-3-3,  Rocky  Mountain  Medical  Journal, 
835  Republic  Building,  Denver  2.  8-3-3 


MONEY  WANTED;  10%  interest.  Payable  monthly, 
if  desired.  Well  diversified  and  well  secured.  No 
minimum  nor  maximum  amount  to  qualify  for  full 
return.  No  mandatory  investment  period.  Time  tested. 
Write  for  full  particulars.  Box  7-1-12,  Rocky  Moun- 
tain Medical  Journal,  835  Republic  Bldg.,  Denver  2. 

7-1-12 


DOCTOR’S  OFFICE  SPACE  available  in  Perl  Mack 
Shopping  Center.  For  details  contact  Dr.  Charles 
Lapan,  7069  Pecos,  HArrison  9-3529.  7-2TF 


continued  on  next  page 
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A Bob  Cat  for  Service 

TEXACO  PRODUCTS 

300  South  Colorado  Boulevard 

Cow  Town,  Colo. 
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Handsome  Professional  Appointment  Book 
sent  to  you  FREE  upon  request 
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WANT  ADS — Continued 


RETIRING  OLDER  PHYSICIAN  desires  contact  with 
younger  man  interested  in  securing  good  used  office 
equipment,  and/or  new  location  in  booming  locality. 
Call  or  write  J.  E.  Otte,  M.D.,  142  West  Main,  Littleton, 
Colorado.  8-4-3 


CLINICAL  BUILDING.  Will  build  to  your  specifica- 
tions and  lease  or  sell  on  your  land  or  ours.  Denver 
area.  Financing  arranged.  Shaw  Brewer  Construction 
Company.  CH.  4-8157.  7-33 


FOR  SALE:  Burton  Spotlight,  $15.  Solar  Tomkins 
Suction  and  Ether  Unit  with  stand,  $125.  E.N.T. 
chair,  $40.  Baumonometer,  $20.  Cameron  Surgical 
Unit,  $75.  Microtherm  (Raytheon),  $325.  Maico  Stetha- 
tron,  $30.  Baby  Scales  (Professional),  $15.  Soap  Dis- 
penser (Foot  Operated),  $8.  Spencer  Bright  Line 
Haemocytometer,  $7.50.  Hospital  Bed  Complete  (New 
Mattress),  $45.  Corner  Table  (Blond),  $18.  Instruments 
of  all  kinds  at  about  1/3  cost.  The  equipment  is  all 
in  good  condition.  Call  or  write  Harry  G.  Knapp,  M.D., 
Rifle,  Colo.  6-2TF 


AVAILABLE  NOW,  office  space  for  physicians,  sur- 
geons, specialists.  New  addition  in  the  modern, 
air-conditioned  Arvada  West  Professional  Building, 
containing  occupied  prescription  pharmacy  and  three 
dentists.  Space  for  eight  doctors  with  custom  finish- 
ing to  suit  your  requirements.  Suburban  convenience 
near  new  million-dollar  Arvada  Square  Shopping 
Center,  and  adjacent  to  the  300  unit  Arvada  Square 
Garden  Apartments.  Off-street  parking  for  75  cars. 
Arvada  has  a population  of  22,000  people  and  is  the 
fastest  growing  suburban  city  in  the  Denver  metro- 
politan area,  with  only  six  medical  doctors  at  present. 
Write  or  phone  Mr,  O.  S.  Forsberg,  President,  Fors- 
berg  Development  Company,  10010  W.  59th  Place, 
Arvada  (Denver),  Colo.  Phone  HA  4-4455.  6-5TF 


INTERNIST,  PEDIATRICIAN  IMMEDIATELY:  Ex- 
panding long  established  group;  Colorado  city  of 
125,000;  two  years  or  more  training  essential;  good 
guarantee;  opportunity  partnership  three  years.  Pull 
information  to:  Box  6-6TP,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2.  6-6TF 


DOCTOR  WANTED:  Well  paying  general  practice. 

Growing  locality.  Complete  line  of  very  fine  equip- 
ment at  a sacrifice.  This  opportunity  should  be  inves- 
tigated. Write  Box  6-3TF,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2.  6-3TP 


EAst  2-361  1 


ajCon^  d LIMB  SHOP 

1478  BIRCH  STREET 
DENVER,  COLORADO 


ARTIFICIAL  ARMS  IVAN  LONG 

AND  LIMBS  CERTIFIED  PROSTHETIST 


EARNEST  DRUG 


217  1 6th  Street 

Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 


FRESH — CLEAN — COMPLETE 
PRESCRIPTION  STOCK 


Free  Delivery 


OPENING  FOR  ASSOCIATE  physician  in  established 
office  at  excellent  location  in  Northwest  Denver. 
Doctor  moving  enjoyed  large  practice,  very  substan- 
tial part  of  which  will  remain  for  new  doctor.  Re- 
maining associate  physician  is  well  established  in- 
ternist. For  details  and  inspection  call  GLendale 
5-7557.  5-8TF 


PARTNERSHIP  OPPORTUNITY  for  general  practi- 
tioner in  Denver  suburb.  Investment  required.  Send 
complete  resume.  Box  6-lTP,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2.  6-lTP 


PARTNERSHIP,  associate  or  entire  practice  plus 
house,  southern  part  of  Colorado.  Room  for  two 
men.  For  further  information  write  W.  W.  McKinley, 
M.D.,  Monte  Vista,  Colo.  6-4TF 


NEW  MEXICO:  Well-established  general  practice  of 
recently  deceased  physician  in  city  of  25,000.  New, 
completely  equipped  office  for  sale  or  lease.  Write: 
Box  5-lTF,  Rocky  Mountain  Medical  Journal,  835 
Republic  Bldg.,  Denver  2.  5-lTF 


ASSOCIATE  desired  for  an  excellent,  established  gen- 
eral practice  in  New  Mexico  town  of  12,000.  For 
information  call  FL.  5-1214  after  5 p.m.,  in  Denver, 
or  write:  Box  5-6TF,  Rocky  Mountain  Medical  Journal, 
835  Republic  Bldg.,  Denver  2.  5-6TF 


GENERAL  PRACTITIONER’S  office  for  sale  or  lease, 
40  W.  Alameda,  Denver.  Building  approximately  15 
years  old,  recently  remodeled  and  air  conditioned. 
Approximately  750  square  feet.  Possibility  of  assum- 
ing large  portion  of  present  neighborhood  and  indus- 
trial practice.  Present  owner  moving  to  Englewood 
to  practice  with  another  physician.  Write:  Box  3.-4TF, 
Rocky  Mountain  Medical  Journal,  836  Republic  Build- 
ing, Denver.  3-4TP 


NEVADA  COMMUNITIES  seeking  physicians  include 
Wells,  Carlin,  Austin,  Beatty,  Ploche,  and  Haw- 
thorne. Write  Mr.  Nelson  B.  Neff,  Executive  Secre- 
tary, Nevada  State  Medical  Association,  P.O.  Box  2790, 
Reno,  Nevada,  for  further  Information  regarding  these 
opportunities.  5-TF 


VACANCY  in  Denver  Medical  Clinic,  1401-  Jackson,  be- 
cause of  illness.  Four  rooms,  reception  room  and 
other  facilities,  including  large  off  street  parking. 
You  pay  only  rent  and  one-third  share  of  receptionist 
salary.  Pull  use  of  Clinical  and  X-ray  Laboratory  serv- 
ice including  supplies.  Lease  if  desired.  For  details 
call  DExter  3-6939.  7-TF 


A 

FOR  MEDICAL  MEN 

now  available  in  Denver's  exclusively 
Medical-Dental  Building  . . . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager. 

KE  4-5271 

REPUBLIC  BUILDING  CORPORATION 


1624  Tremont  Place  • Denver  2,  Colorado 


Quality  Drugs  Courteous  Service 


Jess  L.  Kincaid 

ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood 
and  Vicinity 
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senile 

anxiety 

disorientation 

agitation 

hostility 

irritability 

apprehension 

hysteria 

insomnia 

chronic  ' . - 

urticaria 

alcoholism 

menopausal 

syndrome 

neuro- 
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functional 

gastrointestinal 

disorders 

psychoneuroses 

tension 

headaches 

dysmenorrhea 

psychosomatic 

complaints 

situational 

stress 

asthma 

hyperactivity 

tics 

preoperative 

anxiety 

enuresis 

behavior 

problems 


ATARAX  ENCOMPASSES  MORE  PATIENT  NEEDS. ..LETS  YOU 
CHART  A SAFER,  MORE  EFFECTIVE  COURSE  TO  TRANQUILITY 


ATARAX  has  a wide  range  of  flexibility . . . from 
mild  adult  tensions  and  anxieties  to  full-blown 
alcoholic  episodes  . . . from  the  behavior  dis- 
orders of  childhood  to  the  emotional  problems 
of  old  age.  Why?  Because  it  gives  you  maximum 
adaptability  of  dosage  . . . works  quickly  and 
predictably  ...  is  unsurpassed  in  safety. 

ATARAX  offers  extra  pharmacologic  actions 
especially  useful  in  certain  troublesome  con- 
ditions. It  is  antihistaminic  and  mildly  anti- 
arrhythmic,  does  not  stimulate  gastric  secre- 
tions. Hence  it  is  well  suited  to  the  needs  of 
your  allergic,  cardiac  and  ulcer  patients. 

Have  you  discovered  all  the  benefits  of 

ATARAX? 

Dosage:  Adults,  one  25  mg.  tablet,  or  one  tbsp.  Syrup 
q.i.d.  Children,  3-6  years,  one  10  mg.  tablet  or  one  tsp. 
Syrup  t.i.d.;  over  6 years,  two  10  mg.  tablets  or  two  tsp. 
Syrup  t.i.d. 


Supplied:  Tiny  10  mg.,  25  mg.,  and  100  mg.  tablets,  bot- 
tles of  100.  Syrup,  pint  bottles.  Parenteral  Solution; 
25  mg./cc.  in  10  cc.  multiple-dose  vials;  50  mg./cc.  in 
2 cc.  ampules.  Prescription  only. 

Complete  bibliography  available  on  request. 
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(BRAND  OF  HYDROXYZINE) 

PASSPORT  TO  TRANQUILITY 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 

Science  for  the  World’s  Well-Being" 


VITERRA 


(g)  for  vitamin-mineral  supplementation 
capsules  • tastitabs® 
therapeutic  capsules 
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PERFECT! 


. . . that’s  the  only  condition  under  which 
City  Park-Brookridge  milk  is  produced.  For 
over  70  years  we  have  maintained  and  utilized 
the  most  modern  technique  and  equipment. 
In  fact,  many  doctors  have  personally  inspected 
and  approved  our  plant  and  facilities.  At 
City  Park-Brookridge  Farms,  nature’s  “most 
perfect  food”  is  produced  under  only  the  most 
perfect  conditions.  When  you  recommend  milk 
from  City  Park-Brookridge  farms  you  are 
assured  of  premium  quality  at  its  best. 

Office  and  Plant,  5512  Leetsdale  Drive 


• Farm,  Brighton,  Colorado 
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for  bacterial  pneumonias 


capsules 


The  Original  Tetracycline  Phosphate  Complex 


U.  S.  PAT.  NO.  2,791,609 


effective  control  of  pathogens.. .with  an  unsurpassed  record  of  safety  and  tolerance 


BRISTOL  LABORATORIES,  SYRACUSE,  NEW  YORK 


SUPPLY:  TETREX  Capsules-tetracycline  phosphate 
complex-each  equivalent  to  250  mg.  tetracycline  HCI 
activity.  Bottles  of  16  and  100. 

TETREX  Syrup-tetracycline  (ammonium  polyphosphate 
buffered)  syrup-equivalent  to  125  mg.  tetracycline  HCI 
activity  per  5 ml.  teaspoonful.  Bottles  of  2 fl.  oz.  and  1 pint. 
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4.860  CULTURES. 


In  a study  of  the  sensitivity  of  various  clinically  important  bacteria  to  six  ' 

common  antibacterial  substances,  Goodier  and  Parry^  report  . a greater 
proportion  of  the  individual  strains  within  the  various  genera  sensitive  to 
chloramphenicol.” 

Numerous  other  studies  draw  attention  to  the  continuing  sensitivity  of 
stubborn  pathogens  to  CHLOROMYCETIN. For  example,  Modarress  and 
co-workers  observe:  “The  versatile  chloramphenicol  was  useful  each  year.”^ 

Petersdorf  and  associates^  state:  “There  has  been  no  increase  in  resistance 
to  chloramphenicol . . . during  the  past  three  years.” 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms, 
including  Kapseals®  of  250  mg.,  in  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dys- 
crasias  have  been  associated  with  its  administration,  it  should  not  be  used  indis- 
criminately or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or 
intermittent  therapy. 

References:  (1)  Goodier,  T.  E.W.,  & Parry,  W.  R.:  Lancet  1:356,  1959.  (2)  Modarress,  Y.; 

Ryan,  R.  J.,  & Francis,  Sr.  C.:  }.  M.  Soc.  New  Jersey  57:168,  1960.  (3)  Petersdorf,  R.  G., 
et  al.:  Arch.  Int.  Med,  105:398,  1960.  (4)  Rebhan,  A.  W.,  & Edwards,  H.  E.:  Canad. 

M.A.J.  82:513,  1960.  (5)  Bauer,  A.  W.;  Perry,  D.  M.,  & Kirby,  W.  M.  M.:  J.A.M.A. 

173:475,  1960.  (6)  Olarte,  J.,  & de  la  Torre,  J.  A.:  Am.  /.  Trap.  Med.  8:324,  1959.  1 
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CLINICAL  REMISSION 

IN  A“PROBLEM”  ARTHRITIC 

In  disabling  rheumatoid  arthritis.  A 62-year-old  printer  incapacitated 
for  three  years  was  started  on  Decadron,  0.75  mg. /day.  Has  lost  no 
work-time  since  onset  of  therapy  with  Decaoron  one  year  ago.  Blood 
and  urine  analyses  are  normal,  sedimentation  rate  dropped  from  36 
to  7.  He  is  in  clinical  remission.* 

New  convenient  b.  i.d.  alternate  dosage  schedule;  the  degree  and  extent  of  relief  provided  by 
DECADRON  allows  for  b.  i.d.  maintenance  dosage  in  many  patients  with  so-called  “chronic”  condi- 
tions. Acute  manifestations  should  first  be  brought  under  control  with  a t.i.d.  or  q.i.d.  schedule. 

Supplied:  As  0.75  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets  in  bottles  of  100.  Also  available 
as  Injection  DECAORON  Phosphate.  Additional  information  on  DECADRON  is  available  to  physicians 
on  request.  DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

*From  a clinical  investigator's  report  to  Merck  Sharp  & Dohme. 


Dexamethasone 


TREATS  MORE  PATIENTS  M^  EFFECTIVELY 

MERCK  SHARP  & DOHME  • Division  of  Merck  & Co.,  Inc.,  West  Point,  PA. 


CH EM  I PEN 

,dSS>  j-  . I - 7<‘  1 .V : Pent ::  - 'in) 


ALL  THE  PHARMACOLOGIC  ADVANTAGES, 
ALL  THE  THERAPEUTIC  USEFULNESS  OF 
CHEMICALLY  IMPROVED  PENICILLIN 


Chemipen  is  Squibb's  brand  of  phenethicillln  potassium,  the 
new  advance  in  the  biosynthesis  of  penicillin.  When  you 
prescribe  Chemipen,  you  prescribe  ol]  the  advantages  of 
chemically  improved  penicillin. 


Supply:  Chemipen  Toblets  of  125  mg.  (200,000  u.)  and  250  mg.  (400,000 
u.),  bottles  of  24  and  100  tablets.  Chemipen  for  Syrup  (cherry-mint  fla- 
vored, non-alcoholic),  125  mg.  per  5 cc.,  60  cc.  bottles.  For  complete 
information  consult  package  insert  or  write  Professional  Service  Dept., 
Squibb,  745  Fifth  Avenue,  New  York  22,  N.  Y.  'chemipen'®  is  a squibs  trademark. 


SC^1I5B 


Squibb  Quality— the 
Priceless  Ingredient 


A variety  of  diet  dishes  to  choose  from.  Ham  ’n’  egg  rolls,  egg- 
plant casserole,  garden  beans,  oyster  stew,  gelatin  and— beer! 


The  secret  of  a successful 
low-purine  diet  is  acceptance 


The  acceptance  of  any  diet  depends  on  its  appetite  appeal.  And  this 
low-purine  diet  is  unusually  appetizing!  Ham  rolls  stuffed  with 
scrambled  eggs  or  chilled  egg  salad  make  a delicious  entree,  as  does  a 
casserole  of  eggplant  and  tomato  layered  alternately  with  cottage 
cheese. 

A dash  of  lemon  juice  flavors  fresh  vegetables  like  string  beans  and 
beets.  Fresh  skim  milk  mixed  with  dry  skim  milk  powder  add  a 
“creamy”  taste  to  oyster  stew.  Tuna-burgers  go  nicely  with  noodles. 
Fruits  and  gelatins  make  excellent,  easy  desserts,  while  corn  and  rice 
flakes  brighten  breakfasts. 


United  States  Brewers  Foundation 

If  you’d  like  reprints  of  this  and  11  other  different  diet  menus  for  your  patients, 
write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  N.Y.  17,  N.Y. 


With  your  approval, 
a glass  of  beer  can 
add  zest  to  your 
patient’s  diet. 

104  calories, 

17  mg,  Sodium/8  oz.  glass 
(Average  of  American  Beers) 
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Lifts  depression.. 


You  see  an  improvement  within  a few  days 

Thanks  to  your  prompt  treatment  and  the 

smooth  action  of  Deprol,  her  depression 
is  relieved  and  her  anxiety  and  tension 
calmed  — often  in  a few  days.  She  eats 
well,  sleeps  well  and  soon  returns  to  her 
normal  activities. 


as  it  calms  anxiety ! 


Smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety... 
rapidly  and  safely 


Balances  the  mood — no  “seesaw” 
effect  of  amphetamine -barbiturates 
and  energizers.  While  amphetamines 
and  energizers  may  stimulate  the  patient 
—they  often  aggravate  anxiety  and 
tension. 

And  although  amphetamine-barbiturate 
combinations  may  counteract  excessive 
stimulation—i/tey  often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects, 
DeproFs  smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety— both  at  the 
same  time. 


Acts  swiftly  — the  patient  often  feels 
better,  sleeps  better,  within  a few 
days.  Unlike  the  delayed  action  of  most 
other  antidepressant  drugs,  which  may 
take  two  to  six  weeks  to  bring  results, 
Deprol  relieves  the  patient  quickly  — often 
within  a few  days.  Thus,  the  expense  to 
the  patient  of  long-term  drug  therapy  can 
be  avoided. 

Acts  safely  — no  danger  of  liver 
damage.  Deprol  does  not  produce  liver 
damage,  hypotension,  psychotic  reactions 
or  changes  in  sexual  function— frequently 
reported  with  other  antidepressant  drugs. 


BibUog^aphy  (13  clinical  studies,  858  patients);^.  Alexander,  L.  (35  patients);  Chemotherapy 
of  depression  — Use  of  meprobamate  combined  with  benactyzine  (2-diethylaminoethyl  benzilate)  hydrochlo- 
ride. J.A.M.A.  166:1019,  March  1,  1958.  2.  Bateman,  J.  C.  and  Carlton,  H.  N.  (50  patients);  Meprobamate 
and  benactyzine  hydrochloride  (Deprol)  as  adjunctive  therapy  for  patients  with  odvanced  cancer.  Antibiotic 
Med.  & Clin.  Therapy  6;648,  Nov.  1959.  3.  Beerman,  H.  M.  (44  patients);  The  treatment  of  depression  with 
meprobamate  and  benactyzine  hydrochloride.  Western  Med.  1:10,  March  1960.  4.  Bell,  J.  L.,  Tauber,  H., 
Santy,  A.  and  Pulito,  F.  (77  patients):  Treatment  of  depressive  states  in  office  practice.  Dis.  Nerv.  System 
20:263,  June  1959.  5.  Breitner,  C.  (31  patients):  On  mental  depressions.  Dis.  Nerv.  System  20:142,  (Section 
Two),  May  1959.  6.  Gordon,  P.  E.  (50  patients);  Deprol  in  the  treatment  of  depression.  Dis.  Nerv.  System 
21:215,  April  1960.  7.  Landman,  M.  E.  (50  patients):  Clinical  trial  of  a new  antidepressive  agent.  J.  M.  Soc. 
New  jersey.  In  press,  1960.  8.  McClure,  C.  W.,  Papas,  P.  N.,  Speore,  G.  S.,  Palmer,  E.,  Slattery,  j.  J., 
Konefal,  S.  H.,  Henken,  B.  S.,  Wood,  C.  A.  and  Ceresia,  G.  B.  (128  patients):  Treatment  of  depression  - New 
technics  and  therapy.  Am.  Pract.  & Digest  Treat.  10:1525,  Sept.  1959.  9.  Pennington,  V.  M.  (135  patients): 
Meprobamate-benactyzine  (Deprol)  in  the  treatment  of  chronic  brain  syndrome,  schizophrenia  and  senility. 
J.  Am.  Geriatrics  Soc.  7:656,  Aug.  1959.  10.  Rickels,  K.  and  Ewing,  J.  H.  (35  patients):  Deprol  in  depressive 
conditions.  Dis.  Nerv.  System  20:364,  (Section  One),  Aug.  1959.  11.  Ruchwarger,  A.  (87  patients);  Use  of 
Deprol  (meprobamate  combined  with  benactyzine  hydrochloride)  in  the  office  treatment  of  depression. 
M.  Ann.  District  of  Columbia  28:438,  Aug.  1959.  12.  Settel,  E.  (52  patients);  Treatment  of  depression  in  the 
elderly  with  a meprobamate-benactyzine  hydrochloride  combination.  Antibiotic  Med.  & Clin.  Therapy  7:28, 
Jan.  1960.  13.  Splitter,  S.  R.  (84  patients);  Treatment  of  the  anxious  patient  in  general  practice.  J.  Clin.  & 
Exper.  Psychopath.  In  press,  April-June  1960. 


Deprol^’ 


Dosage:  Usual  starting  dose  is  1 tablet  q.i.d.  When 
necessary,  this  dose  may  be  gradually  increased  up  to 
3 tablets  q.i.d. 

Composition:!  mg.  2-diethylaminoethyl  benzilate  hydro- 
chloride (benactyzine  HCl)  and  400  mg.  meprobamate. 
Supplied:  Bottles  of  50  light-pink,  scored  tablets.  Write 
for  literature  and  samples. 

WALLACE  LABORATORIES/Cranbury,  N.  J. 


CD-2843 


Therapeutic 

confidence 

Panalba  is  effective  against 
more  than  30  commonly 
encountered  pathogens 
including  staphylococci 
resistant  to  other  antibiotics. 
Right  from  the  start, 
prescribing  it  gives  you  a 
high  degree  of  assurance 
of  obtaining  the  desired 
anti-infective  action  in  this 
as  in  a wide  variety  of 
bacterial  diseases. 

Supplied:  Capsules,  each 
containing  Panmycin* 
Phosphate  (tetracycline 
phosphate  complex ) , 
equivalent  to  250  mg. 
tetracycline  hydrochloride, 
and  125  mg.  Albamycin,* 
as  novobiocin  sodium,  in 
bottles  of  16  and  100. 

•Trademark.  Reg.  U.  S.  Pat.  Off. 


The  Upjohn  Compa 
Kalamazoo,  Michigi 


Panama 


your  broad-spectrum 
antibiotic  of  firs/  resort 


Upjohn 


now-for 
more  comprehensive 


-pain  due  to 
or  associated  with 


-spasm  of  skeletal  muscle 

<z,  neauauscle  relaxant -aud^esic 


n gm  rise  sp^m  of  skeletal  muscles. 
axant-analgesiC)  treats  both  the  pain  and 
nical  itudies  on  311  patients,  12  investigators^ 
Ea^  Robaxisal  Tablet  contains : 


widelf:  recogni^d  for  its  prompt,  long-lasting  relief  of 
sual  freedom  from  undesired  side  effects 400  mg. 

*Methocadiii&>l  Robiiu.  U.S.  Pat.  No.  2770649- 

se  pain-relieving  effect  is  markedly  enhanced  by  Robaxin, 
nti-infiaiinnatmy  and  anti-rheumatic  agent. ...  (5  gr.)  32S  mg. 

...or  when  anxiety  accompanies  pmn  and  spasm:  Robaxisai,®-PH 
(Robaxin®  with  Phenaphen®).  Sedative-enhanced  analgesic  and  skeletal 
muscle  relaxant.  Each  two  white-and-green  laminated  Robaxisal-PH  tab- 
lets contain : methocarbamfil  800  mg.,  plus  the  equivalent  of  one  Phenaphen 
capsule  (phenaceda  194iiig.,  acetylsalicylic  acid  162  mg.,  hyoscyamine  sul- 
-fate  0.031  mg.,  and  gr.  phenobarbital  16.2  mg.).  Bottles  of  100  an^JOO. 

Inc.,  from:  J.  Allen.  Madison.  Wise.,  B.~BiIlaw.  Nev  York,  N.  IfaB.  Decker,  Richmond,  Vs., 
n.  New  York.  N-  Y..  Ji^E.  HolmAlad.  Scheoeendy;  N.  Y.,  L.  Levy,  New  York.  N.  Y..  N.  LoBuc. 

I Asm^^Cal.,  E.  Rogers,  Brooklyn,  N.  Y.,  K.  H.  Strong,  Fairfield,  la. 
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Neutralization 
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aluminum  hydroxide 


At 
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neutralization 
is  much 
faster  and 
twice 
as  long 
with 


Following  determination 
of  basal  secretion, 
intragastric  pH  was 
continuously  determined 
by  means  of  frequent 
readings  over  a 
two-hour  period. 


Minutes  20  40  60  80  100  120 


New  PDFAI 

UIAI  IhrANTACID 

Ulltfll 

fIflUll  TABLETS 

New  York  18,  N.  Y. 


New  proof  in  vivo*  of  the  much  greater  efficacy  of  new  Creamalin 
tablets  over  standard  aluminum  hydroxide  has  now  been  ob- 
tained. Results  of  comparative  tests  on  patients  with  peptic  ulcer, 
measured  by  an  intragastric  pH electrode, show  that  newCreamalin 
neutralizes  acid  from  40  to  65  per  cent  faster  than  the  standard 
preparation.  This  neutralization  (pH  3.5  or  above)  is  maintained 
for  approximately  one  hour  longer. 

New  Creamalin  provides  virtually  the  same  effects  as  a liquid 
antacid^  with  the  convenience  of  a tablet. 

Nonconstipating  and  pleasant-tasting,  new  Creamalin  antacid 
tablets  will  not  produce  "acid  rebound"  or  alkalosis. 

Each  new  Creamalin  antacid  tablet  contains  320  mg.  of  specially 
processed,  highly  reactive,  short  polymer  dried  aluminum  hy- 
droxide gel  (stabilized  with  hexitol)  with  75  mg.  of  magnesium 
hydroxide.  Minute  particles  of  the  powder  offer  a vastly  increased 
surface  area  for  quicker  and  more  complete  acid  neutralization. 
Dosage;  Gastric  hyperacidity — from  2 to  4 tablets  as  necessary.  Peptic 
ulcer  or  gastritis  — from  2 to  4 tablets  every  two  to  four  hours.  Tablets  may 
be  chewed,  swallowed  whole  with  water  or  milk,  or  allowed  to  dissolve 
in  the  mouth.  How  supplied:  Bottles  of  50,  100,  200  and  1000. 

1.  Data  in  the  files  of  the  Department  of  Medical  Research,  Winthrop 
Laboratories.  2.  Hinkel,  E.  T.,  Jr.;  Fisher,  M.  P.,  and  Tainter,  M.  L.:  J.  Am. 
Pharm.  A.  (Scient.  Ed.)  48:384,  July,  1959. 

for  peptic  ulcera  gastritisa  gastric  hyperacidity 
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Proved  by  a Decade  of  Experience 
Confirmied  by  1700  Published  Reports 
Attested  by  World-Wide  Usage 


in  arthritis  and  allied 
disorders 


Butazolidin^! 

brand  of  phenylbutazone 

Geigy 


Since  its  anti-inflammatory  properties 
were  first  noted  in  Geigy  laboratories  10 
years  ago,  time  and  experience  have 
steadily  fortified  the  position  of 
Butazolidin  as  a leading  nonhormonaf 
anti-arthritic  agent.  Indicated  in  both 
chronic  and  acute  forms  of  arthritis, 
Butazolidin  is  noted  for  its  striking 
effectiveness  in  relieving  pain, 
increasing  mobility  and  halting 
inflammatory  change. 


Butazolidin®,  brand  of  phenylbutazone: 
Red,  sugar-coated  tablets  of  100  mg. 
Butazolidin®  Alka:  Orange  and  white 
capsules  containing  Butazolidin  100  mg.; 

; dried  aluminum  hydroxide  gel  100  mg.; 
magnesium  trisilicate  150  mg.; 
bomatropine  methylbromide  1.25  mg. 

Geigy,  Ardsley,  New  York  ^ 
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Hydroflumethiazide  • Reserpine  • Protoveratrine  A 


An  integrated  multi-therapeutic 
antihypertensive,  that  combines  in  balanced  pro- 


In  each  SALUTENSIN  Tablet: 

Saluron®  (hydroflumethiazide)  — 

a saluretic-antihypertensive  50  mg. 

Reserpine  — a.  tranquilizing  drug  with 

peripheral  vasorelaxant  effects  0.125  mg. 

Protoveratrine  A — a centrally  mediated 

vasorelaxant 0.2  mg. 


portions  three  clinically  proven  antihypertensives. 


Comprehensive  information  on  dosage  and  precautions 
in  official  package  circular  or  available  on  request. 


BRISTOL  LABORATORIES  • Syracuse,  New  York 


Pain  Reliever 


Professional  confidence  in  the  uniformity, 
potency  and  purity  of  Bayer  Aspirin  is  evi- 
denced by  ever  increasing  recommendation. 
Bayer  Aspirin  is  the  most  widely  accepted 
brand  of  analgesic  the  world  has  ever  known. 

We  welcome  your  requests  for  samples 
of  Bayer  Aspirin  and  Flavored  Bayer  Aspirin 
for  Children. 


THE  BAYER  COMPANY,  DIVISION  OF  STERLING  DRUG  INC.,  1450  BROADWAY.  NEW  YORK  18.  N.Y. 


Efficacy  and  expanding  clinical  use  are  making  Naturetin  the 
diuretic  of  choice  in  edema  and  hypertension,  it  maintains  a 
favorable  urinary  sodium-potassium  excretion  ratio,  retains  a 
balanced  electrolyte  pattern,  and  causes  a relatively  small  in- 
crease in  the  urinary  pH.^  More  potent  than  other  diuretics, 
Naturetin  usually  provides  18-hour  diuretic  action  with  just  a 
single  5 mg.  tablet  per  day  — economical,  once-a-day  dosage 
for  the  patient.  Naturetin  c K — for  added  protection  in  those 
special  conditions  predisposing  to  hypokalemia  and  for  patients 
on  long-term  therapy. 


Supplied:  Naturetin  Tablets,  5 mg.,  scored,  and  2.5  mg.  Naturetin 
c K (5  c 500)  Tablets,  capsule-shaped,  containing  5 mg.  ben- 
zydroflumethiozide  and  500  mg.  potassium  chloride.  Naturetin 
c K (2.5  c 500)  Tablets,  capsule-shaped,  containing  2.5  mg. 
benzydroflumethiazide  and  500  mg.  potassium  chloride.  For  com- 
plete information  consult  package  circular  or  write  Professional 
Service  Dept.,  Squibb,  745  Fifth  Avenue,  New  York  22,  N.  Y. 
References:  1.  David,  N.  A.;  Porter,  G.  A.,  and  Gray,  R.  H.; 
Monographs  on  Therapy  5:60  (Feb.)  1960.  2.  Ford,  R.  V.:  Current 
Therap.  Res.  2:92  (Mar.)  1960. 


I‘.. extraordinarily  effective  diuretic..”' 


Naturetin  Naturetin^K  A 


Squibb  Benzydroflumethiazide  Squibb  Benzydroflumethiazide  with  Pn-'-ieei.im  Chloride 


'NATUnCTIN'®  IB  A MUISN  TMOtMAftK. 
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the  complaint:  “nervous  indigestion” 


the  diagnosis:  any  of  several  nonspecific  and  functional 
gastrointestinal  disorders  requiring  relief  of  symptoms 
by  sedative-antispasmodic  action  with  concomitant 
digestive  enzyme  therapy. 

the  prescription;  a new  formulation  incorporated  in 
an  enteric-coated  tablet,  providing  the  multiple  actions 
of  widely  accepted  Donnatal®  and  Entozyme.® 

the  dosage:  two  tablets  three  times  a day,  or  as  in- 
dicated. 


in  the  gastric-soluble  outer  layer: 


Hyoscyamine  sulfate 0.0518  mg. 

Atropine  sulfate 0.0097  mg. 

Hyoscine  hydrobromide 0.0033  mg. 

Phenobarbital  (%  gr.) 8.1  mg. 

Pepsin,  N.  F 150  mg. 

in  the  enteric-coated  core: 

Pancreatin,  N.  F 300  mg. 

Bile  salts 150  mg. 


antispasmodic  • sedative  • digestant 


DONNAZYME 


A.  H.  ROBINS  COMPANY,  INCORPORATED 


RICHMOND  20,  VIRGINIA 


more 

effective 

than 


alone  in 
a n t i r h e u m at  ic 
therapy 


PABALATE 


&bins| 


COMBINING  MUTUALLY  SYNERGISTIC  NON-STEROID  ANTIRHEUMATICS 


“superior  to  aspirin”  — . evidence  seems  to  indicate  that 

the  concurrent  administration  of  para-aminobenzoic  and  sali- 
cylic acid  [as  in  Pabalate]  produces  a more  uniformly  sus- 
tained level  for  prolonged  analgesia  and,  therefore,  is  superior 
to  aspirin  in  the  treatment  of  chronic  rheumatic  disorders.”  ^ 


In  each  yellow  enteric-coated  PABALATE  tablet: 


Sodium  salicylate  (5  gr.) 0.3  Gm. 

Sodium  para-aminobenzoate  (5  gr.)  0.3  Gm. 

Ascorbic  acid  ..:,..^:.::,.:.50.0  mg.. 


For  the  patient  who  should  avoid  sodiuro 

PABALATE-SODIUM  FREE 

Samf  fortiiulg  as  Pabalate,  with  sodium  salts  replaced  by  potassium  salts  (pink) 


For  the  patient  who  requires  steroids 


Pabalate  with  Hydrocortisone 


In  each  light  blue  enteric-coated  PA:BALATE-HC  tablet: 


Hydrocortisone  2.5  mg. 

Potassium  salicylate  (5  gr.) 0.3  Gm. 

Potassium  para-aminobenzoate  (5gr.) 0.3  Gm. 

Ascorbic  acid 50.0  mg. 


1.  Ford,  R.  A.,  and  Blanchard,  K.:  Journal-Lancet  78:185,  1958. 

A.  H.  ROBINS  CO.,  INC.,  Richmond  20,  Virginia 


in  common 
Gram-positive 
infections 
due  to 
susceptible 
organisms 

YOU  CAN 
COUNT  ON 

m 

(triacetyloleandomycin) 

even 
in  many 
resistant 
Staph^ 


1,928  published  cases  in  the  two  years  since 
TAO  was  released  for  general  use  show: 

94.3%  effectiveness  in  respiratory  infections  (617  cases 

including  tonsillitis,  staphylococcal  and  streptococcal  pharyngi- 
tis, bronchitis,  infectious  asthma,  broncho -pneumonia,  lobar 
pneumonia,  bronchiectasis,  lung  abscess,  otitis.) 

You  can  count  on  TAO. 

92%  effectiveness  in  skin  and  soft  tissue  infections  (900 

cases  including  pyoderma,  impetigo,  acne,  infected  skin  disor- 
ders, wounds,  incisions  and  burns,  furunculosis,  abscess,  celluli- 
tis, chronic  ulcer,  adenitis.)  You  can  count  on  TAO. 

87.1%  effectiveness  in  genitourinary  infections  (349 

cases  including  urethritis,  cystitis,  pyelitis,  pyelonephritis,  orchi- 
tis, pelvic  inflammation,  acute  gonococcal  urethritis,  lympho- 
granuloma venereum.)  You  can  count  on  TAO. 

75.8%  effectiveness  in  diverse  infections  (62  cases  includ- 
ing fever  of  undetermined  origin,  peritoneal  abscess,  osteitis, 
periarthritis,  septic  arthritis,  staphylococcal  enterocolitis,  gas- 
troenteritis, carriers  of  staphylococci.)  You  can  count  on  TAO. 

95.6%  of  1,928  cases  free  of  side  effects-in  the  remain- 
ing 4.4%,  reactions  were  chiefly  mild  gastrointestinal  disturb- 
ances which  seldom  necessitated  discontinuance  of  therapy. 

*ln  884  of  1,928  cases  the  causative  organisms  were  mostly 
staphylococci.  The  majority  of  clinical  isolates  were  found  to  be 
resistant  to  at  least  one  of  the  commonly  used  antibiotics  and 
many  patients  had  failed  to  respond  to  previous  therapy  with  one 
or  more  antibiotics.  TAO  proved  93.4%  effective  in  these  884 
cases. 

Complete  bibliography  available  on  request. 

DOSAGE:  varies  according  to  severity  of  infection.  Usual  adult 
dose— 250  to  500  mg.  q.i.d.  Usual  pediatric  dose:  3-5  mg./lb. 
body  weight  every  6 hours. 

NOTE:  In  some  children,  when  TAO  was  administered  at  considerably 
higher  than  therapeutic  levels  for  extended  periods,  transient-jaundice 
and  other  Indications  of  liver  dysfunction  have  been  noted.  A rapid  and 
complete  return  to  normal  occurred  when  TAO  was  withdrawn. 

SUPPLY:  TAO  CAPSULES-250  mg.  and  125  mg., bottles  of  60. 
TAO  ORAL  SUSPENSION  — 125  mg.  per  5 cc.  when  reconstituted, 
palatable  cherry  flavor,  60  cc.  bottles.  TAO  PEDIATRIC  DROPS— 
100  mg.  per  cc.  when  reconstituted,  flavorful;  special  calibrated 
dropper,  10  cc.  bottles.  INTRAMUSCULAR  or  INTRAVENOUS - 
10  cc.  vials,  as  oleandomycin  phosphate. 

OTHER  TAO  FORMULATIONS  ALSO  AVAILABLE:  TA0®-AC  aao,  analgesic, 
antihistaminic  compound)  capsules,  bottles  of  36.  TAOMID®  (Tao  with 
Triple  Sulfas)— tablets,  bottles  of  60.  Oral  Suspension— 60  cc.  bottles. 

For  nutritional  support  VITERR^Vitamins  and  Minerals 

Formulated  from  Pfizer’s  line  of  fine  pharmaceutical  products. 


New  York  17,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Science  for  the  World’s  Well-Being'' 
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THE  HOSPITAL  BENEFIT  ASSURANCE  PLAN 
GUARANTEED  RENEWABLE 
FOR  LIFE 


the  h.  B.  a.  BIEE 

.....  cinlSAf 


UM  ano  msabu> 


home 


office.  FIRST  STREET  AT 


INSURANCE  company 


November  1»  I960 

Re:  Simplified  Claim  Service 


Dear  Doctor: 

Plan's  membership 

The  Hospital  “fast  claim  service 

.ard  system  for  Simplified;  _ 
is  acclaimed  by  many  doctor 

reason.  , 

Ihe  membership  card.  ”“®"i““triUaterthe'’claim. 
entrance  into  the ^hospital, ^ 

:^iL:rrh: ::::  f-  -n^thy  datm  forms  in  abc 

all  but  5%  of  our  cases. 

tn  vou  for  your 

This  claim  system  speeds  payme 

services.  _ 

■nc  for  various  surgical 

A schedule  of  allowances  for^^^  describing 

procedures  is  f . ^sprance  Plan.  K y°d 

tne  Hospital  Bandit  note 

ronrof°vouf 

+ rv  send  you  one. 
happy  to  sena  y 


Very  truly  yours. 


Duke  R.  Gaskins, 
Medical  Director 


M.Di 


DRG/rme 


Offices  in : 

232  Continental-Terrace  Building 
2785  North  Speer  Blvd. 
Denver  11,  Colorado 
422  Continental  Bank  Building 
Salt  Lake  City,  Utah 


20 


Rocky  Mountain  Medical  Journal 


to 

contain 

the 

bacteria-prone 

cold 


safe  antibiosis 

Triacetyloleandomycin,  equivalent  to  oleandomycin 
125  mg.  This  is  the  URI  antibiotic,  clinically  effective 
against  certain  antibiotic-resistant  organisms. 

fast  decongestion 

Triaminic®,  25  mg.,  three  active  components  stop  run- 
ning noses.  Relief  starts  in  minutes,  lasts  for  hours. 

well-tolerated  analgesia 

Calurin®,  calcium  acetylsalicylate  carbamide  equivalent 
to  aspirin  300  mg.  This  is  the  freely-soluble  calcium 
aspirin  that  minimizes  local  irritation,  chemical  erosion, 
gastric  damage.  High,  fast  blood  levels. 


Tain  brings  quick,  symptomatic  relief  of  the  common 
cold  (malaise,  headache,  muscular  cramps,  aches  and 
pains)  especially  when  susceptible  organisms  are  likely 
to  cause  secondary  infection.  Usual  adult  dose  is  2 Inlay- 
Tabs,  q.i.d.  In  bottles  of  50.  IJ  only.  Remember,  to  con- 
tain the  bacteria-prone  cold... Tain. 


SMITH-DORSEY  • LINCOLN,  NEBRASKA 

a division  of  The  Wander  Company 
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Fiommn 


relieves  pain , 
mvscle  spasm, 
nervous  tension 


rapid  action  • non-narcotic  • economical 


“We  have  found  caffeine,  used  in  combination  with  acetylsalicylic  acid,  acetophenetidin, 

and  isobutylallylbarbituric  acid,  [Fiorinal]  to  be  one  of  the  most 

effective  medicaments  for  the  symptomatic  treatment  of  headache  due  to  tension.” 


Available;  Fiorinal  Tablets  and 
New  Form  — Fiorinal  Capsules 


,1 

1 


Friedman,  A.  P.,  and  Merritt,  H.  H.:  J.A.M.A.  i63:llll  (Mar.  30)  1957. 


Each  contains:  Sandoptal  (Allylbarbituric  Acid  N.F.  X) 

50  mg.  (3/4  gr.) , caffeine  40  mg.  (2/3  gr.) , acetylsalicylic  acid 
200  mg.  (3  gr.) , acetophenetidin  130  mg.  (2gr. ). 

Dosage:  1 or  2 every  four  hours,  according  to  need,  up  to  6 per  day. 


SANDOZ 


160-60 


whenever  depression 
complicates  the  picture 


In  many  seemingly  mild  physical  disorders 
an  element  of  depression  plays  an 
insidious  etioiogic  or  complicating  role. 

Because  of  its  efficacy  as  an  antidspres- 
: sant,  coupled  with  its  simplicity  of  usage, 
Tofranil  is  admirably  adapted  to  use  in  the 
home  or  office  in  these  milder  "depression- 
complicated”  cases. 


Tofranil 

l»ran«f  of  imiftramine  HCI 


hastens  recovery 


It  is  always  wise  to  recognize  that  depres- 
sion may  be  an  underlying  factor. . .that 
Tofranil  may  speed  recovery  in  "hypochon- 
driasis”; in  convalescence  when  recovery 
is  inexplicably  prolonged;  in  chronic  illness 
with  dejection;  in  the  menopausal  patient 
whose  emotional  disturbances  resist 
hormone  therapy;  and  in  many  other  com- 
parable situations  in  which  latent  depres- 
sion may  play  a part. 

Detailed  Literature  Available  on  Request. 

Tofranil®,  brand  of  imipramine  hydrochloride, 
tablets  of  26  mg.  Ampuls  for  intramuscular 
administration,  25  mg.  in  2 cc.  of  solution. 


Geigy,  Ardsley,  New  York 
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an  antibiotic  improvemen 
designed  to  provide 
greater  therapeutic  effectiveness 


now 

wv  Pulvules 

Miosono 


(propionyl  erythromycin  ester  lauryl  sulfate.  Lilly) 


in  a more  acid-stable  form 

assure  adequate  absorption  even  when  taken  with  food 


Ilosone  retains  97.3  percent  of  its  antibacterial  activity  after  exposure  to  gastric 
juice  (pH  1.1)  for  forty  minutes.  i This  means  there  is  more  antibiotic  available 
for  absorption — greater  therapeutic  activity.  Clinically,  too,  Ilosone  has  been 
shown2  3 to  be  decisively  effective  in  a wide  variety  of  bacterial  infections— with 
a reassuring  record  of  safety. ^ 

Usual  dosage  for  adults  and  for  children  over  fifty  pounds  is  250  mg.  every  six 
Supplied  in  125  and  250-mg.  Pulvules  and  in  suspension  and  drops. 

1.  Stephens,  V.  C.,  eta!.:  J.  Am.  Pharm.  A.  (Scient.  Ed.),  48:620,  1959. 

2.  Salitsky,  S.,  et  a!.:  Antibiotics  Annual,  p.  893,  1959-1960. 

3.  Reichelderfer,  T.  E.,  et  a!.:  Antibiotics  Annual,  p.  899,  1959-1960. 

4.  Kuder,  H.  V.:  Clin.  Pharmacol.  & Therap.,  in  press. 

ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 

032644 


hours. 
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It  IS  QUITE  POSSIBLE  the  powers  that  be  in 
Washington  have  more  than  one  reason  for 
complaining  about  the  prices  of  drugs.  Sen- 
ator Estes  Kefauver’s  drug  price  investigat- 
ing subcommittee  would  have  us  believe  that 
the  government’s  sole  inter- 
est is  “simply  with  the  price 
Watch  Out!  of  drugs  — a price  which 
must  be  paid  by  someone 
under  any  system  of  medi- 
cal care.”  I think  there  is  a psychological  rea- 
son which  they  hope  to  keep  under  cover. 
This  Senate  antitrust  investigation  is  just 
another  cunning  approach  in  the  attempt  to 
slip  socialized  medicine  in  at  the  back  door. 
It  appears  to  me  that  Mr.  Kefauver  almost 
gave  this  fact  away  in  his  opening  statement 
when  he  said:  “It  is  not  the  purpose  of  these 
hearings  to  question  in  any  way  the  Ameri- 
can system  of  private  medical  practice.”  I 
react  to  this  statement  in  the  same  manner  I 
would  if  a small  boy  should  rush  into  my  of- 
fice and  exclaim:  “Doctor,  someone  batted  a 
baseball  through  your  back  window — and  I 
don’t  want  you  to  think  that  I did  it.” 

If  these  investigators’  thoughts  were  just 
in  the  drug  field,  they  should  also  be  con- 
cerned about  quality  as  well  as  price.  They 
certainly  have  shown  a lack  of  interest  in 
the  cost  of  pharmaceutical  research  and 
manufacturing,  and  without  research  drugs 
would  soon  degrade  in  both  quality  and 
quantity.  The  Senator’s  line  of  reasoning  in 
advocating  that  druggists  be  allowed  to  use 
generic  instead  of  brand  names,  would  throw 
the  drug  business  into  a tail  spin  within  a 
short  time.  If  one  company  spends  a million 
dollars  to  produce  a new  drug,  and  another 
concern  is  allowed  to  copy  the  formula,  pay 
none  of  the  research  cost,  and  market  the 
product  at  a low  price,  the  results  would  be 
disastrous.  The  better  firms  would  go  broke, 
initiative  to  find  new  drugs  would  be  smoth- 
ered and  we  would  find  ourselves  advancing 
in  reverse — back  towards  the  “calomel  and 
castor  oil  days.” 


I feel  that  these  governmental  probes  are 
motivated,  primarily,  for  publicity.  If  they 
can  attract  enough  attention  by  their  investi- 
gations of  the  major  drug  maufacturing  firms, 
and  lead  the  American  people  into  believing 
that  the  prices  of  drugs  are  too  high,  it  might 
be  possible  to  gain  a large  number  of  sym- 
pathetic listeners. 

They  hope  to  stir  up  enough  interest  in 
the  drug  controversy  to  swing  the  spotlight 
away  from  the  doctors  for  a while,  give  us  a 
breathing  spell,  make  us  feel  complacent  and 
lessen  our  vigil  against  legislation  like  the 
Forand  bill.  It  is  their  wish  that  we  don’t 
get  wise  to  their  twofold  purpose  of  these  in- 
vestigations in  relation  to  the  Forand  bill 
itself.  First,  they  will  attempt  to  convince  the 
lay  public  that  older  people,  on  Social  Se- 
curity, will  not  be  able  to  pay  the  high  drug 
prices — and  that  the  government  should  step 
in  to  help.  Second,  if  these  tactics  could  get  a 
Forand  type  of  legislation  passed  without 
enough  medical  publicity  to  stir  up  strong 
opposition — they  would  be  in  position  to 
widen  Social  Security  to  cover  everybody. 
Then  we  would  have  socialized  medicine 
under  another  name. 

People,  consciously,  or  unconsciously,  as- 
sociate drugs  and  physicians  together.  An 
aroused  populace  against  drug  prices  would 
not  be  too  friendly  towards  the  medical  pro- 
fession. Such  a situation  would  gain  recruits 
for  a more  effective  battle  against  the  free 
practice  of  medicine.  While  we  sit  on  the 
side  lines,  apparently  unmolested,  and  watch 
the  steam  roller  attempt  to  crush  the  drug 
firms,  we  must  remain  alert.  We  could  get 
caught  napping  like  Hitler  did  one  time  dur- 
ing World  War  II — when  the  Allied  soldiers 
were  issued  heavy,  long-handled  underwear. 
As  soon  as  the  Germans  got  wind  of  it,  they 
rushed  up  to  Norway  while  our  troops  poured 
into  Africa.  It  behooves  us  to  watch  out  for 
all  sorts  of  misleading  tactics,  because  this 
drug  battle  is  only  a sham  attack.  The  medi- 
cal profession  is  their  chief  objective.  They 
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hope  to  find  time  to  reorganize  their  forces, 
turn  upon  us  without  warning  and  launch  a 
surprise  attack  where  and  when  we  might 
least  expect  it. — F.  Clyde  Bedsaul,  M.D.,  in 
the  Virginia  Medical  Monthly. 


D R.  Burgess  Lee  Gordon,  for  the  past  three 
years  director  of  education  at  the  Lovelace 
Foundation,  Albuquerque,  N.  M.,  has  been 
appointed  associate  editor  of  the  Journal  of 
the  American  Medical  Association. 


Dr.  B.  L.  Gordon 
To  Be  J.A.M.A. 
Associate  Editor 

and  from  1951  to  1951 
the  Woman’s  Medical 


Dr.  Gordon  was 
Clinical  Professor  of 
Medicine  at  Jefferson 
Medical  College,  Phila- 
delphia, for  four  years, 
served  as  President  of 
College  in  that  city. 


M EMBERS  OF  THE  DENVER  MeDICAL  SOCIETY 
recently  met  for  a social  and  dinner  meeting 
followed  by  a subject  for  discussion  an- 
nounced as  “Community  Medical  Staff  Inter- 
participation at  Denver  General  Hospital.” 

Each  member  had  re- 
ceived a letter  over  the 
signature  of  the  Chair- 
T kings  to  Come  rnan  of  the  Program 

Committee  which  fur- 
thermore stated  that  the  “title  means  we 
will  get  some  straight  dope  on  the  situation 
at  Denver  General  Hospital.”  We  were  told 
that  we  would  “hear  first  hand  not  only 
about  the  proposed  improvement  of  the  Hos- 
pital’s physical  facilities,  but  also  the  part 
which  we  as  physicians  will  have  in  main- 
taining Denver  General  as  a good  hospital.” 
Mr.  Ross  Garrett,  Hospital  Survey  Planning 
and  Management  Consultant  for  the  Board 
of  Health  and  Hospitals,  was  the  speaker. 
Interest  in  the  proposed  discussion  was  am- 
ply demonstrated  by  record  attendance — and 
all  present  paid  courteous,  hopeful,  and  ex- 
pectant attention  to  the  bitter  end.  But  all 
we  heard  about  was  hospital  construction 
and  saw  a few  projected  pictures  of  repre- 
sentative cubicles  and  conveniences  to  make 
things  pleasant  for  patients  and  easy  for  the 


The  Shape  of 


nurses.  Emphasis  was  placed  upon  the  circu- 
lar construction  of  wards,  with  nurses’  sta- 
tions in  the  center,  like  the  hub  of  a wheel 
and  no  more  than  25  feet  from  any  bed.  One 
of  the  listeners  interjected  the  comment  that 
this  plan  was  introduced  in  the  year  1430  at 
the  Hotel  Dieu  in  France! 

Nothing  was  said  bf  medical  interpartici- 
pation; the  “straight  dope  on  the  situation” 
was  conspicuously  absent.  When  the  speaker 
departed,  a few  frustrated  listeners  had  the 
courage  to  inquire  whether  we  had  spent  an 
evening  to  hear  about  bricks  and  to  note  the 
absence  of  brains.  The  latter  were  known 
to  be  present,  residing  unproductively  within 
the  cranial  vaults  of  medical  school  faculty 
members,  among  others  who  have  long  been 
interested  in  the  subject  we  came  to  hear 
and  in  the  hospitals  concerned.  Colorado 
General  was  just  barely  mentioned  in  pass- 
ing, no  insight  was  engendered,  and  no  ques- 
tions answered  despite  the  fact  that  Presi- 
dent Charles  Freed  offered  privilege  of  the 
floor  to  anyone. 

Which  leaves  us  where  we  started — de- 
pending upon  the  newspapers  for  our  infor- 
mation. The  latest  as  of  September  9,  1960, 
is  summed  up  under  the  heading  “Last  Rites 
Conducted  for  DGH-CU  Tieup.”  The  conclud- 
ing paragraphs  in  this  article  state,  “Should 
the  university  wish  to  develop  any  of  the 
modified  programs  at  DGH,  its  suggestions 
would  be  submitted  to  the  board  for  that 
group  to  develop  unilaterally. 

“At  the  end  of  the  release  the  CU  repre- 
sentatives routinely  affirmed  their  willing- 
ness to  review  any  possible  future  programs 
developed  by  the  Board.  CU’s  unswerving 
policy  in  the  past  has  been  to  refuse  to  ac- 
cept any  such  policy  change  unless  it  had  a 
voice  of  authority.” 

This  answers  a lot  of  questions,  unfor- 
tunately to  the  public  rather  than  to  the  loyal 
members  of  the  profession,  first  hand.  We 
wish  both  institutions  well,  for  each  has  an 
important  role  to  fulfill  in  medical  training 
and  patient  care.  We  believe  that  an  able 
and  enthusiastic  staff  at  Denver  General 
Hospital  will  meet  the  challenge  and  that  the 
new  Denver  General  Hospital  will  build  and 
carry  on  creditably  upon  the  foundation  of 
its  illustrious  past. 
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In  the  vital  months  ahead 


* 


Consulite  vohis,  prospicite  patriae,  conservate  vos 


Cyrus  W.  Anderson,  M.D.,  Denver 


Every  incoming  President  must  feel  the 
weight  of  responsibility  suddenly  thrown 
upon  his  shoulders,  so  much  so  that  HIS  year 
ahead  looms  up  as  the  critical  point  in  his- 
tory, the  crisis,  the  fork  in  the  road  from 
whence  the  society  advances  or  skids  down- 
grade to  more  or  less  oblivion.  This  year  is 
no  exception.  Your  humble  servant  feels  very 
keenly  the  weight  on  his  shoulders  and  very 
seriously  worries  that  this  may  be  a very 
critical  year,  not  only  for  this  Society  but 
for  the  entire  medical  profession  and  for  the 
United  States  of  America. 

First  of  all,  your  State  Society  is  embark- 
ing on  a streamlined  ship;  not  a new  one 
but  a very  satisfactory  old  one  that  has  been 
completely  overhauled  with  new  machinery 
which  requires  a considerably  smaller  num- 
ber of  faithful  volunteer  firemen  to  stoke 
the  boilers.  We  do  not  wish  to  appear  un- 
grateful but  this,  we  think,  will  be  to  our 
advantage.  It  will  increase  our  speed  but  the 
loss  of  ballast  with  the  elimination  of  many 
committees  could  make  us  top-heavy  and  in 
case  of  storm  the  sailing  may  not  be  as 
smooth  and  could  even  be  to  our  detriment. 
However,  we  pondered  long  and  hard  before 
we  even  suggested  the  changes  in  stream- 
lining. I beg  your  indulgence  and  plead  for 
your  help. 

The  national  political  picture  is  our  great- 
est worry,  even  in  the  face  of  a very  sub- 
stantial victory  in  Congress  with  the  tem- 
porary defeat  of  the  Forand  type  legislation 
and  our  own  exclusion,  still,  from  compul- 
sory Social  Security  taxes.  But  this  is  no  time 
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to  let  our  guard  down.  The  big  fight  is  still 
ahead.  The  1960  Democratic  platform  reads 
almost  identical  to  the  platform  of  Norman 
Thomas’  Socialist  Party  of  1928  and  the  Re- 
publican platform  is  only  slightly  less  unde- 
sirable. You  have  heard  the  statements  of 
both  President  and  Vice  President  team  can- 
didates. The  medical  profession  has  a chal- 
lenge to  meet.  We  must  halt  the  drift  toward 
a political  Utopia  where  all  you  have  to  do 
is  vote  for  a living.  There  is  one  thing  we 
must  realize — and  quickly — and  that  is  that 
we  cannot  continue  deficit  financing,  passed 
off  as  of  little  importance  by  the  spenders, 
and  retain  our  power  as  a nation.  Above  all 
things,  if  we,  as  represented  by  our  Congress, 
are  determined  to  spend  money  for  anything 
and  everything,  then  we  should  at  least  have 
the  fortitude  to  pay  our  way  as  we  go.  Maybe 
the  increased  taxes  this  would  entail  would 
jolt  us  to  our  senses. 

1 932  platform  violated 

Twenty-eight  years  ago  the  leaders  of  the 
Democratic  Party  sensed  the  popular  feeling 
against  the  trend  towards  a managed  econ- 
omy and  they  drew  up  a platform  that 
showed  real  genius.  This  1932  Democratic 
Platform  read  in  part: 

“We  advocate:  (1)  An  immediate  and 
drastic  reduction  of  governmental  expenses 
by  abolishing  useless  commissions  and  of- 
fices, consolidating  departments  and  bureaus 
and  eliminating  extravagance,  to  accomplish 
a saving  of  not  less  than  25  per  cent  in  the 
cost  of  federal  government. 

“ (2)  Maintenance  of  the  national  credit 
by  a federal  budget  annually  balanced. 
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“ (3)  A sound  currency  to  be  maintained 
at  all  hazards.” 

The  true  history  of  this  era  and  of  the 
man  who  rode  into  the  Presidency  on  the 
most  American  free  enterprise  platform  that 
was  ever  written  is  most  interesting  but  is 
not  known  to  many. 

The  people  thought  from  this  Democratic 
platform  and  because  of  their  desires,  that 
what  the  New  Deal  promised  was  relief  from 
governmental  interference  with  business. 
What  happened?  Accompanying  the  new 
President  to  Washington  in  1933  were  great 
hordes  of  the  disciples  of  planned  economy. 
The  people  laughed  heartily  at  the  thought 
of  impractical  professors  scrambling  into 
political  office  and  running  things.  They  did 
not  realize  that  these  men  were  ardent  be- 
lievers in  an  authoritarian  state,  well  pre- 
pared by  their  studies  and  determined  to 
take  over  the  control  of  the  country. 

What  then  happened  in  the  next  few 
months  is  intensely  interesting  but  time  will 
not  permit  reviewing  it.  Needless  to  say,  the 
platform  was  reversed. 

In  the  meantime  Communist  enterprise 
has  conquered  one-third  of  the  earth’s  sur- 
face outright,  paralyzed  another  one-third 
and  brought  the  remainder  under  siege.  What 
is  now  at  issue  for  the  United  States  is  not 
merely  a new  division  of  world  power,  it  is 
survival. 

Many  areas  need  correction 

Congressman  Bruce  Alger  (R.  of  Texas) 
and  others  have  repeatedly  pointed  out  the 
ills  which  demand  “Healing  the  Body  Poli- 
tic.” Congressman  Alger  cites  21  different 
areas  in  which  there  is  an  absolute  demand 
for  correction.  According  to  the  Congress- 
man these  evils  run  the  gamut  of  federal 
activities  including  (1)  taxation  where  we 
now  have  in  effect  a full-flowered  Communist 
plan,  (2)  the  Supreme  Court  which  frequent- 
ly and  erroneously  interprets  the  “intent” 
of  Congress  and  reinterprets  the  Constitution 
regardless  of  “stare  decises,”  (3)  the  stagger- 
ing federal  debt,  and  (4)  a twofold  problem, 
(a)  labor’s  annual  demand  for  more  pay 
beyond  productivity  and  (b)  government 
spending  beyond  its  income  while  politicians 
simultaneously  promise  federal  handouts, 
bigger  federal  spending  and  tax  cuts.  Un- 


doubtedly some  politicians  believe  that  the 
American  people  have  become  so  infected 
with  the  virus  of  “something  for  nothing” 
that  they  have  lost  whatever  self-respect  and 
patriotism  they  once  had  and  now  measure 
their  freedoms  by  the  size  of  the  handouts 
doled  out  to  them  by  the  federal  government. 
It  is  downright  cruel  to  delude  people  into 
thinking  that  genuine  social  security  or  wel- 
fare can  result  from  financial  irresponsibility. 

One  explanation  for  all  of  this  is  that 
there  has  always  been  a strong  American 
tendency,  inherited  perhaps  from  our  Puri- 
tan ancestors,  to  feel  that  we  are  our  brothers’ 
keepers.  This  makes  us  feel  that  we  ought 
to  do  good  to  our  neighbor,  whether  he  wants 
us  to  or  not,  and  that  we  ought  to  compel 
him  to  do  what  we  think  is  good  for  him 
whether  he  wants  us  to  or  not.  We  feel  that 
we  are  benefiting  him,  and  that  makes  us 
feel  virtuous! 

Whenever  an  individual  (or  group  of  in- 
dividuals— the  condition  is  contagious  and 
more  or  less  endemic)  comes  to  feel  that  the 
voluntary  way  of  life  no  longer  will  suffice 
to  supply  the  needs  of  the  community,  he  is 
suffering  from  moral  schizophrenia.  Many 
good  and  righteous  persons  with  the  best  of 
intentions,  because  of  their  haste  to  do  good 
in  what  appears  to  them  to  be  an  urgent 
situation,  become  victims  of  this  syndrome. 
Through  the  mechanisms  of  a collective,  and 
in  this  day  and  age  that  means  taxes,  their 
good  intentions  take  the  form  of  reaching 
into  the  other  fellow’s  pocket  for  the  money 
with  which  to  make  a gift.  The  graduated 
income  tax  gives  the  Internal  Revenue  De- 
partment a license  to  steal,  in  that  it  is  con- 
fiscatory. 

F.  A.  Harper  has  expressed  this  idea  in 
a pamphlet  entitled  “Morals  and  the  Welfare 
State.”  He  says:  “Laudable  objectives  alone 
do  not  assure  the  success  of  any  program. 
A fair  appraisal  of  the  program  must  include 
an  analysis  of  the  means  of  its  attainment. 
While  we  are  good  and  righteous  persons  in 
our  individual  conduct  and  in  our  home  com- 
munity and  in  our  basic  moral  code,  we  have 
become  thieves  and  coveters  in  the  collective 
activities  of  the  welfare  state  in  which  we 
participate  and  many  of  us  extol.”  Still  quot- 
ing Mr.  Harper:  “When  thievery  is  resorted 
to  for  the  means  with  which  to  do  good,  com- 
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passion  is  killed.  Those  who  would  do  good 
with  the  loot  then  lose  their  capacity  for  self- 
reliance,  the  same  that  a thief’s  reliance 
atrophies  rapidly  when  he  subsists  on  food 
that  is  stolen.  And  those  who  are  repeatedly 
robbed  of  their  property  simultaneously  lose 
their  capacity  for  compassion.  The  chronic 
victims  of  robbery  are  under  great  tempta- 
tion to  join  the  gang  and  share  in  the  loot. 

“They  come  to  feel  that  the  voluntary 
way  of  life  will  no  longer  suffice  for  needs; 
that  to  subsist  they  must  rob  and  be  robbed. 
They  abhor  violence,  of  course,  but  approve 
of  robbing  by  peaceful  means. 

“Once  a right  to  collective  looting  has 
been  substituted  for  the  right  of  each  person 
to  have  whatever  he  has  produced,  it  is  not 
at  all  surprising  to  find  the  official  dispensers 
deciding  that  it  is  right  for  them  to  loot  the 
loot— for  a worthy  purpose,  of  course.  Why 
not?  If  it  is  right  to  loot,  it  is  right  to  loot 
the  loot.  If  the  latter  is  wrong,  so  is  the 
former. 

“Unless  we  destroy  the  virus  of  immoral- 
ity that  is  imbedded  in  the  concept  of  the 
welfare  state,  unless  we  come  to  understand 
how  the  moral  code  of  individual  conduct 
must  apply  also  to  collective  conduct,  because 
the  collective  is  composed  solely  of  individ- 
uals, thievery  and  covetousness  will  persist 
and  grow  and  the  basic  morals  of  ourselves, 
our  children  and  our  children’s  children  will 
continue  to  deteriorate.  Moral  individual  con- 
duct cannot  persist  in  the  face  of  collective 
immorality  under  the  welfare  state  program. 
One  side  or  the  other  will  have  to  be  sur- 
rendered.” That  is  the  end  of  the  quotation. 

Our  legislators  are,  for  the  most  part,  hon- 
orable men.  They  are  sincerely  trying  to  do 
what  they  consider  to  be  a necessary  and  not 
always  too  pleasant  a job.  When  do  any  of 
them  have  the  time  to  read  the  volumes  upon 
volumes  of  testimony  given  in  the  various 
committees,  let  alone  ponder  over  it?  When 
do  they  have  time  to  read  the  thousands  upon 
thousands  of  letters  and  telegrams  from  their 
constituents,  let  alone  weigh  their  contents? 
(For  the  most  part  it  is  probably  count  and 
weigh — without  reading.)  Is  it  any  wonder 
they  become  confused? 

To  add  to  their  confusion,  they  are  sur- 
rounded by  a group  of  so-called  intellectuals, 
many  of  them  college  professors  who  from 


their  constant  practice  in  classroom  lectures 
become  masters  of  persuasiveness.  But  the 
sheltered  lives,  authoritative  positions  and 
lack  of  practical  experience  peculiar  to  these 
cloistered  men  are  not  always  conducive  to 
sound  judgment.  They  befuddle  the  legis- 
lators by  shouting  in  one  breath  that  they 
are  against  socialized  medicine,  and  in  the 
very  next  breath  screaming  that  voluntary 
insurance  is  failing  to  do  the  job  so  that  medi- 
cal care  for  the  aged  must  be  tied  to  Social 
Security. 

These  same  academic  economists  advise, 
“What  this  country  needs  is  more  credit.” 
Credit  means  the  ability  to  borrow.  Borrow- 
ing always  produces  debt.  You  can’t  have 
an  extension  of  credit  without  an  extension 
of  debt.  If  the  statement  were  made,  “What 
the  country  needs  is  more  debt,”  which  is  the 
other  way  of  saying  exactly  the  same  thing, 
this  same  economist  would  be  labeled  a 
lunatic. 

Likewise  if  an  orator  shouts,  “The  farmer 
must  get  more  for  his  crops,”  he  is  applauded, 
but  let  him  say,  “Everyone  must  pay  more 
for  his  food,”  and  he  would  be  left  talking 
to  himself. 

So  let  us  not  bear  down  too  hard  on  our 
legislators,  let  us  see  if  we  cannot  correct" 
our  lines  of  communication  wherein  lies  the 
cause  of  our  dilemma.  Communication  of 
meaning  from  one  mind  to  another  is  one  of 
the  most  difficult  of  all  processes.  Many  of  us 
can  remember  when  people  who  believed  in 
liberty  called  themselves  liberals.  But  that 
won’t  do  anymore.  The  socialist  intellectuals 
of  today  have  subverted  our  language  so  that 
“liberal”  means  “illiberal.”  Freedom  means 
slavery.  Democracy  means  dictatorship  of 
the  proletariat.  Justice  means  tyranny  and 
peaceful  coexistence,  the  ultimate  serenity 
of  an  unarmed  man  in  the  jungle  with  a 
hungry  tiger.  After  the  tiger  has  eaten  him, 
both  are  at  peace. 

“Liberty  Versus  Liberals” 

An  article  entitled  “Liberty  Versus  Lib- 
erals,” written  by  Mrs.  Ilanon  Moon,  a high 
school  teacher  of  Latin  in  Conroe,  Texas,  and 
published  in  the  August  29th  issue  of  the  Dan 
Smoot  Report,  should  be  read  by  every  Amer- 
ican. Quoting  from  this  article,  “Karl  Marx 
considered  the  corruption  of  language  the 
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necessary  prerequisite  to  the  Communist  con- 
quest of  a nation.  He  said,  ‘The  first  step  in 
the  science  of  revolution  is  the  art  of  confus- 
ing the  public  with  words  that  have  a pleas- 
ant meaning.’ 

“That  the  Communists  are  taking  this  step 
in  the  United  States  is  clearly  indicated  by 
the  present  confusion  in  the  meaning  of  the 
words  ‘liberal’  and  ‘liberalism.’  These  terms 
have  always  been  pleasant  to  American  ears 
because  our  founding  fathers  taught  us  their 
original  and  true  meaning.  They  are  part  of 
our  heritage  of  freedom  and  belong  to  the 
nomenclature  of  our  republic.  The  words 
‘liberal’  and  ‘liberalism’  come  from  the  same 
source  as  ‘liberty.’  They  are  derived  from  the 
Latin  liber  which  means  ‘free.’ 

“A  free  man,  according  to  the  Roman 
language  and  law,  was  one  who  could  act 
according  to  his  own  will  and  pleasure.  He 
was  his  own  master,  independent,  unshackled, 
and  with  the  right  to  exercise  his  full  powers, 
mental,  physical  and  moral.  He  voted  as  he 
pleased,  and  Roman  law  protected  him 
against  intruders  in  his  home  or  his  business 
affairs.  Besides  all  these  guarantees  of  per- 
sonal liberty,  Cicero  emphasized  freedom  of 
thought  and  expression. 

“Because  they  believed  in  this  kind  of 
liberty,  our  founding  fathers  who  wrote  the 
Bill  of  Rights  were  ‘liberals.’  Their  political, 
economic,  and  social  code  was  ‘liberalism’; 
and  liberalism  meant  the  guarantee  of  every 
man’s  freedom  from  control  by  an  all  power- 
ful government. 

“Nobody  seems  to  know  just  when  or  how 
the  prostitution  of  these  noble  words  began. 
But  somewhere  along  the  way  in  the  last 
few  years  we  have  surrendered  to  that  pros- 
titution; and  now  ‘liberals’  generally  believe 
in  placing  more  and  more  power  in  the  hands 
of  the  federal  government. 

“But  because  most  Americans  still  believe 
in  the  true  and  original  meaning  of  the  word 
‘liberal,’  it  is  a perfect  instrument  for  sub- 
version. Some  politicians  can  play  on  it  the 
old  familiar  tunes  of  liberty.  But  the  accom- 
paniment of  the  pseudo-liberal  carries  a coun- 
ter melody  composed  by  Lenin,  Stalin  and 
Khrushchev. 

“Only  one  form  of  the  Latin  liber  (from 
which  our  ‘liberty’  and  its  various  companion 
words  are  derived)  can  be  applied  to  those 


who  want  more  and  more  government.  That 
word  is  ‘liberality.’  ‘Liberality,’  the  diction- 
ary says,  is  free  in  ‘giving,  granting  or  yield- 
ing.’ The  big  government  advocates  are  very 
free  with  the  U.  S.  Constitution.  They  will 
give  it  away  to  the  subversives  at  home,  grant 
it  to  the  United  Nations  or  yield  it  to  the 
World  Court.  But  a liberal,  a real  liberal,  will 
surrender  not  one  word  of  that  Constitution, 
for  the  real  liberal  is  a lover  of  ‘liberty’  and 
he  knows  that  our  Constitution  is  the  guar- 
antee of  that  liberty. 

“Public  confusion  has  reached  dangerous 
proportions  when  the  majority  of  people 
identify  liberalism  with  big  government 
while  those  who  know  better  acquiesce  in 
the  fallacy. 

“The  cleavage  between  the  words  ‘liberal’ 
and  ‘conservative’  which  has  developed  in 
our  language  of  recent  years  is  both  histori- 
cally and  linguistically  erroneous. 

“The  word  ‘conservative’  comes  from  the 
Latin  ‘conservare,’  which  means  ‘to  save, 
guard  or  preserve.’  The  men  who  founded 
this  republic  were  both  liberal  and  conserva- 
tive. In  the  creation  of  our  government,  their 
aim  was  to  conserve  the  elements  of  Greek 
democracy,  Roman  republicanism  and  Eng- 
lish common  law  in  the  exact  proportion 
which  would  guarantee  the  individual  liberty 
of  every  American  citizen.  A man,  therefore, 
who  wishes  to  remain  free  and  at  the  same 
time  conserve  for  future  generations  our 
heritage  of  liberty  is  neither  a ‘liberal’  nor 
a ‘conservative.’  He  is  both,  and  being  both, 
he  is  an  American  patriot. 

“The  confusion  of  our  language  will  be 
complete  if  the  word  ‘patriot’  ever  comes  to 
mean  ‘international.’ 

“The  Communists  are  working  on  that, 
now!”  (end  of  quotation). 

Last  bastion  of  freedom 

The  United  States  was  strong  in  years 
past  because  it  had  a public  philosophy. 
Though  the  two  political  parties  warred  with 
each  other,  they  shared  common  principles 
and  a broad  agreement  on  fundamentals  and 
ultimates — a passionate  belief  that  govern- 
ment interference  in  private  affairs  would 
destroy  our  liberties.  This  belief  permeated 
the  thinking  of  American  leaders.  Unhappily, 
this  public  philosophy  has  fallen  into  disuse. 


30 


Rocky  Mountain  Medical  Journal 


Political  leaders  who  adhere  to  it  have  be- 
come a dwindling  minority.  The  result  is  that 
many  Americans  have  become  alienated  from 
the  inner  principles  of  the  republic.  New 
men  are  coming  into  power  who  are  alien  to 
the  traditions  of  the  country. 

The  medical  profession  is  the  last  great 
bastion  of  freedom  in  the  United  States.  It 
is  the  one  great  nucleus  from  which  a re- 
versal of  the  trend  could  spring.  The  social- 
izers  are  well  aware  of  this  and  will  be  re- 
lentless in  their  efforts  to  slap  on  more 
government  controls  before  we  can  realize 
and  activate  our  potential.  Can  you  think  of 
any  other  organization  of  almost  200,000  well 
educated  men  with  the  advantage  of  daily 
personal  contact  with  millions  of  people? 
People  will  lend  an  eager  ear  to  one  in  whom 
they  have  placed  their  confidence  and  the 
responsibility  for  their  continued  health.  I 
sincerely  urge  you  all  to  make  use  of  this 
potential.  Become  active  in  politics  in  every 
way  that  you  can.  Our  nation  confronts  two 
major  dangers;  one  from  without:  “Commu- 
nist ideological  and  economic  penetration.” 
the  other  from  within:  “The  loss  of  individ- 
ual freedoms  by  a willingness  to  let  the 
central  government  be  all  things  to  all  peo- 
ple.” Keep  the  above  statement  in  mind  as 
a measure  by  which  you  judge  every  candi- 
date. 


Familiarize  yourselves  with  how  your 
legislators  voted  upon  vital  questions  con- 
cerning free  enterprise,  Social  Security  and 
welfare  statism.  Beware  of  candidates  pro- 
posing a “bold  new  approach”  involving  the 
spending  of  money  which  we  do  not  possess. 
Take  a few  extra  minutes  with  each  patient 
talking  economics,  Americanism,  anticom- 
munism. Include  with  your  monthly  state- 
ment a paragraph,  or  perhaps  just  a sghtence, 
or  a quotation  expressing  some  sentiment  to 
the  effect  that  you  like  the  Am^icah 
enterprise  system  which  has  far  surpase^> 
those  of  every  other  cou: 

Talk,  talk,  talk — arrange,^ 
with  any  Senator  or  Congresi^an  that 
know.  Never  refuse  to  si^lfe^’^^efore  yo 
service  clubs,  P.T.A.  grM^Sj.-cJiurch  grouf 
or  neighborhood  gather^^gs.  -Write  letters, 
personal  letters,  not  onl^'-^^o^our  Congress- 
men but  to  your  friend^^dfc^atients.  Get 
out  the  vote.  Stress  the  d^gejfc  of  inflation 
and  our  dwindling  gold  teSjerx^s. 

These  are  just  a fqjpri  m^he  ways  the 
medical  profession  can  exertms  tremendous 
political  strength.  The  dptentnaj.  is  there — our 
enemies  know  it.  They  We  tr^ng  to  destroy 
it.  Let’s  make  use  of  qu^poj^tical  strength, 
now,  while  we  still  ♦Tomorrow  may 

be  too  late!  • 


The  importance  of  the  public 
image  versus  reality 

The  importance  of  facing  up  to  the  challenge 
of  the  public  image  versus  reality  and  recognizing 
“the  cracks  in  medicine’s  mirror”  was  the  theme 
of  panel  discussions  at  the  opening  session  of  the 
American  Medical  Association’s  1960  Public'  Rela- 
tions Institute. 

In  the  keynote  address,  Pierre  Martineau,  di- 
rector of  research  and  marketing  for  the  Chicago 
Tribune,  declared  that  the  public  image  of  doctors 
and  the  A.M.A.  will  play  a key  role  in  the  future 
course  of  political  and  public  behavior  involving 
the  medical  profession. 

Citing  numerous  examples  of  people’s  reactions 
to  certain  products  or  brand  names,  Mr.  Martineau 
made  this  point: 

“Every  brand  that  is  well  known  at  all  is  de- 
fined in  the  public  mind  partly  by  what  it  is  but 
also,  very  importantly,  by  sets  of  psychological 
associations  which  may  or  may  not  be  true.  These 
persist  almost  like  a halo  attached  to  the  product. 
Both  of  these  constitute  the  brand  image  and  it  is 


this  image  that  people  react  to  reality.  All  of  our 
stimuli  from  the  outside  are  filtered  through  the 
images  that  we  have  of  a particular  situation.” 

Images  are  formed  partly  by  experience  but 
mostly  by  word  of  mouth,  he  said,  and  once  they 
are  formed  they  become  stereotypes  that  are 
extremely  difficult  to  alter.  We  bend  actuality  a 
little  to  fit  the  images,  he  added,  and  we  believe 
what  we  want  to  believe. 

Mr.  Martineau  pointed  out,  however,  that 
images  can  be  modified,  but  not  simply  by  supply- 
ing facts  and  information.  It  is  imperative,  he  said, 
to  come  to  grips  with  the  problem  of  the  doctor 
and  the  A.M.A.  as  they  really  are  and  as  they  are 
seen  by  the  public,  politicians  and  intellectuals. 

Gerald  J.  Skibbins  of  Opinion  Research  Cor- 
poration, Princeton,  N.  J.,  panel  moderator,  de- 
clared that  all  of  our  authorities  and  authority 
symbols  are  under  major  challenge  to  prove  that 
they  are  worthy  of  the  respect  and  attention  of 
the  people.  A good,  strong  organization  image,  he 
said,  requires  positive,  constructive  actions  that 
are  then  well  interpreted.  He  added  that  bad  works 
also  must  be  explained  and  remedied. 
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Advances  in  cancer  research 

and  control* 
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Cancer  is  thB  SEcqlfo  most  frequent  cause 
of  death  in  t m Uxuled  States.  Only  diseases 
of  the  cardio’dmSoBlaf  system  cause  more  fa- 
talities. An  estimated  450,000  new  cancer 
cases  are  diagnosed  every  year,  deaths  total 
more  than  a quarter  of  a million  annually, 
and  there  are  at  all  times  some  700,000  per- 
sons under  treatment  for  malignant  disease. 
If  these  trends  continue  at  their  present 
rates,  40,000,000  persons  now  living  will  de- 
velop cancer  in  their  lifetimes,  and  26,000,000 
of  them  will  die  of  it. 

These  statistics  do  not  begin  to  describe 
the  impact  of  cancer  on  the  individual  or 
his  family.  Let  us  discuss  some  of  the  paths 
research  is  taking  in  the  effort  to  produce 
ways  of  controlling,  and  hopefully  eradicat- 
ing, cancer  as  a threat  to  the  well  being  of 
men,  women,  and  children  everywhere. 

There  are  four  areas  of  cancer  research  to 
which  I should  like  to  devote  particular  at- 
tention: virology,  chemotherapy,  cytology, 
and  epidemiology.  Within  recent  years, 
achievements  of  the  foremost  scientific  im- 
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portance  have  been  reported  from  each  of 
these  fields,  and  these  achievements  may  pro- 
foundly influence  our  ability  to  control  hu- 
man cancer. 

Viruses  and  cancer 

The  fascinating  story  of  the  relationship 
of  viruses  to  cancer  has  been  unfolding  al- 
most from  the  beginning  of  modern  cancer 
research — that  is,  roughly,  since  the  turn  of 
the  century.  This  line  of  research  has  brought 
to  light  some  amazing  information  about 
animal  tumor  viruses  and  the  cell  components 
with  which  they  appear  to  be  intimately  as- 
sociated. As  a result,  many  investigators, 
aided  by  valuable  laboratory  tools  and  tech- 
nics, are  intensifying  their  efforts  in  the 
study  of  the  possible  viral  etiology  of  human 
cancer. 

After  Borrel’s  suggestion,  in  1903,  that 
cancer  might  be  a virus  disease,  research  in 
this  infant  field  progressed  slowly  and  vir- 
tually without  enthusiasm  on  the  part  of  the 
scientific  world.  The  demonstration  of  a di- 
rect causal  relationship  between  filterable 
viruses  and  malignant  tumors  in  domestic 
fowl  reported  by  Ellerman  and  Bang  in  1908 
and  Rous  in  1911  aroused  only  limited  inter- 
est. The  significance  of  this  early  work  sim- 
ply was  not  clearly  understood.  Almost  a 
quarter  century  elapsed  before  the  next 
major  advances  were  reported:  the  discovery 
of  the  Shope  rabbit  papilloma  virus  in  1933, 
the  Lucke  virus  of  the  leopard  frog  kidney 
tumor  in  1934,  and  the  Bittner  mammary 
tumor  virus  of  mice  in  1936. 

The  contemporary  period  of  cancer-virus 
research  can  be  said  to  date  from  the  obser- 
vation by  Gross  in  1951  that  inoculation  of 
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newborn  mice  with  cell-free  extracts  ob- 
tained from  mouse  leukemia  tissue  resulted 
in  leukemia  within  one  or  two  years.  Work- 
ing with  material  obtained  from  Dr.  Gross, 
Stewart  and  Eddy,  of  the  National  Institutes 
of  Health,  observed  the  appearance  not  of 
leukemia  but  of  parotid  tumors.  When  cell 
suspensions  of  this  parotid  tumor  were  car- 
ried in  tissue  culture,  the  tumor-producing 
ability  of  the  material  assumed  an  explosive 
character.  Following  injection  of  this  ma- 
terial into  mice,  Drs.  Stewart  and  Eddy  ob- 
served 23  different  types  of  primary  tumor, 
including  parotid-gland  tumors  and  tumors 
of  the  thymus,  adrenals,  and  mammary 
glands. 

Subsequent  work  by  Stewart  and  Eddy 
has  shown  that  the  agent,  now  known  as  the 
polyoma  virus,  has  the  remarkable  ability  to 
cross  strain  and  species  lines.  It  induces  sar- 
comas and  vascular  tumors  in  hamsters  and 
renal  sarcomas  and  subcutaneous  tumors  in 
rats.  The  polyoma  agent  is  known  to  be  a 
single  virus,  and  it  is  generally  accepted  that 
the  material  with  which  Dr.  Gross  was  work- 
ing contained  two  viruses,  the  leukemia  virus 
and  the  parotid  tumor  virus,  and  that  the 
activity  of  the  latter  was  increased  by  tissue 
culture  passage. 

Now  we  are  witnessing  a tremendous 
surge  of  virus  research  activity.  Several  new 
animal-tumor  viruses  have  been  reported, 
notably  the  Friend  leukemia  agent  and  the 
Moloney  leukemia  virus.  The  work  with 
these  two  virus-tumors  deserves  particular 
attention,  because  it  is  highly  suggestive  of 
the  possible  future  application  of  virus  re- 
search to  the  control  of  cancer. 

Only  a few  months  ago,  Moloney  at  the 
National  Cancer  Institute  isolated  from  sar- 
coma 37,  one  of  the  transplantable  mouse 
tumors,  a virus  that  produces  lymphocytic 
leukemia  in  mice.  The  activity  of  the  virus 
has  been  increased  so  that  it  now  causes 
leukemia  within  10  weeks  in  all  mice  injected 
on  the  first  day  of  life.  No  disease  other  than 
leukemia  has  been  produced,  and  the  histo- 
logic appearance  of  involved  tissue  at  autopsy 
is  virtually  identical  to  that  seen  in  spon- 
taneous mouse  leukemia.  Furthermore,  the 
virus  does  not  appear  to  be  age  or  strain 
specific. 

For  a number  of  reasons  this  work  is  con- 


sidered extremely  important.  First,  the  Mo- 
loney virus  leukemia  is  potentially  a useful 
screen  for  the  evaluation  of  candidate  anti- 
cancer drugs.  It  has  the  advantage  of  uni- 
form and  rapid  growth  in  several  mouse 
strains;  but  perhaps  more  important,  it  is  a 
host  tumor,  arising  from  the  animal’s  own 
tissue.  This  might  overcome  one  objection  to 
existing  mouse  tumor  screens;  namely,  that 
they  utilize  transplanted  tumors  growing  in 
foreign  hosts.  In  addition,  the  Moloney  virus 
leukemia  may  provide  a standardized  model 
for  the  study  of  other  virus-induced  tumors. 

Dr.  Friend’s  research  at  Sloan-Kettering 
Institute  for  Cancer  Research  exemplifies 
another  tack  in  the  study  of  viruses  and  can- 
cer. This  investigator  reported  recently  the 
development  of  a formalin-killed  vaccine 
that  is  80  per  cent  effective  in  preventing  the 
development  of  leukemia  in  mice  challenged 
with  live  virus.  More  recently,  Stewart  and 
Eddy  accomplished  essentially  the  same  re- 
sult with  an  immunizing  material  prepared 
from  the  polyoma  virus.  Thus,  we  see  two 
broad  pathways  of  virus-cancer  research, 
either  or  both  of  which  may  be  of  tremen- 
dous importance  to  the  control  of  human 
cancer. 

Naturally,  the  vast  increase  of  knowledge 
about  viruses  and  animal  cancer  has  spurred 
many  scientists  to  theorize  and  investigate 
the  possibility  that  some  human  malignancies 
have  a viral  origin.  This,  as  you  know,  has 
never  been  shown  scientifically.  But,  if  re- 
search does  prove  that  viruses  are  etiological- 
ly  associated  with  human  cancer,  it  may  be 
possible  to  prevent  such  tumors  by  the  use 
of  vaccines  or  treat  them  with  specifically 
designed  chemotherapeutic  agents. 

Research  grants 

The  National  Cancer  Institute  has  initi- 
ated a long-range  program  of  research  in  the 
area  of  viruses  and  human  cancer.  Within 
the  past  few  months,  26  new  research  grants 
valued  at  $1,250,000  have  been  awarded  to 
aid  virus  studies.  Support  for  some  of  the 
grantees  has  been  recommended  for  periods 
up  to  10  years  and  could  total  more  than 
$10,000,000  to  be  financed  out  of  the  insti- 
tute’s annual  appropriations.  Among  the  lead- 
ing virologists  receiving  grants  is  Charles 
Oberling,  the  eminent  French  scientist  who 
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long  has  championed  research  on  the  virus- 
cancer  relationship.  Other  virus-research 
grantees  include  Dr.  Albert  Sabin,  one  of 
the  leaders  in  poliomyelitis  research,  and  Dr. 
Joseph  Beard,  a pioneer  investigator  in 
tumor-virus  studies. 

Cancer  chemotherapy 

Chemotherapy  research  is  one  of  the  most 
active  and  promising  paths  in  the  scientific 
quest  for  the  control  of  cancer.  Research  to 
develop  drugs  for  the  treatment  and  cure  of 
cancer  is  advancing  to  the  laboratory  and  the 
clinic.  Within  the  past  15  years,  some  20 
drugs  have  been  produced  that  temporarily 
benefit  patients  with  various  forms  of  malig- 
nant disease.  The  search  for  better  drugs  and 
more  effective  ways  of  using  existing  drugs 
has  produced  some  of  the  most  dramatic  re- 
sults yet  achieved  in  cancer  research.  Let  me 
describe  some  of  this  work. 

One  of  the  recently  developed  anticancer 
drugs  is  5-flourouracil  (5-FU),  a member  of 
a new  class  of  antimetabolites  known  as 
fluorinated  pyrimidines.  Antimetabolites  are 
believed  to  attack  malignant  cells  by  inter- 
fering with  the  biosynthesis  of  nucleic  acid, 
an  essential  cell  component.  Reports  from 
several  clinical  studies  in  which  5-FU  has 
been  used  to  treat  a total  of  350  patients  with 
a variety  of  solid  tumors  are  indeed  encour- 
aging. Objective  remissions  were  observed  in 
patients  with  cancer  of  the  breast,  colon  and 
rectum,  cervix,  ovary,  and  liver.  On  the  other 
hand,  malignant  melanoma  and  tumors  of 
the  lung,  stomach,  and  pancreas  were  not 
affected  by  this  compound. 

5-FU,  like  many  effective  anticancer 
drugs,  is  highly  toxic;  and,  in  an  attempt  to 
reduce  toxicity  of  the  drug,  a derivative, 
5-flouro-2'-deoxyuridine  (5-FUDR) , was  syn- 
thesized. Preliminary  results  indicate  that 
patients  tolerate  about  twice  as  much  of  the 
derivative;  however,  it  is  still  too  early  to 
judge  whether  it  is  a more  useful  anticancer 
drug  than  5-FU. 

The  success  in  recent  years  in  treating 
some  forms  of  malignant  disease  with  chem- 
icals— steroids,  alkylating  agents,  antimetab- 
olites— lends  support  to  the  theory  that  per- 
haps a drug,  or  several  drugs,  might  be 
developed  that  will  cure  cancer.  To  imple- 
ment and  accelerate  the  search  for  such 


drugs,  the  federal  government,  independent 
research  centers,  colleges  and  universities, 
and  private  industry  have  pooled  their  re- 
sources and  talents  in  a national,  cooperative 
effort.  Under  this  program  candidate  drugs 
are  screened  against  mouse  tumors  at  the 
rate  of  40,000  a year.  The  small  fraction  that 
show  promise  are  studied  further  and  ulti- 
mately evaluated  in  the  clinic.  At  present, 
about  100  drugs  are  being  investigated  in 
more  than  150  hospitals  across  the  country. 
Some  20  of  these  are  established  anticancer 
agents  against  which  newer  drugs  are  being 
evaluated. 

An  important  complement  to  such  em- 
pirical chemotherapy  investigation  is  the 
planned  synthesis  of  derivatives  of  effective 
or  promising  agents.  The  development  and 
testing  of  5-fluoro-2'-deoxyuridine,  mentioned 
earlier,  is  an  example  of  this  type  of  chemo- 
therapy research.  Another  is  the  work  with 
a new  compound  related  to  the  well-known 
antileukemia  drug,  methotrexate.  Goldin  and 
his  colleagues  at  the  National  Cancer  Insti- 
tute found  that  methotrexate  was  the  most 
effective  of  a group  of  38  drugs  in  prolonging 
the  survival  of  mice  with  far  advanced  leu- 
kemia. Later,  a number  of  derivatives  of 
methotrexate  were  studied  in  the  same 
screening  procedure,  and  two  of  the  drugs — 
3',  5'-dichloroamethopterin  and  3'-bromo-5'- 
chloroamethopterin — were  three  to  four  times 
as  effective  as  methotrexate  in  extending  the 
survival  of  leukemic  mice.  Some  of  the  mice 
were  still  alive  at  the  end  of  six  months  and 
presumably  “cured.”  There  is,  of  course,  no 
guarantee  that  similar  results  will  be  ob- 
tained in  clinical  trials,  now  in  progress,  but 
we  are  at  least  provided  a demonstration  in 
animals  of  the  possibility  of  controlling  sys- 
temic leukemia  with  drugs. 

Another  new  drug,  one  that  appears  to 
warrant  intensive  clinical  study,  is  cytoxan, 
a German-made  compound  related  to  nitro- 
gen mustard.  Reports  from  Europe  of  impres- 
sive clinical  experience  with  this  drug  led  to 
its  introduction  into  the  national  chemother- 
apy screening  program.  Results  of  the  screen- 
ing of  cytoxan  corroborated  the  information 
reported  from  Europe.  In  preliminary  clinical 
studies,  cytoxan  produced  regressions  in  tu- 
mors of  the  breast,  uterus,  ovary,  and  larynx, 
and  reticulum-cell  sarcoma  of  bone.  In  addi- 
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tion,  regression  of  bone,  lung,  liver,  and  sub- 
cutaneous metastases  were  observed.  Good 
subjective  responses,  particularly  of  bone 
pain,  occurred  in  a number  of  patients.  Plans 
are  now  being  developed  for  the  full-scale 
clinical  evaluation  of  cytoxan  as  part  of  the 
national  chemotherapy  program. 

It  seems  likely  that  one  day  chemotherapy 
will  stand  with  surgery  and  radiation  as  a 
procedure  for  the  cure  of  malignant  diseases 
in  man.  Experience  in  the  past  decade  or  so 
seems  to  indicate  that  medical  science  will 
succeed  in  developing  a number  of  lastingly 
effective  anticancer  drugs  and  in  learning 
how  to  use  them  to  the  best  possible  ad- 
vantage. 

Cytology  and  diagnostic  research 

In  our  present  state  of  knowledge  of 
malignant  disease,  it  is  essential  to  diagnose 
cancer  at  the  earliest  possible  moment,  for 
delay  almost  invariably  carries  with  it  a 
lessened  opportunity  for  effective  treatment. 
Fully  half  of  all  cancers  are  accessible  to 
direct  examination  during  a routine  physical 
check-up.  Encouraging  as  this  fact  is,  how- 
ever, it  must  be  remembered  that  many  tu- 
mors so  detected  will  already  have  progressed 
beyond  the  reach  of  curative  therapy.  What 
is  needed  to  improve  this  picture  is  either  a 
battery  of  tests,  each  of  which  will  detect 
certain  forms  of  cancer  at  a very  early  stage, 
or  a general  test  for  malignancy.  Research  to 
improve  cancer  diagnosis  is  pursuing  both 
these  objectives. 

The  cytologic  test  for  uterine  cancer  cer- 
tainly stands  as  one  of  the  most  important 
achievements  in  cancer  detection  and  diag- 
nosis. The  test  was  developed  by  Papanico- 
laou and  Traut  and  involves  the  microscopic 
examination  of  vaginal  fluid.  Scientists  of 
the  National  Cancer  Institute,  in  cooperation 
with  the  University  of  Tennessee  and  other 
local  medical  and  health  groups,  studied  the 
cytologic  test  in  the  adult  female  population 
of  metropolitan  Memphis. 

Among  108,000  women  examined  in  the 
first  round  of  screening,  about  800  cases  of 
cancer  were  detected  and  later  diagnosed 
microscopically.  Half  of  these  cases  were  of 
intraepithelial  carcinoma,  which  has  a high 
cure  rate.  Ninety  per  cent  of  these  cases  were 
unsuspected.  The  remaining  400  cancers  were 


invasive  to  varying  degrees,  and  of  these,  30 
per  cent  were  unsuspected. 

About  a year  later,  33,000  of  the  original 
group  of  women  examined  received  a second 
cytologic  test.  In  this  group,  another  83  cases 
of  malignancy  were  discovered,  of  which  72 
were  intraepithelial  and  11  invasive.  In  terms 
of  rates  per  thousand,  there  was  a slight  de- 
crease for  intraepithelial  cancer,  from  3.6  de- 
tected on  the  first  examination  to  2.2  on  the 
second  examination.  For  invasive  cancer, 
however,  the  drop  was  far  more  significant, 
from  3.4  on  the  first  screening  to  0.3  on  the 
second.  Thus,  the  rate  for  invasive  cancer 
was  on  the  second  examination  only  one- 
tenth  that  on  the  first.  Further  analysis  of 
the  Memphis  data  showed  moreover  that  in- 
vasive uterine  cancer  may  remain  asympto- 
matic for  two  to  three  years.  However,  the 
disease  can  be  detected  by  cytologic  examina- 
tion during  this  symptom-free  period. 

Scientists  at  the  National  Cancer  Institute 
and  elsewhere  are  investigating  the  possi- 
bility of  applying  the  cytologic  examination 
to  the  detection  of  cancer  of  sites  other  than 
the  uterus,  such  as  the  lung,  large  bowel, 
urinary  bladder,  prostate  gland,  and  stomach. 
Results  of  one  such  study  in  which  the  cyto- 
logic test  was  applied  to  1,561  patients  with 
suspected  gastrointestinal  malignancies  indi- 
cated that  the  test  accurately  detected  95  per 
cent  of  the  suspected  cancers  of  the  esopha- 
gus, stomach,  and  colon,  and  60  per  cent  of 
tumors  of  the  pancreatic  and  biliary  systems. 
If  results  of  this  kind  can  be  obtained  for 
other  malignancies,  cytology  may  prove  to 
be  an  invaluable  aid  to  the  diagnosis  of  early 
cancers  of  many  internal  sites,  thus  permit- 
ting patients  to  receive  prompt,  adequate 
treatment. 

Efforts  to  develop  a generalized  test  for 
cancer  historically  have  met  with  little  or  no 
success.  Perhaps  the  principal  obstacle  here 
is  the  apparent  lack  of  a measurable,  quali- 
tative difference  between  normal  and  malig- 
nant cells.  However,  the  significant  progress 
in  producing  remarkably  precise  instruments 
to  measure  chemical  and  biological  materials 
may  open  up  entirely  new  opportunities  for 
cancer  diagnosis.  The  National  Cancer  Insti- 
tute within  the  past  year  initiated  a program 
of  research  aimed  at  improving  the  status 
of  cancer  diagnostic  methodology.  Most  of 
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the  research  will  be  carried  out  under  con- 
tract in  nonfederal  laboratories.  The  objec- 
tive is  to  develop  one  or  more  tests,  such  as 
blood  or  urine  determinations,  that  will  ac- 
curately indicate  malignancy  in  asympto- 
matic persons.  If  this  research  yields  the  de- 
sired results,  many  more  cancer  patients 
could  receive  the  priceless  benefit  of  early, 
rather  than  late,  treatment,  and  a substantial 
reduction  in  cancer  mortality  could  ensue. 
This,  of  course,  is  the  objective  of  cancer 
research  and  control  activities. 

Epidemiology 

Because  the  goal  of  cancer  research  is 
reduction  of  the  impact  of  malignant  disease 
on  the  population,  it  is  of  primary  importance 
to  gauge  the  extent  of  cancer.  Through  epi- 
demiologic research,  scientists  are  able  to 
recognize  trends  in  cancer  incidence  and 
mortality,  variations  by  age,  race,  sex,  occu- 
pation, and  observe  progress  in  controlling 
cancer  by  the  application  of  the  product  of 
research. 

There  have  been  two  large-scale  cancer 
epidemiology  studies  whose  results  are  con- 
sidered applicable  to  the  United  States  at 
large.  These  are  “Morbidity  from  Cancer  in 
the  United  States,”  and  “Cancer  in  Connecti- 
cut— 1935-1951.”  In  the  first  of  these  studies, 
cancer  incidence  data  were  collected  twice, 
in  1937-1939  and  1947-1948,  in  10  metropolitan 
areas  selected  to  represent  different  geo- 
graphic regions.  In  the  Connecticut  study, 
data  were  gathered  over  three  five-year 
periods  on  all  known  cancer  cases  in  the 
state.  Incidence,  diagnosis,  treatment,  and 
survival  data  were  recorded  on  approximate- 
ly 75,000  cancer  patients.  Both  of  these  studies 
have  proven  to  be  of  inestimable  value  in 
appraising  the  magnitude  of  the  cancer  prob- 
lem and  the  accomplishments  of  cancer  con- 
trol activities. 

Analysis  of  the  Connecticut  experience 
reveals  a changing  pattern  of  cancer  sur- 
vival. The  five-year  survival  rates  for  males 
increased  from  19  per  cent  in  the  period 
1935-1940  to  25  per  cent  in  1947-1951.  The 
corresponding  increase  for  females  was  from 
29  to  38  per  cent.  Among  the  cancer  sites  for 
which  the  greatest  increase  in  survival  were 
observed  were  large  intestine  in  both  men 
and  women,  rectum  in  men,  and  uterus  in 


women.  The  investigators  who  compiled  and 
analyzed  these  data  concluded  that  the  in- 
creases in  survival  of  cancer  patients  resulted 
from  improvement  in  treatment  rather  than 
in  diagnosis.  However,  the  most  important 
and  heartening  fact  learned  from  this  study 
was  that  in  20  years  the  proportion  of  cancer 
patients  surviving  five  years  after  diagnosis 
rose  from  one  in  four  to  one  in  three. 

The  above  epidemiologic  data  show  that 
both  the  magnitude  of  the  cancer  problem 
and  the  ability  of  medical  science  to  cope 
with  this  problem  are  increasing.  Beyond 
this,  however,  epidemiologic  research  has 
pinpointed  some  specific  areas  where  inten- 
sive research  would  seem  to  be  of  the  utmost 
importance.  One  of  these,  of  course,  is  the 
implication  of  smoking  as  a cause  of  lung 
cancer.  Statistical  research,  supported  by  lab- 
oratory findings,  has  demonstrated  that  ex- 
cessive cigarette  smoking  can  be  a cause  of 
pulmonary  carcinoma  and  that  the  greater 
the  consumption  of  cigarettes,  the  greater 
risk  to  lung  cancer.  Research  workers  are 
attempting  to  identify  the  carcinogenic  agent 
or  agents  in  tobacco  smoke  and  to  develop 
methods  of  removing  them. 

Another  environmental  factor  that  ap- 
pears to  be  associated  with  the  etiology  of 
lung  cancer  is  air  pollution.  Epidemiologic 
research  has  shown  that  pulmonary  carci- 
noma occurs  at  a higher  rate  among  urban 
residents  than  among  rural  residents.  Lab- 
oratory studies,  moreover,  have  shown  that 
polluted  air  contains  a number  of  potent 
carcinogens  for  animals,  and  it  has  been 
suggested  that  perhaps  polluted  air  may  be 
cocarcinogenic  with  tobacco  smoke.  This  re- 
search problem  is  particularly  important  in 
view  of  the  alarming  increase  in  the  inci- 
dence of  lung  cancer  among  men  and  women. 

Epidemiologic  and  laboratory  data  also 
have  clearly  demonstrated  the  carcinogenic 
properties  of  ionizing  radiations  from  x-rays, 
radioactive  substances,  and  sunlight.  Now, 
the  importance  of  radioactive  fallout  from 
atomic  explosions  and  the  extent  to  which 
this  poses  a cancer  hazard  need  to  be  clari- 
fied by  systematic  research. 

It  is  recognized  that  both  known  and  un- 
known factors  in  the  environment  may  con- 
tribute to  the  causation  of  malignant  disease. 
To  gather  information  on  this  subject,  the 
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National  Cancer  Institute  has  established,  at 
nearby  Hagerstown,  Maryland,  a long-term 
epidemiologic  study  of  the  influence  of  en- 
vironmental factors  on  the  cancer  attack  rate. 
The  Hagerstown  community  was  selected  for 
this  research  for  several  reasons:  first,  the 
population  is  remarkably  stable  and  has  been 
so  for  many  years;  second,  complete  medical 
records  dating  from  the  latter  part  of  the 
19th  century  are  available;  third,  the  geog- 
raphy of  the  area  is  sufficiently  varied  to 
provide  a broad  topographic  spectrum. 

Essentially  the  Hagerstown  study  will 
involve  two  separate  but  related  surveys. 
Cancer  epidemiologic  data  will  be  collected 
for  the  entire  community  and  at  the  same 
time,  samples  of  soil,  air,  water,  rock,  vege- 
tation, building  materials,  etc.,  will  be  gath- 
ered and  compared  with  the  data  on  cancer 
incidence  and  mortality.  From  this  we  hope 
to  reveal  any  patterns  or  correlations  between 
normal  environment  and  the  occurrence  of 
malignant  disease. 


Conclusion 

We  have  entered  a new  era  in  cancer 
research  and  control,  an  era  that  perhaps 
can  be  characterized  by  the  union  of  many 
scientific  disciplines  in  the  search  for  under- 
standing of  a basic  mystery  of  life,  the  nature 
of  normal  and  abnormal  growth.  Established 
scientific  paths,  such  as  biology,  chemistry, 
and  physiology,  are  dividing  and  again  merg- 
ing into  new  highways  of  research:  virus 
oncology,  radiobiology,  chemotherapeutics. 
Perhaps  these,  too,  will  combine  into  a new 
order  of  thinking  that  is  yet  beyond  our 
imagination. 

The  resources  with  which  to  solve  the 
problem  of  cancer  are  within  our  grasp. 
Aided  by  them,  research  scientists  are  amass- 
ing the  knowledge  that  will  make  possible 
the  eradication  of  malignant  disease  as  a 
threat  to  mankind.  This  is  our  goal,  and  I 
confidently  believe  that  medical  science  is 
making  impressive  progress  toward  its 
achievement.  • 


Control  of  anxiety,  tension 
and  motor  excitability 

Use  of  a dual  action  psychotropic  agent 

John  H.  Grosjean,  M.D.,  Lakewood,  Colorado 


Favorable  evaluation  of  Prozine 
in  a series  of  30  patients. 


The  hypothesis  has  been  proposed  that  the 
combination  of  meprobamate,  which  acts  on 
the  thalamic  area  of  the  brain^,  and  proma- 
zine hydrochloride,  which  acts  on  the  hypo- 
thalamic- and  reticular  areas,  has  a more 
specific  effect  in  controlling  anxiety,  tension, 
and  motor  excitability  than  either  drug 
alone^.  This  over-all  effect  has  been  reported 


to  occur  without  the  production  of  side  re- 
actions which  might  interfere  with  psycho- 
therapeutic treatment^.  In  order  to  prove 
or  disprove  this  hypothesis,  the  combined 
medication  was  prescribed  as  a part  of  the 
treatment  for  30  psychiatric  patients  ran- 
domly selected  from  private  practice. 

Procedure 

The  30  patients  included  in  this  study 
had  typical  problems  associated  with  ab- 
normal reactivity  to  their  environment  or 
were  suffering  from  a true  psychotic  illness. 
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TABLE  1 
Diagnoses 


Diagnosis 

Case  numbers 

Total 

Addiction 

Narcotic  

7,  18  

2 

Brain  Syndrome 

Acute  and  Chronic  

20,  23  

2 

Psychoses 

Involutional 

Paranoid  

3,  9 

2 

Depression  

21,  27  - - 

2 

Manic-depressive  

16,  22,  24  

3 

Schizophrenia 

Schizo-affective  

2,  8,  17,  29  

4 

Neuroses 

Anxiety 

With  phobic  reaction  

5,  26  

2 

Without  phobic  reaction  

10,  19,  25,  30  

4 

Dissociative  reaction  

6 

1 

Neurotic  depression  

15  - 

1 

Reactive  depression  

1,  4,  11,  12,  13,  14,  28 

7 

30 

The  diagnoses  made  for  these  patients  are 
presented  in  Table  1.  Some  of  the  patients 
were  hospitalized;  others  were  seen  on  an 
out-patient  basis  or  at  the  office.  The  ages 
of  the  patients  ranged  from  25  to  70  years. 
The  dose  of  the  meprobamate-promazine  hy- 
drochloride combination  administered  varied 
from  two  to  four  capsules  daily,  depending 
on  the  condition  and  the  requirements  of  the 
individual  patient.  Each  capsule*  contained 
200  mg.  of  meprobamate  and  25  mg.  of  pro- 
mazine hydrochloride. 

Supportive  therapy  was  given  to  all  pa- 
tients when  indicated;  psychotherapy,  elec- 
trotherapy (electrostimulation  treatments  of 
the  Medcraft  type) . Standard  treatments  for 
underlying  organic  diseases,  when  present, 
were  maintained;  for  example,  antihyperten- 
sive agents.  In  a few  instances,  when  the 
response  was  inadequate,  more  potent  anti- 
hallucinatory  or  antidepressant  drugs  were 
administered  concurrently,  until  the  symp- 
toms were  adequately  controlled  and  main- 
tenance was  possible  on  Prozine®  capsules. 

‘Prozine®  capsules  (meprobamate  and  promazine  hydro- 
chloride) (Equanil  and  Sparine  I manufactured  by  Wyeth  Lab- 
oratories, Inc.,  Philadelphia,  Pa. 


Results  and  discussion 

The  results  were  satisfactory  in  all  30 
patients.  No  side  reactions  occurred.  Prozine 
was  especially  helpful  in  reducing  anxiety 
and  tension  as  well  as  in  modifying  the  ab- 
normal pattern  of  behavior  in  these  patients. 
Interpersonal  relationships  with  the  patient 
were  enhanced,  making  the  patients  more 
amenable  to  psychotherapy.  It  was  noted  that 
indifference  which  was  so  frequently  seen 
with  the  use  of  a single  psychotropic  agent 
was  absent  in  these  patients.  In  fact,  the 
patients  appeared  to  be  motivated  to  con- 
tinue therapy  and  were  anxious  to  seek  help 
in  solving  their  problems.  This  obvious  re- 
duction of  emotional  turmoil  and  anxiety 
made  it  possible  to  institute  psychotherapy 
without  interference,  earlier  and  with  more 
effect  than  had  previously  been  experienced. 
The  combined  medication  was  found  to  be 
compatible  with  other  psychopharmaceutical 
agents,  such  as  azacyclonol  hydrochloride, 
imipramine  hydrochloride,  Ritonic®,  and 
Rauwolfia  preparations,  used  in  treating  a 
few  of  the  patients  who  required  additional 
supportive  therapy. 
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The  points  brought  out  in  this  short  dis- 
cussion can  best  be  illustrated  by  the  follow- 
ing five  short  cases  which  are  representative 
of  the  30  cases  treated. 

CASE  REPORTS 

Case  1 : A white  man,  44  years  of  age,  moder- 
ately hypertensive  and  obese.  Symptoms:  Anxiety, 
tension,  intermittent  depression  (usually  without 
agitation),  and  symptomatic  alcoholism.  Diagnosis: 
Depressive  reaction  with  basic  cyclothymic  per- 
sonality features.  Treatment:  Hospitalized  three 
times  for  withdrawal  from  alcohol.  On  third  occa- 
sion, given  four  capsules  of  Prozine  daily.  On  dis- 
charge was  maintained  on  four  Prozine  capsules 
daily,  the  number  gradually  being  decreased.  Sup- 
plemental medication  included  vitamin  B-12  in- 
jections and  Rauwolfia  preparations.  Results:  Made 
it  possible  to  maintain  his  emotional  equilibrium 
without  diminishing  his  motor  activity  so  that 
depressive  reactions  were  no  longer  a problem. 

Case  2:  A married  white  woman,  aged  25,  in 
sixth  week  of  pregnancy.  Symptoms:  Impulsive 
irritability  directed  toward  young  boy.  Intensive 
physical  discipline  in  wake  of  temper  outburst. 
Remorseful,  anxious,  withdrawn,  and  depressed. 
Loss  of  interest  in  upkeep  of  home  and  children. 
Volatile  verbal  outbursts  directed  at  husband. 
Tempered  feeling  by  drinking  in  secret.  Diagnosis: 
Schizo-affective  reaction  with  basic  character 
neurotic  traits.  Treatment:  Patient  hospitalized 
and  given  from  three  to  four  Prozine  capsules 
daily,  azacyclonol  hydrochloride,  and  12  electro- 
stimulation treatments  (Medcraft  type).  Results: 
On  discharge  from  hospital  and  for  several  months 
thereafter,  patient  became  more  amenable  to  sug- 
gestion and  showed  more  insight  and  understand- 
ing on  maintenance  dose  of  three  to  four  capsules 
of  Prozine  daily  (after  meals  and  at  bedtime). 
Impulsive  loss  of  control,  irritability,  and  rapid 
changes  in  mood  diminished.  No  further  electro- 
therapy necessary. 

Case  3:  A married  white  woman,  60  years  of 
age.  Symptoms:  Varied  somatic  problems,'  inter- 
mittent tension,  insomnia,  anorexia,  weight  loss, 
and  intermittent  agitation.  Affect  inappropriate 
with  dissociation,  and  definite  emotional  blunting. 
Vague,  rambling,  irrelevant  with  definite  para- 
noid trends,  disorganization,  and  weakening  of 
intellectual  defenses.  Diagnosis:  Involutional  para- 
noid reaction.  Treatment:  Patient  hospitalized  and 
given  three  to  four  Prozine  capsules  daily,  vita- 
mins, azacyclonol  hydrochloride,  and  nine  electro- 
stimulation treatments.  Results:  Postelectrotherapy 
confusion  maintained  at  a minimum.  For  several 
months  since  discharge  from  hospital,  patient 
showed  increased  spontaneity,  has  overcome  so- 
matic symptoms  of  withdrawal,  and  has  taken  an 


active  interest  in  surroundings,  including  active 
participation  in  church  group  work.  These  results 
are  considered  most  gratifying,  especially  as  this 
patient  has  definite  paranoid  trends. 

Case  4:  A white  unmarried  woman,  36  years 
of  age,  had  previously  received  prolonged  treat- 
ment for  emotional  illness.  Symptoms:  Passive 
aggression,  withdrawal,  and  impulsive  tendencies. 
Patient  was  resistant  to  psychotherapy  (tense  and 
withdrawn).  Diagnosis:  Psychoneurosis.  Treat- 
ment: Prozine,  one  capsule  four  times  daily.  Re- 
sults: The  response  increased  availability  to  psy- 
chotherapy and  so  improved  this  patient  that 
medication  is  no  longer  required. 

Case  5:  A white  man,  aged  47,  was  originally 
referred  because  of  the  combined  use  of  alcohol 
and  sedative  agents.  Symptoms:  Phobic  manifesta- 
tions, underlying  anxiety,  marked  depression,  and 
tension.  Diagnosis:  Phobic  reaction  and  alcoholism. 
Treatment:  Patient  hospitalized  and  given  Prozine, 
one  capsule  four  times  daily,  and  supplementary 
vitamin  medication.  Results:  Patient  improved 
rapidly  and  has  been  followed  on  an  outpatient 
basis.  Prozine  appears  to  have  motivated  him  in 
a situation  in  which  patients  fail  to  respond.  The 
patient  states  that  his  tensions  have  been  markedly 
reduced  since  using  the  medication. 

Conclusion 

The  success  achieved  with  the  use  of  the 
meprobamate-promazine  hydrochloride  com- 
bination indicates  not  only  that  this  agent  is 
specifically  effective,  but  that  it  is  generally 
applicable  in  mental  and  emotional  disturb- 
ances with  widely  variable  characteristics. 
It  is  valuable  not  only  in  psychotic  and  neu- 
rotic illnesses,  but  also  in  basic  character 
disturbances,  many  of  which  are  refractory 
to  most  forms  of  therapy.  In  the  latter,  the 
combination  appears  to  make  the  patient 
more  amenable  to  the  psychotherapeutic  ap- 
proach and  exerts  a favorable  influence  on 
the  motivation  of  the  individual  to  continue 
therapy.  In  addition,  the  combination  is  com- 
patible with  other  agents  used  in  treating  the 
patient  and,  thereby,  broadens  its  spectrum 
of  utilization.  • 
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Our  greatest  problem* 

John  L.  McDonald,  M,D.,  Colorado  Springs 


■'To  irn  and  (roivii  disputes  ttia\  st(>ni  frotn 
aur  failure  to  understand  ehan^es  in 
medical  education  made  necessary 
hy  modern  scientific  advances:  a 
jirovocative  address  hy  the  out^ointi 
President  of  the  (ddorado  State 
Medic<d  Society. 


Let  us  consider  our  most  serious  internal 
problem — medical  education. 

In  1847  the  American  Medical  Association 
was  founded  and  the  first  meeting  was  held 
in  Baltimore  in  1848.  The  primary  objective 
of  this  new  organization  was  elevation  of 
standards  in  medical  education.  Let  it  be 
said  with  pride  that  we  have  never  neglected 
that  objective.  If  medical  education  in  this 
country  is  the  greatest  in  the  world,  and  we 
believe  it  is,  the  credit  is  largely  due  to  the 
wisdom  of  our  predecessors  and  we  hope 
partly  to  ourselves.  There  is,  however,  one 
danger  which  is  inherent  in  any  reforming 
organization.  There  may  come  a time  when, 
great  things  having  been  achieved,  an  or- 
ganization tends  to  become  satisfied  with  the 
status  quo,  forgetting  that  perfection  of  any 
social  organization  is  never  achieved. 

Problem  in  liaison 

Any  one  of  us  in  the  practice  of  our  pro- 
fession is  of  limited  value  to  society  as  a 
whole.  Each  of  us  sees  a certain  number  of 
patients  who  are  in  need  of  our  help  in  al- 


*Delivered September  14,  1960,  before  the  House  of  Delegates 
of  the  Colorado  State  Medical  Society,  90th  Annual  Session, 
Estes  Park,  just  before  Dr.  McDonald  retired  from  that 
Society’s  presidency. 
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leviating  or  curing  illnesses.  We  see  certain 
patients  who  are  in  need  of  reassurance.  In- 
creasingly we  are  able  to  anticipate  and  to 
prevent  potential  illnesses.  The  institution 
which  is  of  paramount  importance  is  the  one 
whose  object  is  the  teaching  of  medicine  so 
that  hundreds  and  scores  of  hundreds  of 
trained  individuals,  physicians  and  ancillary 
workers  are  suitably  prepared  to  do  the 
greatest  good  for  the  greatest  number  of 
people. 

That  there  now  exists  a problem  in  liaison 
between  the  full  time  faculty  of  the  Univer- 
sity of  Colorado  Medical  School  and  some 
members  of  our  Colorado  State  Medical  So- 
ciety there  is  no  doubt.  That  it  involves  pri- 
marily a disagreement  in  ideas  between  the 
full-time  medical  school  faculty  and  the  so- 
called  voluntary  or  part-time  faculty  is  also 
obvious.  I have  heard  and  read  that  this  is  a 
problem  primarily  of  interest  to  the  Medical 
School  faculty  and  to  the  voluntary  faculty, 
and  even  that  it  is  a problem  which  should 
be  settled  between  the  Medical  School  faculty 
and  the  alumni  of  the  Medical  School.  That 
is  not  correct.  This  is  a state  problem.  It  is 
the  concern  of  every  citizen  of  the  state  and 
of  every  medical  practitioner  in  Colorado 
now  and  in  the  future. 

Potential  deterioration 

I do  not  intend  to  go  into  the  relations 
between  the  Medical  School  and  the  Denver 
General  Hospital  with  the  consequent  un- 
fortunate loss  of  teaching  material  to  the 
Medical  School,  the  inevitable  harmful  pub- 
licity and,  I think,  the  potential  deterioration 
of  health  care  in  the  city  of  Denver.  That  is 
past  history  and  the  city  of  Denver  has  a 
perfect  right  to  do  what  it  has  chosen  to  do. 
I merely  point  out  that  I believe  that  part 
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of  the  reason  for  this  dispute  can  be  attrib- 
uted to  the  poor  relationship  between  the 
faculty  and  some  members  of  the  State  So- 
ciety. 

This  type  of  problem  is  not  unique  to 
Colorado.  It  exists  in  many  other  sections  of 
the  country.  Nor  is  it,  in  Colorado,  entirely 
of  recent  origin.  I have  been  assured  that 
very  early  in  the  history  of  this  Medical 
School,  that  is,  soon  after  the  union  of  the 
various  schools  which  went  to  comprise  the 
present  University  of  Colorado  Medical 
School,  there  were  conflicts  approaching  the 
“town  and  gown”  misunderstanding.  There 
is  no  question,  however,  but  that  the  disloca- 
tion has  been  much  greater  as  the  school  has 
progressed  farther  in  the  direction  of  full- 
time clinical  teaching. 

Nonspecific  criticism 

What  are  the  reasons,  the  real  reasons, 
behind  this  lamentable  discord?  When  I first 
began  to  sit  in  this  House  of  Delegates  and  to 
be  aware  of  the  discord  I was  startled  and 
completely  unable  to  understand  it.  As  time 
went  on  and  as  I saw  the  Medical  School 
improving  and  discord  increasing  I was  still 
unable  to  understand  it  or  to  gain  any  en- 
lightenment whatsoever  concerning  the  un- 
derlying causes.  Two  years  ago  when  I first 
became  a member  of  the  Board  of  Trustees 
of  this  Society  I thought  that  I would  then 
surely  learn  some  facts  of  which  I was  pre- 
viously unaware.  Even  after  repeated  ques- 
tioning of  other  members  of  the  Board  of 
Trustees,  our  Society’s  national  delegates, 
and  other  physicians,  including  some  who 
are  on  the  part-time  faculty,  I have  not  suc- 
ceeded in  getting  a satisfactory  answer.  Rea- 
sons given  have  been,  I think,  rambling  and 
vague,  interspersed  at  times  with  totally 
unwarranted  reflections  on  individuals,  their 
traits  and  upon  the  type  of  school  from  which 
they  have  come.  Nonspecific  criticism  of  the 
“Harvard  type  of  faculty,”  of  dictatorial  de- 
sire on  the  part  of  various  members  of  the 
full-time  faculty  to  dominate  their  depart- 
ments without  consulting  the  voluntary  staff 
and  other  criticisms  of  this  general  type  have, 
I feel,  been  far  from  well  documented.  Of 
course,  in  any  group,  there  are  variations  in 
character  and  there  may  be  individuals  in 
the  full-time  faculty  who  are  not  completely 


ethical,  honest  and  cooperative.  That  does 
not  warrant  a blanket  indictment  of  the 
whole  faculty  and  its  mode  of  teaching. 

At  this  point  it  is  necessary  to  consider 
also  the  criticism  frequently  made  that  Colo- 
rado is  attempting  to  copy  a certain  type  of 
medical  school.  We  are  told  that  Colorado 
University  is  not  suited  to  have  an  “endowed 
school”  type  of  program.  It  is  said  that  we 
do  not  have  the  endowment  to  hire  a full- 
time faculty  of  sufficient  merit.  The  idea 
that  some  schools  have  a different  type  of 
student  benefiting  by  another  type  of  cur- 
riculum than  that  which  we  should  offer  to 
our  presumably  less  able  students  from  Colo- 
rado is  ridiculous.  If  the  so-called  “Ivy 
League”  training  is  now  better  able,  in  Bos- 
ton, to  train  a physician  who  will  practice 
in  a small  community  in  New  Hampshire, 
then  why  is  it  not  equally  valid  in  the  Uni- 
versity of  Colorado  to  train  such  a practi- 
tioner who  will  live  in  one  of  our  smaller 
cities?  There  are  not  two  types  of  practi- 
tioners. There  is  no  such  thing  as  a doctor 
who  is  trained  for  research  alone.  All  doctors 
are  trained  in  the  practice  of  medicine  but 
some  have  a predeliction  for  research,  a more 
nagging  intellectual  curiosity,  a greater  stim- 
ulus to  teach.  This  has  been  well  expressed 
by  the  writer  of  one  of  the  letters  which  I 
will  mention,  when  he  said,  “At  their  best, 
teaching,  research  and  patient  care  form  an 
indivisible  triad.” 

School  ranks  high 

I would  like  to  mention  here  a somewhat 
irrelevant  point  which  has  to  be  considered 
at  some  time.  These  full-time  faculty  mem- 
bers are  entitled  to  a decent  income,  some- 
thing commensurate  with  their  abilities  and 
approaching,  if  not  equaling,  that  of  men  in 
private  practice.  The  idea  that  a teacher 
should  receive  his  reward  entirely  from  the 
joys  of  teaching  is  insulting  and  unrealistic. 

As  a further  aside  I would  like  to  know 
what  is  the  origin  of  this  “Ivy  Lfeague”  desig- 
nation of  a type  of  medical  school?  Is  it  in 
any  way  related  to  the  appalling  popularity 
of  the  cult  of  mediocrity  which  is  at  present 
well  illustrated  by  the  taunting  accusation 
made  to  or  about  any  intellectual  person: 
that  he  is  an  “egg-head”?  Since  when  is  timid 
conformation  superior  to  intellectual  curi- 
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osity?  Remember  the  statement  on  the  mast- 
head of  the  Denver  Post  which  I think  is 
quite  apt:  “There  is  no  hope  for  the  satisfied 
man.” 

Having  failed  to  be  enlightened  by  what 
I had  learned  by  my  own  observation  and 
questioning,  I wrote  to  the  deans  of  various 
medical  schools  in  this  country  and  to  several 
representatives  of  organizations  devoted  to 
the  study  of  medical  teaching.  I promised 
that  their  replies  would  be  held  as  confi- 
dential. I deliberately  addressed  no  request 
to  anyone  whom  I knew  to  have  had  previous 
connection  with  the  Colorado  school.  I had 
replies  from  three  individuals  who  represent 
important  organizations  devoted  to  the  study 
of  medical  teaching  and  from  the  deans  of 
nine  medical  schools.  Five  of  these  medical 
schools  are  endowed  schools.  Of  these,  one  is 
an  eastern  school,  two  are  in  the  middle  west, 
and  two  in  the  far  west  and  southwest.  In 
addition,  I have  replies  from  the  deans  of 
four  state  institutions.  The  calibre  of  these 
men  is  such  that  I do  not  feel  a single  one  of 
them  would  bother  to  make  routine  compli- 
mentary remarks  concerning  our  school.  Fur- 
thermore, remember  that  they  were  assured 
that  their  remarks  would  be  treated  as  indi- 
vidually confidential.  Without  exception 
these  men  were  most  enthusiastic  about  the 
advances  made  in  recent  years  in  the  teach- 
ing of  medicine  at  the  University  of  Colorado. 
At  least  one  individual  stated  that  Colorado 
was  at  or  near  the  top  in  state  supported 
schools  over  the  nation.  Another  individual 
rated  Colorado  with  three  other  state  schools 
as  one  of  the  four  best.  They  all  regarded 
our  faculty  as  able,  progressive,  and  distin- 
guished. Many  of  them  specifically  named 
individuals  of  the  staff  here  as  men  of  great 
stature,  some  of  them  the  best  or  among  the 
best  in  their  fields  in  the  country. 

Teaching  trends  justified 

Virtually  all  of  these  men  stressed  the 
necessity  of  employing  full-time  faculty  men, 
the  importance  of  research  programs  and 
the  necessity  of  changing  the  curricula,  from 
those  in  which  didactic  lectures  and  inflex- 
ible programs  were  the  rule  to  current  meth- 
ods which  have  been  so  much  deplored  by 
some  of  our  members.  I wish  time  permitted 
me  to  read  some  portions  of  each  of  these 


letters  in  which  arguments  for  this  type  of 
education  were  clearly  and  logically  pre- 
sented, but  it  does  not. 

The  most  important  and  informative  docu- 
ment on  a modern  medical  school  which  I 
have  found  is  readily  available  to  all  of  you. 
This  bulletin  is  titled  “Functions  and  Struc- 
ture of  a Modern  Medical  School.”  It  consists 
of  a statement  prepared  through  collabora- 
tion with  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Asso- 
ciation and  the  Association  of  American 
Medical  Colleges.  It  was  approved  by  the 
House  of  Delegates  of  the  American  Medical 
Association  in  June  of  1957.  This  document 
should  be  in  the  hands  of  each  individual  in 
the  State  Society  who  is  interested  in  medical 
teaching.  It  is  well  worth  intense  study.  Cas- 
ual reading  alone  is  not  sufficient  but  I am 
going  to  take  the  liberty  now  of  reading  a 
few  quotations  directly  from  it.  I think  this 
bulletin  clearly  justifies  the  teaching  trends 
in  our  Medical  School  and  it  is  obvious  that 
the  medical  educators  to  whom  I applied  for 
information  are  endeavoring  to  operate  their 
schools  in  this  very  fashion.* 

There  are  many  statements  and  argu- 
ments made  by  members  of  the  voluntary 
faculty  which  I have  not  made  any  attempt 
to  list  or  discuss,  though  I have  been  con- 
scious of  most  of  them.  These  are  problems 
which  should  be  taken  up  dispassionately  in 
meetings  of  the  full  faculty  of  the  Colorado 
Medical  School  or  committees  thereof. 

There  are,  of  course,  reasons  for  the  lack 
of  complete  understanding  between  full-time 
teachers  of  medicine  and  other  members  of 
the  profession  but  none  of  my  correspondents 
pretended  to  understand  thoroughly  why 
they  exist.  A few  of  them  believed  that  the 
fear  of  financial  competition  is  an  important 
factor.  In  this  community  it  seems  obvious 
that  the  financial  competition  furnished  by  a 
full-time  faculty  allowed  to  do  consultation 
work  or  to  have  some  private  patients  is 
minute  considering  the  total  amount  spent 
on  doctors’  fees.  Nevertheless,  this  cannot  be 
discarded  entirely. 

Some  men  felt  that  there  was  a factor  of 
jealousy  because  of  the  certain  amount  of 


•At  this  point  Dr.  McDonald  read  pertinent  paragraphs  from 
“Functions  and  Structure  of  a Modern  Medical  School.” 
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prestige  which  goes  with  the  full-time  faculty 
appointment  and  title.  This  probably  is  of 
some  importance.  It  does,  however,  seem 
somewhat  petty.  It  is  obvious  that  it  is  im- 
possible to  conduct  a full-time  medical  prac- 
tice and  at  the  same  time  devote  the  time  to 
teaching,  organization  and  research  essential 
in  the  heads  of  clinical  departments.  Many 
of  the  men  in  private  practice  here  who  are 
concerned  with  this  lack  of  prestige  are  quite 
capable  of,  and  have  the  endowments  for,  full- 
time teaching  if  they  so  desire.  They  must 
choose  one  or  the  other. 

Most  of  the  men  who  wrote  me  believe 
that  a matter  of  misunderstanding  was  most 
important.  They  referred  to  a misunder- 
standing of  the  extraordinary  but  essential 
changes  in  medical  curricula  throughout  the 
country  at  this  time.  Where  would  our  nu- 
clear physicists  or  synthetic  chemists  come 
from  if  they  were  exposed  to  an  inflexible 
and  archaic  teaching  formula? 

Here  again  a study  of  “Functions  and 
Structure  of  a Modern  Medical  School”  might 
help.  In  connection  with  this  misunderstand- 
ing several  of  the  correspondents  proposed 
more  dispassionate  discussion  of  the  problem 
between  various  faculty  groups.  They  felt 
that  it  should  be  possible  for  reasonable  men 
to  get  together  to  talk  these  things  out.  Un- 
fortunately, so  long  as  the  attitude  is  that  of 
“mine  and  thine,”  “my  rights  and  your 
rights,”  no  discussions  are  likely  to  be  bene- 
ficial. Both  the  full-time  faculty  and  the 
part-time  faculty  will  have  to  demonstrate 
a desire  to  compose  their  differences,  not  to 
aggravate  them.  The  structure  for  such  meet- 
ings already  exists  and  I sincerely  hope  it 
may  be  utilized. 

Liberality  of  ideas 

I believe  that  there  is  a large  ideological 
factor  involved.  The  so-called  “town  and 
gown”  conflict  has  always  been  to  a certain 
extent  ideological.  It  is  unfortunately  true 
that  people  in  academic  life  are  distrusted 
by  nonteaching  members  of  society.  It  is 
easy  to  say  in  effect  that  this  is  a product 
of  our  “time  of  troubles”  in  a world  which  is 
practically  divided  between  believers  in  our 
concepts  of  freedom  of  thought  and  action 
and  those  of  whom  we  feel  the  very  reverse 
is  true.  Frequently  teachers  in  our  current 


civilization  are  accused  of  such  a liberality 
of  ideas  that  they  are  thought  to  be  sub- 
versive. It  has  been  repeatedly  stated  that 
the  present  faculty  does  indeed  indoctrinate 
our  young  students.  This  I do  not  believe. 
I’ve  talked  to  these  students  as  have  you. 
They  have  not  been  indoctrinated  with  false 
ideas.  Who  can  be  more  liberal  than  the  col- 
lege sophomore  first  studying  economics,  no 
matter  what  the  beliefs  of  his  teacher?  Young 
medical  students  are  idealistic.  They  are  en- 
countering suffering  and  disease  for  the  first 
time.  They  have,  at  this  stage  in  their  educa- 
tion, ideas  which  will  subtly  and  gradually 
undergo  changes  in  the  direction  of  conserva- 
tism. 

That  this  distrust  of  the  teacher  is  not 
modern  but  is  as  ancient  as  civilization  can 
be  shown  by  one  illustration  alone.  In  the 
fourth  century  before  Christ,  Socrates  was 
executed,  not  primarily  for  being  a traitor 
to  the  state  but  for  indoctrinating  the  youth 
of  the  state  by  “subversive”  teaching.  Socra- 
tes was  the  full-time  teacher  (and  we  know 
Xanthippe  frequently  called  attention  to  his 
inadequate  income) . Interestingly  enough, 
Athens  at  that  time,  following  the  Pelopon- 
nesian wars,  was  having  its  “time  of  troubles” 
just  as  we  do  at  the  present.  If  there  is  any 
possibility  that  there  is  an  ideological  basis 
for  our  disagreements,  I hope  that  we  may 
be  big  enough  to  recognize  it  and  to  relegate 
it  to  its  proper  level  of  unimportance.  It  is 
an  unworthy  motive. 

Colorado  General  expansion 

You  will  remember  that  in  1959  the  Colo- 
rado State  Medical  Society  accorded  the  plan 
for  a new  hospital  at  the  Colorado  General 
our  full  support.  The  present  facilities  of 
the  University  of  Colorado  Medical  School 
were  built  in  1924  for  a class  of  50  students; 
now  there  are  85  men  in  each  class.  It  was 
built  for  a full-time  faculty  of  25  and  for  75 
volunteers.  There  are  now  150  full-time  men 
and  over  500  volunteers.  It  was  not  built  to 
accommodate  any  kind  of  research.  There  is 
now  a very  large  research  program.  There 
were  essentially  no  residents  when  the  pro- 
gram started  and  now  there  are  about  70  resi- 
dents and  many  graduate  students.  There  are 
altogether  over  1,000  students  in  the  Medical 
School  including  undergraduates,  interns. 
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residents,  candidates  for  the  degree  of  Ph.D., 
laboratory  and  x-ray  technologists,  and  phys- 
iotherapists. The  out-patient  department  was 
built  to  accommodate  25,000  patient  visits  a 
year;  it  is  now  seeing  140,000  a year.  The 
new  hospital  proposes  425  beds  so  that  it  will 
be  possible  ultimately  to  expand  the  medical 
classes  to  96.  It  is  planned  that  there  will  be 
ample  facilities  for  research,  a necessity  in 
the  development  of  a modern  medical  school. 
Incidentally,  the  use  of  this  facility  will  not 
be  limited  to  men  on  the  full-time  faculty. 
By  Board  of  Regents  policy  it  may  be  utilized 
by  any  member  of  the  volunteer  faculty  for 
his  own  patients. 

Strong  endorsement 

If  the  statement  is  made  that  this  leaching 
facility  will  not  be  for  the  care  of  indigents 
alone,  remember  that  in  this  country,  for- 
tunately for  the  welfare  of  all,  medical  indi- 


gency is  diminishing  and  we  trust  will  soon 
disappear.  I hope  that  there  will  never  be 
any  attempt  by  this  Society  to  withdraw  the 
strong  endorsement  which  it  previously  ac- 
corded this  plan. 

Continued  recognition 
Finally,  I ask  for  your  continued  recogni- 
tion of  this  splendid  school  of  ours.  I would 
like  to  ask  that  this  House  of  Delegates  rec- 
ognize the  necessity  of  change  in  the  methods 
of  teaching,  realizing  that,  of  all  evils  that 
can  occur  in  an  institution,  that  of  standing 
still  is  the  worst.  Let  us  be  proud  that  our 
institution,  by  virtue  of  its  splendid  modern 
program  grafted  on  an  equally  fine  back- 
ground, is  so  well  regarded  throughout  the 
nation  and  is  so  well  equipped  to  supply 
Colorado  with  the  highest  type  of  medical 
practitioner.  That  is  the  greatest  praise  I can 
bestow.  • 


Huntington’s  chorea* 

Differentiated  from  Wilson  s disease  with  report  of  unusual  case 

David  S.  Dow,  M.D.,  Denver 


Case  presentation  of  a patient 
with  onset  of  disease  at  age  13, 
and  with  absence  of  choreiform 
movements.  Discussion  with 
reference  to  hepatolenticular 
degeneration. 


The  case  history  of  a girl,  aged  26  years, 
with  the  onset  of  an  apparently  hereditary 
spastic  neuromuscular  disorder  at  the  age  of 
13,  will  be  discussed,  presenting  her  clinical 


•Presented  at  the  annual  Colorado  Intern-Resident  Clinics, 
May  21,  1959;  recipient  of  George  B.  Kent  award  for  the  most 
meritorious  paper  by  a Colorado  intern.  A reference  list  of  27 
items  is  excluded  because  of  space  limitations. 


course,  therapeutic  measures,  possible  diag- 
noses, and  investigative  studies  carried  out 
in  efforts  to  establish  a diagnosis. 

CASE  REPORT 

Present  illness:  D.  O.,  a single,  white  female, 
aged  19  years,  was  first  admitted  to  the  Colorado 
General  Hospital  late  in  1951  with  a chief  com- 
plaint of  progressive  tremor,  present  since  age  13. 
Her  difficulty  was  first  noticed  to  be  a mild  tremor 
involving  the  neck  muscles,  giving  a mild  shaking 
tremorous  motion  to  her  head,  this  tremor  being 
accentuated  when  the  patient  became  excited. 
Over  the  succeeding  years,  the  tremor  had  gradu- 
ally progressed  to  involve  the  patient’s  limbs,  so 
that  three  years  prior  to  admission  she  had  been 
forced  to  drop  out  of  school.  History  of  two  mild 
convulsive  seizures  during  the  six  months  prior 
to  admission  was  also  obtained.  Review  of  systems 
disclosed  some  difficulty  with  urinary  hesitancy. 
Past  medical  history  included  only  the  childhood 
diseases  of  mumps,  chicken  pox  and  tonsillitis. 
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There  were  no  episodes  of  meningitis  or  encepha- 
litis. 

Family  history  was  significant  in  that  the 
patient’s  father,  uncle,  and  paternal  grandmother 
were  said  to  have  been  afflicted  with  a form  of 
neuromuscular  disorder.  (Subsequent  investigation 
has  revealed  involvement  of  the  preceding  three 
generations  of  this  family  with  varying  forms  of 
a neuromuscular  disorder.) 

Physical  examination  on  this  first  admission 
revealed  a marked  generalized  tremor  of  approxi- 
mately two  to  four  movements  per  second.  The 
nature  of  the  tremor  was  described  as  oscillatory 
and  not  choreiform.  “Waxing  and  waning  rigidity 
of  arms”  was  noted,  along  with  the  presence  of 
frequent  blinking,  mouth  breathing,  and  a rather 
constant  smiling  expression.  Her  gait  was  ataxic, 
and  reflexes  were  hyperactive  throughout.  The 
impressions  on  this  admission  were  listed  as  Hunt- 
ington’s chorea,  hepatolenticular  degeneration,  and 
Westphal’s  pseudosclerosis. 

Clinical  course:  During  this  first  hospitalization 
she  was  treated  with  British  anti-lewisite  (BAL) 
on  the  basis  of  presumptive  evidence  that  she  was 
suffering  from  hepatolenticular  degeneration.  Uri- 
nary copper  levels  were  obtained  prior  to  and 
during  therapy  with  BAL.  These  were  approxi- 
mately normal  prior  to  therapy,  and  increased 
from  six  to  10-fold  during  the  five  days  of  therapy 
(Fig.  1).  There  was  some  improvement  in  subjec- 
tive feeling  noted  during  the  five  days  of  hos- 
pitalization, and  some  lessening  of  tremor  was 
noted,  although  it  was  felt  that  this  might  have 
been  secondary  to  the  enforced  period  of  bed  rest. 
Liver  function  studies  carried  out  during  this 
hospitalization  were  entirely  normal. 

She  was  discharged  to  be  followed  as  an  out- 
patient, where  she  was  treated  with  Artane  with- 
out improvement,  given  one  course  of  BAL  as  an 
outpatient,  and  admitted  four  times  during  the 
next  eight  months  for  therapy  with  BAL.  Mental 


Fig.  1.  Urinary  copper  excretion  in  patient  D.  O., 
before  and  during  therapy  with  BAL.  Arrow  indi- 
cates institution  of  BAL,  given  intramuscularly 
175  mgm.  t.i.d.  BAL  was  reduced  to  120  mgm.  t.i.d. 
on  Jan.  29,  and  was  discontinued  on  Feb.  1. 


changes  of  a mild  degree  were  first  recorded  late 
in  1952,  in  that  she  was  having  frequent  temper 
tantrums  directed  against  her  two  older  siblings. 
However,  her  memory  was  said  to  be  still  func- 
tioning normally. 

Succeeding  attempts  at  BAL  therapy  were  in- 
creasingly complicated  by  the  development  of  an 
allergic  sensitivity  reaction  to  the  oil  suspension 
of  BAL,  to  the  degree  that  by  early  1954,  no  fur- 
ther treatments  were  given.  It  was  recorded  at 
that  time  that  the  patient  seemed  to  feel  subjec- 
tively better  after  each  course  of  BAL,  looking 
forward  to  them  eagerly.  However,  there  was  no 
demonstrable  change  in  symptomatology  as  ob- 
served by  the  attending  physicians. 

The  patient  was  not  followed  for  a period  of 
two  years,  from  early  1954  to  early  1956.  By  early 
1956  she  was  no  longer  able  to  feed  herself,  and 
was  having  occasional  “black-out  spells.”  She  was 
placed  on  Dilantin  at  this  time,  and  physical  ther- 
apy was  instituted,  with  some  improvement  in 
her  spasticity.  By  late  1956,  she  was  noted  to  be 
extremely  euphoric,  no  longer  able  to  walk  by  her- 
self, and  having  a great  deal  of  difficulty  with 
eating,  choking  frequently  on  both  liquid  and  solid 
foods.  Repeat  liver  function  studies  at  this  time 
were  again  entirely  normal. 

She  was  hospitalized  in  June,  1957,  for  an  upper 
respiratory  infection,  and  tracheostomy  was  car- 
ried out  for  facilitation  of  removal  of  excessive 
bronchial  secretions,  since  the  patient  had  little 
respiratory  reserve  or  cough  reflex.  Upon  recovery 
from  the  respiratory  infection,  the  tracheostomy 
was  closed  off  without  difficulty,  and  the  patient 
remained  in  the  hospital  for  the  following  576 
days,  primarily  as  a nursing  care  patient,  with 
daily  physical  therapy,  but  otherwise  bedridden. 
One  course  of  versene  therapy  was  attempted, 
without  any  notable  improvement  in  the  patient, 
and  multiple  biochemical  studies  were  carried  out 
in  attempts  to  establish  and  confirm  a diagnosis 
on  this  girl.  Her  course  was  complicated  only  by 
occasional  urinary  tract  infections,  which  were 
treated  with  sulfonamides,  and  a slowly  progres- 
sive downhill  course. 

She  was  finally  discharged  to  a nursing  home 
in  April,  1959,  but  re-entered  the  hospital  10  days 
later  with  a severe  urinary  tract  infection  and 
dehydration.  She  has  not  responded  well  to  ther- 
apy, and  is  approaching  a terminal  state. 

Case  summary 

In  summary,  this  is  a 26-year-old  white 
female  with  the  onset  of  mild  tremor  at  age 
13,  progressing  to  a generalized  spasticity  and 
rigidity,  to  the  extent  that  she  had  marked 
difficulty  with  speech  by  age  20,  was  unable 
to  feed  herself  by  age  23,  unable  to  walk  at 
24,  and  virtually  incapacitated  by  age  26. 
Mental  changes  included  marked  euphoria, 
but  without  any  degree  of  dementia;  during 
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Fig.  2.  Patient  D.  O.,  aged  26,  after  13  years  of 
symptoms  of  an  atypical  form  of  Huntington’s 
chorea.  Note  flexion  contractures  of  hands  and 
arms,  vacant  smiling  facial  expression. 

her  recent  22-month  hospitalization  her  en- 
tire day  was  usually  spent  in  watching  tele- 
vision while  lying  in  bed.  Her  muscular 
status  is  now  that  of  marked  rigidity  and 
contracture,  with  very  little  tremor.  The  ac- 
companying illustration  demonstrates  her 
rather  fixed  smile,  and  constant  wrist  flexion 
and  arm,  hand,  and  finger  spasticity  (Fig.  2) . 

Throughout  most  of  her  last  hospital  ad- 
mission, the  clinical  diagnosis  on  this  patient 
was  listed  as  hepatolenticular  degeneration. 
However,  many  of  the  staff,  including  this 
author,  were  not  convinced  that  this  was 
indeed  the  correct  diagnosis.  Thus  the  pur- 
pose of  this  paper  is  to  attempt  to  outline 
and  summarize  the  possibilities  for  this  or 
another  diagnosis. 

W ilson  s disease 

Hepatolenticular  degeneration,  or  Wil- 
son’s disease,  sometimes  termed  progressive 
lenticular  degeneration,  was  first  described 
by  S.  Kinnier  Wilson  in  1912,  in  a report  on 
six  previously  described  cases,  adding  four 
of  his  own,  with  nervous  symptoms  accom- 


panied by  cirrhosis  of  the  liver.  An  excellent 
summary  of  the  history  of  the  concept  of 
hepatolenticular  degeneration  is  given  in 
Wilson’s  text  Neurology,  which  also  gives  a 
complete  description  of  the  clinical  picture 
in  this  condition. 

Also  discussed  in  conjunction  with  Wil- 
son’s disease  in  most  texts  is  an  entity  origi- 
nally described  in  the  late  19th  century  by 
Westphal  and  Strumphel,  a neuromuscular 
disorder  with  symptoms  similar  to  the  later 
descriptions  of  Wilson’s  disease,  and  termed 
Westphal’s  pseudosclerosis.  However,  most 
modern  texts  now  classify  this  as  a minor 
variant  of,  or  even  synonymous  with,  hepato- 
lenticular degeneration,  there  being  no  good 
basis  on  which  to  differentiate  the  charac- 
teristic degenerative  spastic  course  described 
under  both  of  these  entities. 

The  case  presented  herein  contains  a strik- 
ing number  of  clinical  symptoms  which 
would  fit  well  with  Wilson’s  disease.  The  age 
and  nature  of  onset  is  characteristic  of  hep- 
atolenticular degeneration,  as  are  the  flex- 
ion contractures  of  the  patient’s  hands  and 
arms,  the  difficulty  with  purposeful  move- 
ments being  interfered  with  by  tremor,  ac- 
centuation of  tremor  with  excitement  and 
lessening  with  sleep,  and  the  characteristic 
mouth-open  stereotyped  smile  of  the  patient 
in  the  advanced  stage.  These  are  all  demon- 
strated in  this  patient,  as  are  also  hypertonia, 
dysarthria,  euphoria,  and  a history  of  epi- 
leptiform seizures,  all  of  which  are  often 
mentioned  in  classical  descriptions  of  hepato- 
lenticular degeneration.  The  lack  of  any  se- 
vere mental  disturbance  in  this  patient  is 
also  not  unlike  patients  with  Wilson’s  disease. 

Liver  involvement 

Hepatic  involvement  is,  to  date,  entirely 
non-demonstrable  in  this  patient,  despite  sev- 
eral repetitions  of  numerous  liver  function 
tests,  the  most  recent  ones  having  been  BSP 
excretion  and  prothrombin  time  evaluation, 
which  were  both  normal  at  the  time  of  writ- 
ing of  this  article.  Wilson  states  that  “without 
this  liver  disease,  seldom  if  ever  disclosed 
during  life — unless  by  one  or  another  func- 
tional test — no  case  can  be  admitted  to  the 
category.”  Note,  however,  that  it  is  stated 
in  this  text  and  elsewhere  that  outward,  or 
clinical,  signs  of  cirrhosis  are  rarely  demon- 
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strated  antemortem  (i.e.,  hepatomegaly, 
bleeding  tendency,  jaundice,  or  evidence  of 
portal  hypertension).  Occasionally  a history 
of  jaundice  prior  to  the  onset  of  neurological 
symptoms  will  be  elicited,  and  in  some  ju- 
venile forms  of  the  disease,  the  severe  hepatic 
involvement  will  be  the  first  and  most  serious 
manifestation  of  Wilson’s  disease.  But  in 
many  of  the  more  chronic  cases  of  Wilson’s 
disease,  liver  function  studies,  which  are  even 
more  sensitive  than  the  physical  signs,  may 
be  entirely  normal.  Thus  the  absence  of  ab- 
normal liver  function  studies  in  this  patient 
is  not  necessarily  to  the  exclusion  of  Wilson’s 
disease. 

The  presence  of  a greenish-brown  pig- 
mentation ring  of  the  cornea,  known  as  the 
Kayser-Fleischer  ring,  was  described  in  this 
entity  as  far  back  as  1902,  and  in  the  opinion 
of  some,  is  a fairly  constant  finding  in  this 
disease,  quoted  as  high  as  90  per  cent  by 
Bearn.  Others  do  not  feel  it  is  this  constant 
(e.g.,  Cartwright,  quoting  it  as  present  in  50 
per  cent  of  cases),  but  certainly  that  it  is  a 
frequent,  and  when  present,  diagnostic  fea- 
ture. The  patient  presented  herein  has  been 
subjected  to  three  careful  ophthalmological 
examinations,  including  slit  lamp  exam,  over 
the  past  seven  years,  with  no  evidence  of 
Kayser-Fleischer  rings  having  been  found  at 
any  time. 

Copper  metabolism 

The  basic  defect  in  hepatolenticular  de- 
generation has  long  been  a question,  but 
recently  it  has  been  accepted  that  there  is 
invariably  a disturbance  of  copper  metabo- 
lism. The  level  of  copper  in  affected  tissues, 
particularly  the  liver  and  basal  ganglia  of  the 
cerebrum,  is  characteristically  elevated  in 
this  condition,  and  conversely  there  is  a 
marked  decrease  in  the  alpha-globulin  in  the 
serum  which  normally  binds  serum  copper, 
this  globulin  being  termed  ceruloplasmin. 
This  ceruloplasmin  in  turn  normally  demon- 
strates a certain  degree  of  copper  oxidase 
activity,  thus  when  deficient,  as  in  Wilson’s 
disease,  the  copper  oxidase  activity  is  mark- 
edly diminished.  It  is  interesting  to  note, 
however,  the  recent  report  of  a series  of  four 
cases  of  jaundice  in  children  which  were 
proved  by  tissue  analysis  to  be  cases  of  Wil- 
sons’ disease,  with  elevated  tissue  copper 


content,  in  which  ante-mortem  studies  re- 
vealed normal  ceruloplasmin  levels  in  two 
cases.  These  two  cases  did  demonstrate  Kay- 
ser-Fleischer rings  and  aminoaciduria,  how- 
ever, and  no  neurologic  symptoms. 

Mention  of  aminoaciduria  in  the  above 
reference  brings  up  another  recently  dis- 
covered abnormality  frequently  accompany- 
ing Wilson’s  disease,  that  of  a markedly  in- 
creased urinary  amino  acid  excretion.  This 
was  first  described  by  Uzman  and  Denny- 
Brown  in  1948,  and  has  subsequently  been 
investigated  rather  extensively.  The  exact 
mechanism  for  this  increase  is  as  yet  un- 
known, although  one  postulation  is  that  of  a 
competitive  reabsorption  process  taking  place 
in  the  kidney  between  the  copper  chelated 
dicarboxylic  amino  acid  peptides  (which  are 
increased  in  Wilson’s  disease) , and  the  amino 
acids.  Thus  there  may  be  preferential  re- 
absorption of  the  oligopeptides  to  the  exclu- 
sion of  the  amino  acids,  resulting  in  the  in- 
creased aminoaciduria.  Certain  of  the  amino 
acids  have  been  found  to  be  increased  as 
much  as  20-fold  in  the  urine,  with  the  total 
amino  acid  excretion  being  considerably  in- 
creased, although  not  to  this  degree.  There 
is  no  correlation  between  the  degree  of  ami- 
noaciduria and  the  severity  of  the  disease. 

The  mechanism  for  coordinating  the  find- 
ings of  increased  tissue  copper,  decreased 
ceruloplasmin  and  copper  oxidase,  increased 
aminoaciduria,  and  the  tissue  damage  in  this 
condition  is  as  yet  not  fully  understood.  Two 
hypotheses  are  described  in  the  literature,  by 
Uzman  (1953)  and  Bearn  (1957),  to  which 
the  reader  may  refer  for  further  details.  One 
hypothesis  postulates  a primary  defect  in 
protein  metabolism,  resulting  in  secondarily 
decreased  ceruloplasmin  (Uzman) ; the  other 
theory  is  that  of  a primary  defect  in  cerulo- 
plasmin synthesis  (Bearn) . Again,  there  is 
no  relationship  between  the  level  of  cerulo- 
plasmin and  the  severity  of  the  disease. 

Urinary  excretion  of  copper  is  likewise 
abnormal  in  this  condition,  and  is  further  al- 
tered by  the  administration  of  copper  chelat- 
ing agents  such  as  BAL  or  versene.  Cupruria 
levels  in  Wilson’s  disease  may  be  from  10  to 
20  times  the  normal  baseline  of  control  sub- 
jects. When  normal  controls  are  subjected  to 
BAL,  their  copper  excretion  may  rise  per- 
haps 10-fold,  to  come  approximately  to  the 
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normal  resting  excretion  of  a patient  with 
Wilson’s  disease.  However,  if  patients  with 
Wilson’s  disease,  who  are  already  excret- 
ing 10  times  the  normal  amount  of  copper, 
are  subjected  to  BAL,  their  excretion  will 
increase  still  further,  with  a two  to  five- 
fold increase  in  excretion,  mobilizing  large 
amounts  of  copper  from  the  body,  resulting 
in  temporary  improvement  of  symptoms  in 
most  cases.  Bearn  has  found  that  in  patients 
with  Wilson’s  disease,  renal  function  is  di- 
minished, with  a decrease  in  para-amino 
hippuric  acid  clearance,  renal  plasma  flow, 
glomerular  filtration  rate,  and  tubular  secre- 
tory capacity.  He  hypothesizes  an  increase  in 
cellular  copper  as  interfering  with  proper 
renal  transport. 

Therapy 

The  therapy  of  this  condition  has  only 
recently  shown  any  promise  of  anything  be- 
yond purely  symptomatic  measures.  On  the 
principle  that  the  damaging  element  is  the 
excessive  tissue  content  of  copper,  mobiliza- 
tion of  the  copper  from  the  tissues  by  means 
of  copper  chelating  agents  containing  sulf- 
hydryl  groups,  as  discussed  above,  has  been 
tried.  The  two  earlier  substances  tried  for 
this  purpose  were  BAL  and  versene,  but  re- 
cently a new  drug  has  been  introduced  in 
the  experimental  therapy  of  this  disease, 
with  some  promise  of  more  striking  results, 
although  presumably  still  on  a palliative 
basis.  Penicillamine  (beta-beta-dimethylcys- 
teine) , is  a substance  which  is  recovered 
from  the  urine  of  individuals  who  have  pre- 
existing liver  damage  and  who  are  given 
penicillin.  Penicillamine  contains  a single 
sulfhydryl  group,  and  has  been  shown  to 
bring  about  a much  more  profound  increase 
in  copper  excretion  than  is  possible  with 
BAL.  Fister  cites  one  case  of  truly  remark- 
able remission  with  penicillamine  therapy  in 
a patient  described  as  “virtually  moribund” 
before  therapy.  This  drug  is,  however,  ex- 
tremely costly  and  still  highly  experimental. 

Thus  we  have  discussed  the  metabolic 
aspects  of  hepatolenticular  degeneration,  or 
Wilson’s  disease,  the  cardinal  findings  being 
decreased  ceruloplasmin,  decreased  copper 
oxidase  activity  in  the  blood,  and  increased 
urinary  excretion  of  copper  and  amino  acids. 
The  patient  presented  in  this  article  has  been 


found  to  demonstrate  a copper  oxidase  activ- 
ity in  an  entirely  normal  range;  furthermore, 
on  two  occasions,  aminoaciduria  studies  have 
shown  a pattern  “NOT  compatible  with  Wil- 
son’s disease.” 

So,  despite  the  clinical  picture  which  is 
so  strikingly  characteristic  of  hepatolenticu- 
lar degeneration,  it  is  difficult  to  classify 
this  patient  under  this  category,  with  the 
absence  of  biochemical  evidence,  Kayser- 
Fleischer  rings,  or  any  decrease  in  liver  func- 
tion. 

The  other  diagnosis  which  was  at  first 
entertained  was  that  of  Huntington’s  chorea, 
postulated  at  first  on  the  basis  of  the  strong 
family  history  of  a similar  neuromuscular 
disorder.  At  first,  on  reviewing  this  particu- 
lar case  and  the  literature  on  Huntington’s 
chorea,  we  are  left  with  little  else  other  than 
the  family  history  for  verification  of  the 
diagnosis.  But  as  we  shall  see,  it  will  come 
to  play  an  increasingly  important  part  in  our 
conclusions  concerning  this  patient,  as  it  is 
more  fully  reviewed. 

Huntington  s chorea 

Huntington’s  chorea  is  a hereditary,  pro- 
gressively degenerative  disease  of  the  basal 
ganglia  and  cerebral  cortex.  The  outstanding 
symptoms  consist  of  chorea  and  mental  aber- 
rations, usually  appearing  at  ages  35  to  50. 
It  is  said  by  one  author  that  94  per  cent  of 
cases  will  show  onset  between  the  ages  of 
20  and  60,  although  there  are  occasional  cases 
reported  during  the  first  and  second  decades. 
Falstein’s  report  on  juvenile  Huntington’s 
chorea  in  1941  describes  two  cases  with  onset 
at  age  14  and  16,  with  a history  not  unlike 
the  patient  presented  in  this  paper.  The 
movements  usually  observed  are  of  a con- 
stantly changing,  dissimilarly  repetitive  char- 
acter (choreiform) , involving  both  the  limbs 
and  the  trunk,  and  frequently  there  are 
highly  characteristic  writhing  motions  of  the 
facial  muscles.  Rigidity  may  develop  either 
early  or  late  in  the  disease,  along  with  hyper- 
tonia. Mental  changes  are  said  to  be  invari- 
ably present,  in  one  degree  or  another,  in 
this  condition.  They  are  represented  by  early 
loss  of  memory,  loss  of  ability  to  concentrate 
and  function  mentally,  progressing  slowly  or 
rapidly  to  a stage  of  profound  dementia  in 
the  terminal  stages  of  the  disease.  The  course 
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of  the  disease  is  usually  from  10  to  20  years. 

Hereditary  aspects  of  Huntington’s  cho- 
rea, along  with  those  of  hepatolenticular 
degeneration,  are  also  described  in  the  liter- 
ature. Huntington’s  chorea  is  generally  ac- 
cepted as  being  a heredofamilial  disorder, 
“direct  and  similar  inheritance  is  the  rule, 
the  disease  appearing  as  a dominant,”  al- 
though occasional  isolated  cases  will  appear 
without  involvement  in  the  preceding  gener- 
ations. The  heredofamilial  nature  of  hepato- 
lenticular degeneration  is  not  as  yet  fully 
clarified,  Wilson  being  able  to  say  only  that 
it  is  apparently  a familial  disease,  often  ap- 
pearing in  more  than  one  sibling,  but  that 
there  is  insufficient  evidence  to  state  defi- 
nitely that  the  disease  is  inherited  as  a Men- 
delian  recessive.  However,  Bearn  in  his  re- 
view states  that  the  cause  is  postulated  as  a 
homozygous  recessive  gene. 

Criteria  for  diagnosis 

The  primary  criteria  for  the  diagnosis  of 
Huntington’s  chorea,  then,  consist  of  (1)  the 
typical  onset  in  about  the  third  to  fifth  decade 
of  life,  (2)  chorea  and  dementia  of  a pro- 
gressive nature,  and  (3)  a strong  family 
history,  inherited  in  the  form  of  a Mendelian 
dominant.  There  are  no  biochemical  criteria 
yet  proposed  in  this  condition,  of  a similar 
nature  to  the  abnormalities  of  copper  metab- 
olism in  Wilson’s  disease. 

The  patient  presented  in  this  article,  at 
first  glance  would  not  seem  to  fit  into  the 
category  of  Huntington’s  chorea,  in  light  of 
the  onset  of  the  disease  at  age  13,  the  lack  of 
any  choreiform  episodes,  and  the  lack  of  any 
severe  mental  deterioration.  However,  when 
the  family  history  is  reviewed,  along  with 
the  clinical  histories  of  the  affected  individ- 
uals, one  is  led  more  and  more  to  the  con- 
clusion that  this  patient  merely  represents 
one  more  member  of  a genealogical  series  of 
at  least  four  generations  of  one  family  af- 
flicted with  Huntington’s  chorea. 

Suggestive  family  history 

The  patient’s  father  went  through  school 
to  the  second  year  of  high  school,  and  was 
well  until  age  28,  when  he  noted  the  onset  of 
clumsiness  of  hands,  and  an  inability  to  grasp 
and  hold  on  to  objects  well.  By  age  30,  he 
sought  medical  help  for  poor  leg  control,  was 


hospitalized  at  a state  mental  institution  later 
that  year.  He  was  noted  to  have  irregular 
involuntary  movements  of  his  face,  body,  and 
extremities  (a  fairly  good  description  of 
choreiform  involvement) , ataxic  gait,  halting 
and  explosive  speech,  and  increased  deep 
tendon  reflexes.  Mental  status  was  recorded 
in  that  calculation  ability  was  said  to  be  “not 
too  accurate,”  and  thinking  was  “only  slight- 
ly reduced.”  Diagnosis  of  Huntington’s  chorea 
was  given,  and  the  patient  died  at  age  34. 

Also  included  in  this  first  generation  back 
of  the  patient  under  discussion  was  an  uncle 
who  was  admitted  to  a mental  institution  in 
1936  at  age  25,  and  died  four  years  later.  He 
was  noted  to  have  choreic  movements  of  the 
muscles  of  the  extremities  and  trunk,  the 
first  symptoms  of  his  illness  having  been  a 
nervousness  and  shaking  of  his  hands.  Mental 
and  emotional  changes  included  the  presence 
of  extreme  irritability  and  irresponsibility 
and  emotional  lability,  increasing  over  the 
two  years  preceding  admission.  By  1939,  at 
age  28,  mental  deterioration  had  progressed 
considerably,  without  much  progression  of 
chorea,  and  he  died  in  1940,  at  the  age  of  29. 
Diagnosis  was  Huntington’s  chorea,  with  a 
complication  of  tuberculosis  of  the  spine. 

Going  two  generations  back  of  our  pa- 
tient, the  grandmother  was  hospitalized  in 
1917  at  the  age  of  38  with  a three-year  history 
of  progression  of  jerking,  irregular  contrac- 
tions of  the  muscles  of  her  face,  arms,  and 
lower  limbs.  Mental  status  was  apparently 
not  much  impaired,  and  despite  a history  of 
one  attempted  suicide,  and  some  tendency  to- 
ward “filthy”  habits,  throughout  her  course 
of  therapy  she  did  not  demonstrate  any 
marked  dementia.  She  died  in  1922,  at  the 
age  of  43,  of  a septicemia,  with  Huntington’s 
chorea  listed  as  a contributory  cause. 

Also  two  generations  back  is  a grand-aunt 
who  was  admitted  to  a mental  institution  in 
1917  and  died  in  1918.  Her  diagnosis  was 
given  as  Huntington’s  chorea,  and  the  cause 
of  death  was  listed  as  tuberculosis  of  the 
spine. 

Three  generations  back  of  the  patient 
there  are  records  of  a great-grandmother  and 
two  great-grandaunts  who  were  also  afflict- 
ed with  a neuromuscular  disorder.  One  was 
hospitalized  in  the  1890’s  at  a mental  institu- 
tion and  died  there.  Her  diagnosis  was  given 
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as  Huntington’s  chorea.  One  was  hospitalized 
in  March  of  1891  with  violent  behavior  and 
choreiform  movements  which  later  subsided. 
She  was  discharged  from  the  hospital  in 
March  of  1892,  but  no  record  of  her  demise 


( propositus) 

Fig.  3.  Genealogical  diagram  of  neuromuscular 
involvement  of  the  preceding  three  generations 
and  siblings  of  the  patient  under  discussion,  D.  O. 
Blacked  out  circles  indicate  affected  members. 
Information  regarding  existence  of  other  siblings, 
without  involvement,  other  than  those  illustrated, 
is  not  available. 


is  available.  These  two  sisters  are  said  to 
have  had  a third  sister  who  was  also  “insane,” 
but  no  hospital  records  are  available.  The 
heredofamilial  pattern  is  shown  in  Fig.  3. 

Thus  we  have  a total  of  four  generations 
documented  as  having  been  afflicted  with 
varying  types  of  neuromuscular  disorders, 
the  earlier  three  generations  having  been 
diagnosed  as  Huntington’s  chorea.  Further- 
more, clinical  histories  of  those  more  recent 
members  of  the  genealogical  tree,  whose  clin- 
ical records  are  available,  certainly  follow 
a typical  pattern  for  the  symptoms  and  course 
of  Huntington’s  chorea. 

Conclusions 

Despite  early  age  of  onset,  and  retention 
of  mental  faculties  through  a 13-year  course 
of  the  disease,  and  lack  of  any  choreiform 
movements  at  any  time,  the  patient  present- 
ed in  this  paper  must  now  be  assumed  to 
have  an  atypical  form  of  Huntington’s  chorea. 
This  had  been  tentatively  diagnosed  and 
treated  for  several  years  as  hepatolenticular 
degeneration  at  a teaching  center  hospital, 
but  this  diagnosis  can  now  be  considered  as 
virtually  excluded  on  the  basis  of  biochemical 
and  other  tests,  despite  the  clinical  course 
which  so  closely  resembles  that  of  a classical 
description  of  Wilson’s  disease,  or  hepato- 
lenticular degeneration.*  ® 


*The  patient  expired  on  October  13,  1959,  and  the  post- 
mortem findings  in  the  brain  were  said  to  be  grossly  and 
microscopically  consistent  with  and  typical  of  Huntington’s 
chorea;  there  was  no  evidence  to  support  a diagnosis  of 
Wilson's  disease. 


A.M.A.  President  to  address 
Denver  Mental  Health  meeting 

Dr.  E.  Vincent  Askey,  President  of  A.M.A.,  will 
be  the  principal  speaker  at  a banquet,  November 
18,  highlighting  the  1960  Annual  Meeting  of  the 
National  Association  for  Mental  Health.  The  con- 
vention, to  be  held  at  the  Denver  Hilton,  Novem- 
ber 16-19,  will  be  hosted  by  the  Colorado  Associa- 
tion for  Mental  Health  and  is  expected  to  draw 
1,000  people  from  the  50  states  and  Canada. 

Dr.  Cyrus  W.  Anderson,  Colorado  State  Medi- 
cal Society  President,  will  be  an  honored  guest. 
Invitations  are  being  mailed  by  the  Mental  Health 
Association  to  all  doctors  in  Colorado. 


Dr.  Askey  recently  said  he  would  like  to  dedi- 
cate himself  during  his  year  as  A.M.A.  President 
“toward  finding  solutions  for  the  problem  of 
mental  illness.”  He  underlined  his  hope  that  “the 
physicians  of  the  country  will  soon  open  up  a 
full-scale  fight  against  mental  illness  on  all  fronts.” 

Colorado  Mental  Health  Associations  through- 
out the  state  work  closely  with  the  medical  pro- 
fession and  are  a volunteer  citizens’  organization 
working  to  fight  mental  illness  and  to  promote 
mental  health  through  education,  research  and 
services.  Mrs.  Donald  C.  Bromfield,  Association 
President,  urges  the  medical  profession  to  come 
to  this  important  meeting,  held  the  first  time  in 
the  Western  area. 
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Subdural  hematoma* 


Review  of  106  cases 


Charles  G.  Freed,  M.D.,  and  Harry  R.  Boyd,  M.D.,  Denver 


Subdural  hematomas  are  not  rare 
in  private  practice,  and  many 
of  the  cases  differ  from  those 
seen  in  clinics  and  hospital 
emergency  rooms.  The  condition 
should  be  considered  in  differential 
diagnosis,  even  in  absence  of  history 
of  trauma,  for  early  treatment  is  vital. 


In  spite  of  all  that  has  been  written  about 
the  cause,  diagnosis,  and  treatment  of  sub- 
dural hematomas,  these  lesions  remain  a 
problem  for  the  specialist  and  the  general 
practitioner  alike.  Most  of  the  data  accumu- 
lated concerning  these  lesions  stems  from 
clinics  with  large  emergency  services  where 
the  care  of  patients  with  head  injuries  is  a 
daily  matter  of  routine.  It  is  felt  that  the 
problem  of  subdural  hematomas  as  seen  in 
the  average  physician’s  private  practice  is 
somewhat  at  variance  with  that  seen  in  the 
emergency  hospital  or  clinic,  and  it  is  for  this 
reason  that  this  paper  is  presented.  The  ma- 
terial which  we  are  presenting  is  from  a 
series  of  subdural  hematomas  found  in  pri- 
vate patients  over  a period  of  several  years. 

C.ause 

It  is  generally  assumed  that  trauma  to 
the  head,  either  direct  or  indirect,  is  the 
cause  of  most  subdural  hematomas,  although 
a clear  history  of  trauma  cannot  be  elicited 

♦Presented  at  the  Midwinter  Clinical  Session  of  the  Colorado 
State  Medical  Society  at  Denver,  February  20,  1959. 


in  every  case.  An  occasional  subdural  hemor- 
rhage is  due  to  bleeding  from  a ruptured  con- 
genital aneurysm  or  to  bleeding  from  an 
intracranial  tumor,  but  such  cases  are  clinical 
rarities  and  will  not  be  considered  here. 

In  our  series  of  cases,  60  of  the  106  patients 
gave  a history  of  a head  injury  or  of  general 
body  trauma  sufficiently  severe  to  be  con- 
sidered as  the  cause  of  the  patient’s  condition 
at  the  time  of  examination.  These  cases  con- 
veniently fall  into  three  groups,  depending 
on  the  time  elapsed  between  injury  and  sur- 
gical intervention.  Those  requiring  surgery 
within  the  first  three  days  after  injury  are 
considered  as  acute  subdural  hematomas.  Of 
these  60  cases,  six  fall  into  this  category. 
Three  of  these  subsequently  died  as  a result 
of  their  injuries,  while  three  survived,  giving 
a mortality  rate  of  50  per  cent.  It  is  recog- 
nized that  this  is  too  small  a number  to  be 
statistically  significant,  but  it  is  in  agreement 
with  the  data  accumulated  from  other  series 
which  show  a mortality  rate  in  this  group  of 
from  50  to  80  per  cent’’  “. 

For  that  group  of  patients  which  required 
surgery  from  the  fourth  to  the  fifteenth  day 
following  injury,  the  outlook  is  somewhat 
improved.  Fourteen  of  our  60  patients  fall 
into  this  group — the  so-called  subacute  sub- 
dural hematomas.  Of  these,  10  survived  fol- 
lowing surgery  and  four  died,  a mortality  of 
about  30  per  cent. 

The  chronic  subdural  hematomas  are 
those  cases  in  which  surgical  intervention 
has  been  carried  out  after  the  fifteenth  day 
following  head  injury.  Two-thirds  of  these  60 
cases  fall  into  this  category.  In  this  group  of 
40  chronic  subdural  hematomas,  one  patient 
died  and  39  recovered.  The  mortality  rate  in 
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this  group  was  therefore  2.5  per  cent.  In  the 
remaining  40  cases,  no  clear-cut  history  of 
injury  was  obtained.  No  deaths  occurred  in 
this  group  which  were  considered  chronic 
subdurals. 

Age  incidence 

Although  subdural  hematomas  are  found 
in  patients  of  all  ages,  there  is  a definite  pre- 
dilection for  these  lesions  to  occur  in  the 
very  young  or  in  those  of  middle  age,  or  later. 
The  youngest  patient  in  this  series  was  six 
weeks  while  the  oldest  was  86  years.  Twenty- 
one  of  106  patients  were  under  one  year  at 
the  time  of  surgery,  and  55  were  50  years  old, 
or  over.  Twenty  of  the  patients  were  over 
70  years  old. 

Sex  incidence 

One  would  expect  that  a lesion  of  trau- 
matic origin  such  as  subdural  hematoma 
would  be  more  common  in  the  male  than  in 
the  female  and,  indeed,  this  is  so;  90  of  our 
cases  were  found  in  males  compared  to  16 
in  females.  It  is  of  interest  to  note,  however, 
that  in  infants  of  one  year  or  less,  an  age 
when  the  opportunity  for  injury  would  seem 
to  be  equal  in  the  two  sexes,  that  of  21  cases, 
17  occurred  in  males  compared  to  four  in 
females.  The  cause  of  this  sex  predominance 
is  not  known. 

Presenting  complaint 

Although  the  patient  harboring  a sub- 
dural hematoma  may  seek  medical  aid  for  a 
wide  variety  of  reasons,  certain  presenting 
complaints  are  more  common  than  others. 
Headache  is  by  far  the  most  common  com- 
plaint and  was  elicited  from  over  half  of  the 
patients  who  were  old  enough  to  give  a his- 
tory. The  character  of  the  headache  varied 
considerably  from  case  to  case,  although  a 
history  of  increasing  severity  was  not  un- 
usual. The  headaches  may  be  intermittent  or 
constant  and  may  be  unilateral  or  bilateral 
and  the  site  of  the  headache  cannot  be  de- 
pended upon  to  denote  the  site  of  the  lesion. 
The  headaches  were  occasionally  accom- 
panied by  vomiting,  but  not  often  enough  to 
make  the  presence  or  absence  of  vomiting  a 
diagnostic  point.  Although  severe  at  times, 
the  headaches  were  rarely  of  an  agonizing 
intensity  as  is  seen  with  severe  migraine  or 


in  some  cases  of  subarachnoid  hemorrhage. 
Codeine  by  mouth  or  hypodermically  has 
been  quite  effective  in  relieving  the  head- 
ache in  most  cases. 

In  addition  to  headache,  some  change  in 
personality  is  a common  complaint,  usually 
elicited  from  the  patient’s  relatives.  The  per- 
sonality change  may  vary  from  increasing 
irritability  to  forgetfulness  and  from  hypo- 
mania  to  stupor.  In  general,  a history  of  pro- 
gressive memory  loss  and  increasing  stupor 
is  particularly  significant. 

Convulsive  seizures  are  a relatively  un- 
common initial  complaint,  occurring  in  only 
nine  of  our  patients.  Five  of  these  were  adults 
and  four  were  infants.  Seizures,  when  pres- 
ent, may  be  generalized  or  focal.  If  focal,  the 
likelihood  of  the  hematoma  being  on  the  side 
opposite  the  side  of  the  seizure  is  consider- 
able although  there  may  be  a hematoma  on 
the  other  side  also. 

Physical  findings 

The  neurologic  examination  in  the  patient 
suffering  from  a subdural  hematoma  may 
reveal  multiple  abnormalities,  or  it  may  re- 
veal few  or  none.  No  constellation  of  neuro- 
logical signs  may  be  considered  as  diagnostic 
of  this  condition.  Nevertheless,  there  are  cer- 
tain findings  which  are  highly  suggestive  of 
such  a lesion.  Among  these,  stupor  and  espe- 
cially a progressive  deterioration  of  the  level 
of  consciousness  must  be  viewed  with  sus- 
picion. Fifty-five  of  this  series  of  106  patients 
showed  some  degree  of  abnormal  lethargy, 
varying  from  inattentiveness  to  profound 
coma.  In  some  cases,  this  was  the  only  sign 
to  suggest  the  possibility  of  an  intracranial 
clot.  This  was  particularly  true  in  the  case 
of  elderly  patients.  The  level  of  consciousness 
often  varies  from  one  examination  to  another, 
so  that  the  patient  may  appear  to  be  improv- 
ing for  a while,  only  to  show  further  de- 
terioration at  a later  examination. 

Second  only  to  deterioration  of  the  level 
of  consciousness  is  the  finding  of  some  degree 
of  unilateral  weakness.  This  may  vary  from 
a slight  facial  weakness  on  one  side  to  severe 
hemiparesis.  Forty  of  our  cases  showed  this 
sign  to  a greater  or  lesser  extent.  In  20,  the 
weakness  was  on  the  side  opposite  the  hema- 
toma, while  in  nine,  the  lesion  and  the  hemi- 
paresis were  on  the  same  side.  In  the  remain- 
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ing  11  cases,  bilateral  hematomas  were 
present. 

Some  degree  of  papilledema  was  noted  in 
11  cases,  and  is  thus  a relatively  unimportant 
diagnostic  sign.  The  same  is  true  for  Babin- 
ski’s  sign,  which  was  present  in  only  nine 
cases.  Pupillary  inequality  is  also  occasion- 
ally noted,  although  the  larger  pupil  occurs 
sufficiently  often  on  the  side  opposite  the  clot 
to  preclude  its  use  as  a lateralizing  sign  to 
be  relied  upon. 

In  general,  it  may  be  said  that  clear-cut 
neurologic  abnormalities  such  as  unilateral 
weakness,  pupillary  inequality,  abnormal  toe 
signs,  etc.,  are  more  to  be  found  in  younger 
patients  with  acute  or  subacute  lesions,  while 
in  elderly  patients  few,  if  any,  of  these  find- 
ings may  be  present.  In  such  a case  increasing 
lethargy  may  be  the  only  cause  for  entertain- 
ing the  possibility  of  a subdural  hematoma. 

The  findings  in  patients  one  year  of  age 
or  less  suffering  from  subdural  hematomas 
is  rather  different  from  those  described 
above.  In  21  infants  under  a year,  a progres- 
sive increase  in  head  size  was  noted  in  nine, 
and  an  initial  diagnosis  of  hydrocephalus  was 
not  uncommon.  Four  of  the  21  suffered  from 
convulsive  seizures  as  compared  to  five  of 
85  adults.  Anemia  of  greater  or  lesser  degree 
was  a common  finding.  Several  of  these 
babies  presented  feeding  problems  and  this 
was  occasionally  the  cause  for  admission  to 
the  hospital. 

Laboratory  findings 

Spinal  fluid  examination  may  be  helpful 
at  times,  and  in  this  series  a definite  increase 
in  spinal  fluid  pressure  was  noted  in  16  cases. 
A normal  or  low  spinal  fluid  pressure  record- 
ing by  no  means  rules  out  the  possibility  of 
a subdural  hematoma.  The  spinal  fluid  was 
found  to  be  bloody  in  a few  cases  and  in 
others,  a xanthochromia  was  noted. 

X-ray  findings 

The  plain  x-ray  films  are  usually  normal 
in  adults  with  subdural  hematomas.  The 
pineal  gland  was  found  to  be  shifted  from  its 
normal  position  in  nine  of  our  cases.  When 
present,  this  sign  is  extremely  helpful  in  that 
it  gives  an  accurate  indication  of  the  side  on 
which  the  major  clot  is  to  be  found. 

Special  x-ray  technics  have  been  used  at 


times  to  establish  the  diagnosis  of  subdural 
hematoma,  or  at  least  a mass  lesion  in  the 
skull.  Pneumoencephalography  or  ventricu- 
lography was  used  in  four  cases,  although 
several  subdural  hematomas  were  encoun- 
tered in  the  process  of  making  burr  holes  for 
the  purpose  of  performing  ventriculography. 
Pneumoencephalography  has  not  been  used 
more  extensively  because  it  has  been  our 
feeling  that  the  dangers  inherent  in  this  pro- 
cedure are  greater  than  those  of  exploratory 
trephination  of  the  skull.  When  air  studies 
are  carried  out  it  is  necessary  to  proceed  with 
definitive  surgical  treatment  at  once,  for  the 
patient’s  condition  may  rapidly  deteriorate 
if  this  is  not  done. 

In  recent  years,  cerebral  arteriography 
has  become  increasingly  popular.  This  pro- 
cedure is  especially  helpful  in  the  diagnosis 
of  surface  lesions,  such  as  the  subdural  hema- 
toma. The  angiograms  can  be  done  under 
general  or  local  anesthesia  by  the  percu- 
taneous route,  thereby  making  operative  ex- 
posure of  the  carotid  arteries  unnecessary. 
Even  small  subdural  accumulations  can  be 
accurately  localized  by  this  method.  Arteri- 
ography has  the  additional  advantage  that 
it  does  not  increase  cerebral  edema  and  there- 
fore the  surgeon  may  study  the  films  at  his 
leisure  rather  than  being  forced  to  proceed 
at  once  with  definitive  surgery.  With  the 
advent  of  the  more  satisfactory  iodine-con- 
taining contrast  media  now  available,  it  is 
our  feeling  that  angiography  is  probably  safer 
than  air  studies  if  a pathological  intracranial 
condition  is  present.  Subdural  hematomas 
produce  a characteristic  arteriographic  pic- 
ture. This  is  due  to  the  mass  of  the  clot  over- 
lying  the  cortex  which  prevents  the  dye-filled 
arteries  from  closely  approximating  the  skull 
as  they  normally  do. 

In  infants  the  x-ray  films  often  reveal 
some  degree  of  pathologic  enlargement  of 
the  skull  if  a subdural  hematoma  of  long 
standing  is  present.  In  the  young  patient  with 
a fairly  recent  subdural,  separation  of  the 
sutures  is  a common  finding.  It  is  difficult  or 
impossible  to  differentiate  the  x-ray  findings 
in  a case  of  subdural  hematoma  from  those 
due  to  other  causes  of  increased  intracranial 
pressure  in  children,  such  as  hydrocephalus, 
brain  tumor,  abscess,  or  cerebral  edema. 

It  has  been  our  practice  to  do  subdural 
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taps  in  those  children  with  open  sutures  who 
have  evidence  of  increased  intracranial  pres- 
sure, or  are  suspected  of  having  subdural 
hematomas.  If  this  test  reveals  bloody  or 
xanthochromic  fluid  in  the  subdural  space, 
the  diagnosis  of  subdural  hematoma  is  estab- 
lished. If  not,  other  tests  to  determine  the 
cause  of  the  increased  intracranial  pressure 
may  be  carried  out  at  the  same  sitting. 

T reotment 

In  adults,  definitive  surgical  treatment 
should  be  carried  out  as  expeditiously  as  pos- 
sible after  the  diagnosis  of  subdural  hema- 
toma has  been  made.  In  those  cases  in  which 
the  clinical  history  and  physical  findings  are 
highly  indicative  of  such  a lesion,  trephina- 
tion of  the  skull  may  be  carried  out  as  a 
primary  procedure  without  recourse  to  spe- 
cial x-ray  studies  beyond  the  plain  skull 
films.  In  the  event  of  a negative  exploration, 
the  surgeon  must  be  prepared  to  carry  out 
such  other  studies  as  may  be  indicated  to 
establish  a diagnosis.  Ventriculography  may 
be  conveniently  done  through  the  explora- 
tory burr  holes,  or  the  patient  may  be  re- 
turned to  the  x-ray  department  for  arteri- 
ography. 

Because  of  the  high  incidence  of  bilateral 
subdural  hematomas,  bilateral  trephination 
of  the  skull  has  been  carried  out  unless  other 
studies  have  definitely  localized  the  clot  to 
one  side.  Although  many  neurosurgeons  have 
advocated  multiple  trephination  of  the  skull 
on  both  sides,  this  was  not  necessary  in  the 
great  majority  of  our  cases.  Satisfactory  re- 
sults have  been  achieved  by  bilateral  anterior 
parietal  trephination  in  those  cases  in  which 
the  side  of  the  hematoma  has  not  been  de- 
termined preoperatively  by  x-ray  studies. 
After  evacuation  of  the  clot,  the  subdural 
space  is  thoroughly  irrigated  with  Ringer’s 
solution,  and  a drain  is  left  in  place  for  24 
to  48  hours.  If  the  side  of  the  clot  is  known, 
or  the  hemorrhage  is  sufficiently  recent  so 
that  considerable  solid  clot  remains,  a sub- 
temporal decompression  has  been  done.  In 
this  series,  these  simple  procedures  have 
proven  effective  and  may  be  carried  out  with 
dispatch,  which  we  feel  is  important,  especial- 
ly in  old  people  who  are  often  critically  ill. 
It  has  been  necessary  to  reoperate  upon  one 
patient  because  of  reaccumulation  of  the 
subdural  fluid. 
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While  in  some  cases,  recovery  of  con- 
sciousness has  been  dramatic  following  sur- 
gery, many  patients  recovered  slowly  over  a 
period  of  days.  The  most  meticulous  post- 
operative care  is  required,  both  on  the  part 
of  the  physician  and  the  attending  nurses. 
Careful  attention  must  be  paid  to  fluid  bal- 
ance and  metabolic  requirements,  as  well  as 
to  respiratory  exchange  and  cardiovascular 
status.  Occasionally  a considerable  degree 
of  postoperative  cerebral  edema  may  be  pres- 
ent. This  may  be  controlled  by  judicious  lum- 
bar punctures  or  the  administration  of  hyper- 
tonic solutions,  of  which  30  per  cent  urea 
solution  appears  to  be  the  best®. 

In  infants,  a different  course  of  treatment 
has  been  followed.  If  the  patient  is  in  poor 
condition  at  the  time  of  diagnosis,  as  is  often 
the  case,  subdural  taps  have  been  carried  out 
daily  or  on  alternate  days  until  anemia  has 
been  corrected,  seizures  at  least  partially  con- 
trolled, and  general  nutritional  deficiencies 
reversed.  When  the  child  is  in  the  best  pos- 
sible condition,  trephination  of  the  skull  is 
carried  out  on  one  or  both  sides  as  is  indi- 
cated. If  a well-formed  subdural  membrane 
is  present,  a small  frontotemporal  parietal 
bone  flap  is  made  on  one  side  and  as  much 
as  possible  of  the  subdural  membrane  is  re- 
moved. It  is  usually  possible  to  strip  the 
membrane  from  the  cortex  of  most  of  the 
frontal,  parietal,  and  temporal  lobes.  The 
dura  is  then  closed  with  drainage  of  the  sub- 
dural space.  The  bone  flap  is  held  in  place 
with  sutures  through  the  bone  or  pericra- 
nium, and  the  scalp  is  closed  in  two  layers. 
If  the  membranes  are  bilateral,  the  second 
side  may  be  done  in  10  to  14  days. 

It  is  necessary  to  remove  the  subdural 
membranes  because  they  form  a constrictive 
sheet  over  the  cerebral  hemisphere,  thereby 
hindering  its  normal  growth.  This  is  unneces- 
sary in  the  adult  after  full  brain  maturation. 

Results  of  treatment 

In  our  series  of  106  patients  treated  by 
the  methods  outlined  above,  the  over-all  mor- 
tality rate  has  been  9.4  per  cent.  As  has  been 
previously  noted,  the  mortality  is  highest  in 
those  patients  requiring  surgery  shortly  after 
injury.  In  the  group  of  86  patients  in  which 
the  period  between  injury  and  operation  was 
15  days  or  more,  or  where  a definite  history 
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of  injury  was  lacking,  there  was  but  one 
death,  giving  a mortality  rate  of  1.2  per  cent. 

Summary 

The  subdural  hematoma  is  a treacherous 
lesion.  At  times,  its  presence  may  be  diag- 
nosed with  ease,  but  at  other  times — and  this 
is  more  often  the  case — it  may  be  detected 
only  after  the  available  diagnostic  procedures 
have  been  exercised  to  the  fullest.  The  most 
important  single  factor  contributing  to  the 
diagnosis  a high  degree  of  suspicion  on  the 


part  of  the  attending  physician.  If  diagnosed 
and  properly  treated,  the  chances  for  the 
patient’s  recovery  are  good;  if  overlooked, 
progressive  deterioration  and  eventual  death 
is  the  usual  course.  • 
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What  price  security?* 

Benjamin  Gitlitz,  M.D.,  Therniopolis,  Wyo. 


We  will  discuss  some  of  the  economic  poli- 
cies of  our  government  to  indicate  that  it 
leaves  much  to  be  desired.  Politicians,  our 
legislators,  are  encroaching  more  and  more 
on  the  freedoms  guaranteed  to  us  by  our 
forefathers.  In  the  early  1900’s  physicians 
were  cautioned  to  stay  out  of  politics,  but 
many  played  an  important  part  in  the  early 
days  of  our  country.  Many  gave  their  lives 
in  the  Revolutionary  War  and  some  had  forti- 
tude enough  to  sign  the  Declaration  of  Inde- 
pendence. Physicians  were  represented  at 
the  Continental  Congress  and  their  signa- 
tures are  visible  on  the  Constitution  of  the 
United  States.  During  my  medical  school 
days  I was  cautioned  that  the  practice  of 
medicine  would  be  so  time-consuming  that  it 
would  be  impossible  to  take  part  in  any  po- 
litical discussion.  Furthermore,  it  was  indi- 
cated that  any  show  of  policy  in  politics 
would  be  looked  upon  disparagingly  by  our 
patients. 

Government  policies  and  legislation 

Expansion  of  federal  government  policy 
to  include  medical  care,  especially  for  the 

•Address  of  the  outgoing  President  of  the  Wyoming  State 
Medical  Society  presented  before  its  57th  Annual  Meeting, 
Jackson  Lake  Lodge,  Moran,  Wyo.,  September  7-10,  1960. 


aged,  and  other  policies  which  should  be  a 
local  matter,  have  caused  physicians  to  look 
askance  at  this  type  of  thinking.  Since  a poli- 
tician is  rarely  interested  in  the  general  good, 
it  behooves  physicians  to  take  part  in  policy 
making;  they  know  more  about  the  health 
needs  of  the  public  than  any  other  person. 

It  was  when  the  Wagner-Murray-Dingell 
Bill  was  proposed  that  physicians  became 
aware  of  the  fact  that  their  toes  were  being 
stepped  on.  At  that  time  the  A.M.A.  took  a 
definite  stand  and  it  was  through  their  ef- 
forts that  this  bill  was  defeated.  However, 
as  we  look  back  we  find  that  certain  portions 
of  this  bill  have  been  included  in  other  meas- 
ures and  passed  in  spite  of  our  determination 
to  defeat  them.  This  year  we  have  seen  the 
Forand  Bill  proposed  and,  due  to  our  hard 
work  and  the  active  A.M.A.  group  in  Wash- 
ington, this  bill  has  not  been  passed  and 
President  Eisenhower  has  called  a White 
House  Conference  on  Aging  for  1961. 

Physicians  and  politics 

The  A.M.A.  House  of  Delegates  is  now 
urging  all  physicians  to  take  a more  active 
part  in  public  affairs  on  all  levels.  A resolu- 
tion on  the  subject,  introduced  by  the  Okla- 
homa delegation  in  June,  1960,  served  as  a 
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starting  point  for  discussion  in  the  reference 
committee,  particularly  in  the  area  of  the 
M.D.’s  role  in  political  activity.  The  report 
adopted  by  the  House  noted  that  “it  has  be- 
come apparent  that  the  medical  doctors  in 
America  and  their  organizations  are  still  not 
exerting  the  effective  influence  on  local,  state 
and  national  political  affairs  which  is  their 
right  and  obligation.” 

The  A.M.A.’s  policy  making  body  “not 
only  urged  individual  members  of  the  asso- 
ciation to  take  a more  active  part  in  the  local, 
state  and  national  government,  endeavoring 
to  select  qualified  candidates  for  office  re- 
gardless of  party  affiliation  of  such  candi- 
dates, but  also  urged  physicians  to  work  for 
the  creation  of  policies  which  preserve  repre- 
sentative government,  free  enterprise,  fiscal 
solvency  and  the  integrity  of  the  dollar.”  Dr. 
E.  Vincent  Askey,  new  A.M.A.  President, 
stated  “physicians  must  assume  health  care 
leadership  in  the  decisive  decade  ahead,  or 
they  will  lose  it  by  default  to  others  unquali- 
fied to  handle  it.  When  a physician  is  reluc- 
tant to  participate  in  political  affairs,  he 
leaves  to  others  responsibilities  in  the  field 
of  political  action,  that  only  he  as  an  indi- 
vidual doctor  can  fulfill.” 

The  A.M.A.  News  of  July  11  states  that, 
“Today  it  is  obviously  not  enough  that  a 
doctor  upgrades  his  knowledge,  sharpens  his 
skill,  works  endless  hours  tending  his  pa- 
tients, and  provides  leadership  in  a broad 
and  highly  technical  field  of  medical  prac- 
tice. He  must  demonstrate  leadership  in  help- 
ing to  retain  the  freedom  of  individual  op- 
portunity for  a voluntary  system  of  medical 
care,  the  high  standards  of  that  care  which 
he  has  helped  to  build  and  to  which  he  is 
dedicated  to  protect.” 

Social  Security 

There  are  a number  of  aspects  of  federal 
legislation  which  I feel  should  be  considered 
to  make  our  point.  The  first  is  Social  Secur- 
ity, a compulsory  tax  for  public  charity.  It 
was  originally  presented  as  a tax  in  a wel- 
fare program.  However,  this  was  extended 
in  a number  of  proposals  in  1939,  1952,  1956, 
and  1958.  The  money  goes  into  a general 
fund  and  is  used  immediately.  The  individ- 
ual’s handout  will  be  paid  for  by  his  children. 
Each  individual  is  thus  paying  tax  for  some- 
one else. 
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Social  Security  gives  no  one  a contract 
since  Congress  can  alter,  amend,  or  repeal  it 
at  will.  The  first  act  passed  by  Congress 
promised  permanent  coverage  if  the  tax  was 
paid  for  a period  of  five  years.  It  also  guar- 
anteed that  the  money  would  be  returned  to 
the  taxpayer  or  his  heirs  if  payment  was 
made  for  this  period.  In  1939  this  law  was 
amended  so  that  a 10-year  period  of  payment 
was  necessary.  However,  at  the  same  time. 
Congress  took  the  privilege  of  not  giving  the 
money  back  and  6.4  million  people  died  dur- 
ing this  period  without  getting  any  pension 
or  refunds  for  themselves  or  their  families. 
The  goverment  thus  has  shown  no  respect 
for  small  rights  and  has  in  a sense  dishonored 
itself.  The  Social  Security  system  is  now 
insolvent.  In  the  five  changes  made  since 
1950  the  rate  has  been  doubled,  the  number 
of  persons  now  receiving  benefits  has  in- 
creased 400  per  cent,  and  each  election  year 
Congress  eases  the  eligibility  and  the  benefits 
increase. 

The  government  has  allowed  Social  Se- 
curity to  borrow  21  billion  dollars  from  other 
sources  to  cover  its  deficits.  At  the  present 
time  over  1.6  billion  dollars  of  this  loan  has 
been  used  for  Social  Security.  The  cost  of 
the  program  has  increased  35  per  cent  and 
there  was  a 20  per  cent  increase  in  income. 
It  is  therefore  obvious  that  Social  Security 
is  now  in  the  red. 

Forand  hill 

We  all  know  what  the  Forand  type  bill 
proposes.  It  is  supposed  to  be  tacked  on  to 
this  now  ailing  Social  Security  system  so 
that  it  will  include  compulsory  care  for  the 
aged  and  disturb  the  patient-physician  rela- 
tionship. In  addition  to  this,  it  would  ob- 
viously mean  poor  health  care,  since  it  would 
be  under  federal  control.  The  Forand  type 
of  legislation  is  not  insurance,  for  it  guaran- 
tees nothing — Congress  can  change  these 
rules  at  will.  An  individual  pays  for  so-called 
care  of  a fixed  type,  no  matter  what  his 
needs  may  be.  That  there  is  no  real  need 
for  this  type  of  legislation  has  been  indi- 
cated since  coverage  will  result  without  fed- 
eral help. 

An  important  study  by  James  W.  Wiggins 
and  Helmut  Schoeck  of  the  Sociology  and 
Anthropolgy  Department  at  Emory  Univer- 
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sity  in  Atlanta  published  in  August,  1960, 
revealed  that  the  over-65  population  of  the 
United  States  enjoys  relatively  good  health; 
92  per  cent  said  they  had  no  unfulfilled  medi- 
cal needs;  8 per  cent  listed  lack  of  financial 
resources  as  one  of  the  least  important 
reasons  for  their  failure  to  relieve  the  need; 
64  per  cent  had  health  insurance  and  most 
advised  that  they  could  pay  a big  medical 
bill  by  conventional  and  personal  means. 
Many  of  them  were  concerned  with  the  prob- 
lem of  inflation  which  has  reduced  the  value 
of  Social  Security  along  with  everything  else. 
This  makes  one  question  the  need  for  federal 
intervention  in  a problem  which  can  be  effec- 
tively dealt  with  through  private  insurance 
and  local  welfare  organizations. 

Medical  care  for  aged 

More  recently  the  Mills  Bill  has  been  pro- 
posed. This  sets  up  a federal  grant  and  aid 
program  for  the  medical  care  of  the  near 
needy,  to  be  administered  locally  for  locally 
determined  beneficiaries.  It  preserves  volun- 
tarism which  permits  the  non-needy  to  take 
care  of  themselves,  and  follows  the  tradi- 
tional federal-state  organizational  structure 
of  our  nation.  This  bill  has  been  backed  by 
the  American  Medical  Association  and  is 
more  desirable  than  the  Forand  Bill. 

However,  it  will  still  result  in  the  federal 
government  encroaching  on  our  freedom. 
Most  recently  the  Kerr  Amendment  was  set 
up  for  aged  care.  The  Kerr  program  puts 
medical  care  provision  under  Title  1,  The 
Old  Age  Assistance  Program,  and  would 
cover  the  2.4  million  persons  now  receiving 
state  old  age  assistance.  The  House  Plan, 
which  would  be  in  addition  to  the  Kerr 
Amendment,  is  a slightly  modified  version  in 
which  federal-state  payments  are  made  to 
persons  who  become  medically  indigent 
whether  or  not  they  are  receiving  state  old 
age  assistance.  These  plans  would  also  be 
very  expensive  and  difficult  to  administer. 
This  bill  was  passed  on  August  29,  1960.  It  is 
estimated  that  it  will  cost  $202  million  for 
the  federal  government  and  $61  million  for 
state  governments  during  its  first  full  year. 

Colorado  has  one  of  the  most  liberal  pro- 
grams for  hospitalization  and  medical  aid 
for  old  age  pensioners.  It  is  interesting  to 
note  that  this  program  is  now  costing  $102,000 


a month  more  than  is  available  for  payments 
and  is  having  financial  difficulties.  Lieuten- 
ant Governor  Robert  L.  Knous,  who  is  Chair- 
man of  the  commission  which  wrote  the 
medical  plan,  hoped  that  there  would  be  no 
serious  cutback  in  this  and  states  that  the 
Legislature  should  appropriate  funds  to  make 
up  any  money  required.  This  is  typical  of  a 
legislative  reaction — -simply  increase  taxa- 
tion and  appropriation  and  pay  no  attention 
to  the  cost. 

Physicians  and  Social  Security 

We  should  now  consider  the  problem  of 
Social  Security  and  physicians.  Many  of  our 
colleagues  have  felt  that  Social  Security 
should  include  physicians  since  everyone  else 
is  getting  it,  but  the  increasing  cost  of  Social 
Security  has  resulted  in  a deficit  financing 
situation  as  noted  previously.  I have  also  indi- 
cated that  nothing  has  been  promised  and 
that  things  can  be  changed  by  Congressional 
action. 

A recent  study  indicates  that  a private 
individual  investing  $216  a year  in  a mutual 
fund  can  have  $35,332.31  at  retirement.  The 
doctor  could  then  start  to  drain  off  the  an- 
nual interest  without  touching  the  principal 
and  have  an  income  of  $2,110.94  a year,  or 
$176.66  a month.  He  could  still  collect  this 
amount,  even  if  he  continued  to  work.  Or  if 
he  desired  under  these  circumstances  he 
could  dip  into  his  principal  and  come  up 
with  $300  a month  for  the  next  10  or  12  years. 
Unless  he  were  72  years  old  he  could  not 
collect  any  Social  Security  if  he  earned  more 
than  $100  a month.  The  maximum  Social 
Security  retirement  income  benefit  is  $116 
a month  and  is  a high  priced  annuity  pro- 
gram. 

Foreign  aid 

Let  us  next  consider  the  foreign  aid  pro- 
gram. One  of  the  things  we  wonder  about  is, 
have  the  economic  results  of  our  foreign  aid 
been  those  desired  by  the  American  people? 
Let  us  look  into  it  a little  more  closely.  In 
Great  Britain,  the  British  Labor  Party  won 
a victory  in  1945,  putting  Mr.  Attlee  in  power. 
At  that  time  the  Labor  government  embarked 
on  a great  plan  to  establish  socialism  in 
Great  Britain.  During  Labor  administration, 
the  United  States  provided  aid  of  six  billion 
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dollars  for  an  average  of  one  billion  dollars 
per  year,  or  a total  of  $600  for  every  family 
in  Great  Britain.  In  1952,  the  situation  be- 
came so  bad  that  the  Labor  government  was 
defeated  and  the  Conservatives  won  by  a 
narrow  margin.  For  the  next  five  years,  under 
the  Conservative  government,  the  American 
aid  was  at  the  average  of  170  million  dollars 
annually  or  one-sixth  the  rate  during  the 
Labor  regime.  The  policies  of  a Conservative 
government,  which  included  discontinuing 
rationing  and  returning  the  steel  and  road 
transport  to  private  ownership,  were  so  suc- 
cessful that  aid  was  no  longer  needed. 

Inflated  dollars 

In  West  Germany  the  situation  was  dif- 
ferent. In  the  spring  of  1948,  France,  Britain 
and  the  United  States  invited  the  Nether- 
lands, Belgium  and  Luxemburg  to  develop 
economic  and  political  policy  for  Western 
Germany.  It  was  decided  to  establish  a re- 
public to  reform  the  money  credit  system 
and  to  end  inflation  by  introducing  a new 
mark.  The  West  German  republic  began  op- 
eration in  May,  1949.  From  the  end  of  World 
War  II  until  the  formation  of  the  West  Ger- 
many republic,  the  occupying  powers  had 
controlled  political  and  economic  policy,  dis- 
mantled industry  and  set  up  a network  of 
price  controls  and  rationing,  with  resulting 
rapid  inflation  of  currency.  From  1946 
through  1949,  this  expense  to  the  United 
States  exceeded  three  billion  dollars  in  for- 
eign aid  to  prevent  starvation  and  the  hard- 
ship under  this  type  of  control.  When  the 
West  German  authorities  assumed  their  du- 
ties they  applied  the  principles  of  free  market 
economy. 

The  United  Nations  Report  of  that  time 
is  enlightening:  “The  monetary  reform  in 
June,  1948,  completely  changed  the  picture. 
Owners  of  speculative  stocks  of  goods  were 
forced  to  sell  and  an  increased  supply  of  raw 
materials  made  a considerable  rise  in  indus- 
trial production  possible.  Farmers  became 
more  willing  to  market  their  products  and 
the  improved  supply  of  both  food  and  in- 
dustrial goods  increased  the  incentive  to 
work.  Industrial  production  rose  by  nearly 
50  per  cent  during  the  second  half  of  the 
year.”  In  1950  when  a government  dedicated 
to  free  enterprise  was  functioning  in  West 


Germany,  American  aid  was  reduced  to  half 
of  that  of  preceding  years;  in  1951  to  one- 
third,  and  in  1952  was  decreased  to  a token 
amount.  In  contrast  we  think  of  the  three 
billion  dollars  spent  trying  to  make  West 
Germany  function  in  a straight]  acket  of  price 
controls  and  rationing. 

In  France,  1944-1948,  under  the  Fourth 
Republic,  26  successive  governments  attempt- 
ed to  cope  with  what  can  be  described  as 
planned  perpetual  chaos.  Early  in  the  14-year 
period,  the  socialists  nationalized  the  prin- 
cipal banks  and  insurance  companies,  rail- 
roads, airlines,  merchant  shipping,  coal  min- 
ing, utilities,  much  of  the  munitions  industry 
and  the  larger  automobile  manufacturers. 
Creeping  inflation  had  become  a way  of  life 
in  France.  Compared  with  the  ruin  in  Ger- 
many, war  damage  in  France  was  small. 
There  was  no  question  of  feeding  millions 
of  refugees  or  alleviating  other  hardships 
beyond  the  capacity  of  the  French  govern- 
ment to  solve  it.  Nevertheless,  we  provided 
aid  on  a large  scale  and  continued  it  long 
after  aid  to  Britain  and  West  Germany  was 
drastically  cut.  Specifically,  in  the  eight  years 
from  1948  to  1955,  we  gave  France  one  million 
dollars  per  year. 

The  turmoil  in  France  finally  became  un- 
bearable. After  a series  of  crises,  the  people 
and  their  representatives  accepted  DeGaulle 
virtually  as  a dictator.  The  United  States  by 
its  aid  simply  prolonged  the  life  of  the  So- 
cialist Fourth  Republic  at  a cost  which  was 
four  times  greater  than  the  aid  given  to  the 
West  German  republic  under  a free  enter- 
prise regime. 

Communist  arms 

Indonesia  has  been  encouraging  Red  Chi- 
nese aggression.  India  has  censored  the  West- 
ern effort  to  recover  Suez,  but  has  refused 
to  censor  the  Soviet  invasion  of  Hungary. 
Even  Nasser’s  United  Arab  Republic  equips 
its  armed  forces  with  communist  weapons 
and  communist  personnel.  Careful  study  in- 
dicates that  every  one  of  the  so-called  neutral 
countries  that  we  are  aiding  is  committed 
to  a system  of  state  socialism.  We  are 
strengthening  socialism  in  these  countries 
and  are  perpetuating  the  inefficiency  and 
waste  that  always  attends  government  con- 
trol of  colonies.  Our  present  foreign  aid  pro- 
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gram  is  not  only  poorly  administered  but 
also  ill  conceived.  It  has  not,  in  the  majority 
of  cases,  made  the  free  world  stronger  but 
has  made  America  weaker.  It  has  created  in 
minds  the  world  over,  an  immature  nation 
that  puts  prime  reliance  not  on  spiritual  or 
human  values  but  on  the  material  things  that 
are  stock  in  trade  of  communism  and  com- 
munist propaganda. 

Barry  Goldwater  in  his  book,  “Conscience 
of  a Conservative,”  makes  the  following  com- 
ments: “Increasingly  our  foreign  aid  goes  not 
to  our  friends  but  to  professed  neutrals  and 
even  to  professed  enemies.  We  furnish  this 
aid  under  a theory  that  we  can  buy  the  al- 
legiance of  foreign  peoples,  or  at  least  dis- 
courage them  from  going  communist  by 
making  them  economically  prosperous.  Ev- 
erything we  have  learned  from  experience 
and  from  observation  of  the  nature  of  man, 
refutes  this  theory.  It  makes  little  sense  to 
try  to  proniote  anti-communism  by  giving 
money  to  governments  that  are  indeed  far 
more  inclined  to  Soviet  type  society  than  to 
a free  one.  Many  of  the  allegedly  neutral 
nations  that  receive  our  aid  are  not  neutral 
at  all.”  The  United  States  has  voted  a foreign 
aid  of  4.5  billion  dollars  yearly,  an  amount 
which  is  equivalent  to  our  deficit  which  has 
piled  up  year  after  year. 

Farm  problem 

Let  us  now  consider  the  farm  problem. 
The  farmer  has  long  been  able  to  contend 
with  his  enemies,  such  as  bugs,  weeds  and 
the  weather.  Even  the  worst  drought  has 
ended  in  a few  years.  However,  the  farmers’ 
politician  friends  have  now  created  a farm 
problem  which  no  one  can  solve.  Professor 
William  H.  Peterson  of  New  York  University 
recently  completed  a study  of  the  attempt 
of  the  government  to  solve  the  farm  problem. 
In  this  he  points  out  that  for  more  than  a 
generation  there  has  been  an  increasing  sur- 
plus of  agricultural  products.  In  the  year 
1958,  the  biggest  farm  surplus  of  all  time 
appeared.  Each  time  the  planners  hopefully 
believed  that  victory  was  at  last  theirs,  with 
surpluses  declining  or  even  stabilized,  new 
obstacles  appeared.  In  May,  1959,  the  govern- 
ment owned  or  had  a lien  on  more  than  three 
billion  dollars  worth  of  wheat  and  more 
than  two  billion  dollars  worth  of  corn.  All 


in  all,  the  government’s  total  investment  of 
farm  commodities  now  runs  over  nine  billion 
dollars.  By  June,  1963,  under  the  present 
law,  the  U.S.D.A.  expects  the  government’s 
stake  in  farm  surplus  to  climb  to  about  12 
billion.  Farm  surpluses  have  increased  three 
and  a half  times  since  1953  and  the  carrying 
charge  of  storage,  transportation  and  interest, 
cost  the  government  more  than  one  billion 
dollars  annually. 

The  main  problem  with  farming  is  inter- 
vention and  is  a strictly  political  problem. 
Of  course,  the  usual  natural  problem  of  in- 
sects, erosion  and  so  forth  would  be  present, 
but  the  relative  efficiency  and  inefficiency 
of  individual  farmers  would  correct  this  prob- 
lem. Farm  intervention  began  in  a mild  way. 
An  attempt  was  made  to  raise  farm  income 
by  providing  cheap  credit.  This,  however, 
failed  to  prop  the  farm  income  for  the  mar- 
ginal and  submarginal  producers.  They 
thereby  got  a subsidy,  sufficient  to  hold  them 
on  the  land,  and  thereby  made  the  surplus 
problem  worse.  Price  fixing  schemes  and  in- 
evitably surplus  control  and  disposal  prob- 
lems resulted.  Intervention  piled  on  inter- 
vention. Finally  the  basic  freedom  and  vi- 
tality of  farming  was  thoroughly  smothered. 
It  is  interesting  to  note  that  the  Farm  Journal 
in  1959  indicated  in  one  of  their  polls  that 
55  per  cent  of  the  farmers  voted  for  no  sup- 
port, no  control,  no  floors,  free  market  price, 
get  the  government  to  clear  out.  Price  sup- 
ports as  an  integral  part  of  farm  intervention 
are  essentially  a form  of  price  fixing. 

In  1770,  the  government  of  lower  Bengal 
tried  to  restrain  the  monopoly  of  rice  when 
their  crop  failed.  Speculation  was  forbidden 
and  a price  of  rice  was  strictly  controlled. 
The  result — one-third  of  the  population  per- 
ished. In  1886  another  crop  failure  was  ex- 
perienced in  the  Bengal  region.  This  time 
the  authorities  did  nothing  to  limit  prices  but 
did  everything  in  their  power  to  stimulate 
speculation.  Many  people  entered  the  trade 
and  the  upshot  was  that  the  price  of  grain 
advanced  by  a few  farthings,  much  less  than 
the  controlled  prices  at  the  end  of  the  early 
famine  and  virtually  nobody  died  of  starva- 
tion. 

Professor  William  H.  Peterson  concluded 
“that  price  acreage  and  marketing  controls 
have  proved  ineffectual,  partly  because  of 
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technology,  partly  because  of  politics,  partly 
because  of  farm  intervention  and  mainly  be- 
cause of  their  inherent  contradictions.”  The 
Soil  Bank  measured  by  its  stated  objectives 
has  failed.  In  1958,  for  example,  on  the  small- 
est acreage  in  40  years,  U.  S.  farmers  harvest- 
ed the  largest  crop  output  on  record.  Farm 
policy  has  destroyed  many  of  the  farmers’ 
market  by  overpricing  agricultural  commod- 
ities and  by  subsidizing  in  effect  farm  and 
synthetic  competition.  The  real  farm  surplus 
is  surplus  farmers.  Price  supports  perpetuate 
this  surplus  with  various  alternative  subsi- 
dies such  as  the  Brannan  Plan  and  other  di- 
rect payment  schemes.  Farm  policy  is  also  a 
30-year  failure  and  a hopeless  patchwork  of 
laws  which  frequently  operate  at  cross  pur- 
poses. In  the  1957  crop  year,  while  the  gov- 
ernment was  loaning  3,447  million  dollars  to 
support  the  crops  being  produced  by  10  com- 
panies, another  government  agency  was,  un- 
der a different  program,  paying  these  same 
companies  $557,495.35  not  to  produce  crops 
for  another  10,243.6  acres  which  they  con- 
trolled. Since  many  farmers  now  grow  for 
government  storage  and  not  for  market  con- 
sumption, they  are  less  concerned  with  the 
quality  of  their  product  and  as  a result  there 
is  a sharp  increase  in  yellow  belly  wheat 
which  is  of  an  inferior  quality  and  has  been 
moved  into  government  inventory. 

The  irony  of  this  is  that  the  farmer  to  be 
saved,  wasn’t.  Since  the  New  Deal,  one  out 
of  every  three  farmers  has  quit.  The  exodus 
from  farming  is,  in  a sense,  a triumph  of 
efficiency  over  intervention  and  continues 
to  the  present  day.  The  second  phase  of  this 
tragedy  of  modern  farm  intervention  is  that 
it  is  but  a chapter  in  a much  longer  unfin- 
ished story;  it  is  part  of  a philosophy  and  a 
way  of  life,  a return  to  mercantilism,  a recall 
to  a planned  society.  The  farm  operators  of 
the  United  States  now  number  fewer  than 
five  million  in  a nation’s  population  of  180 
million.  More  than  half  of  the  farm  operators 
do  not  share  in  Uncle  Sam’s  beneficence  but 
lose  because  they  must  pay  an  unnecessary 
high  price  for  cattle  and  poultry  feed,  for 
example,  and  because,  like  the  rest  of  us, 
they  buy  most  of  the  food  for  their  families. 
A small  minority  of  the  minority  who  do 
benefit  is  given  the  cream  from  the  farm 
program. 

60 


Defense  spending 

Our  defense  spending  efforts  can  be  sum- 
marized with  a news  item  from  the  U.  S. 
News  and  World  Reports  of  March  14,  1960; 
“Defense  spending  came  under  fire  in  two 
reports  to  Congress.  A committee  staff  report 
charged  that  failure  of  the  Armed  Services 
to  complete  standardization  of  supply  systems 
was  costing  450  million  dollars  a year.”  Comp- 
troller General  Joseph  Campbell  told  Con- 
gress that  the  Navy  spent  608  million  dollars 
on  unreliable  radar  sets  and  aircraft  incap- 
able of  performing  the  designated  mission. 

No  one  is  suggesting  that  we  decrease  our 
defense  efforts.  However,  a more  careful 
appraisal  of  our  expenditures  in  the  name  of 
defense  is  in  order. 

Gold  situation 

What  relation  has  this  to  inflation  and  the 
gold  standard?  The  statutory  reserves  of  the 
nation’s  commercial  banking  require  about 
11  billion  dollars.  Gold  outflow  from  the 
United  States  Treasury  was  speeded  up  mod- 
erately during  the  early  weeks  of  August  so 
that  a loss  of  90  million  was  made  in  that 
period.  This  compared  with  68  million  in  the 
previous  fortnight  shows  the  tremendous  in- 
crease of  loss  of  gold.  Foreign  countries  are 
becoming  disturbed  as  to  whether  or  not  the 
United  States  is  embarking  on  another  bout 
of  inflation  accompanied  by  unbalanced  bud- 
gets as  indicated  by  our  election  campaign. 

At  last  report  the  U.  S.  stock  was  19,163 
billion  dollars,  down  293  million  dollars  from 
December  31.  From  this  total  must  be  de- 
ducted 500  million  which  is  owed  to  the  Inter- 
national Monetary  Fund  and  repayable  on 
demand.  The  U.  S.  stock  pile  was  also  padded 
by  treasury  action,  selling  U.  S.  dollars  to 
the  fund  for  gold.  These  transactions  amount- 
ed to  600  million  dollars.  A total  of  1.1  billion 
dollars  of  fund  gold  has  thus  been  used  for 
four  years  to  bolster  the  droopy  U.  S.  gold 
position.  Every  Western  nation  includes  U.  S. 
dollars  as  part  of  exchange  reserves  and 
depends  upon  them  to  support  its  own  cur- 
rency. If  such  dollars  were  to  develop  a dis- 
turbing degree  of  shakiness,  the  results  would 
be  economically  alarming. 

At  the  present  time  the  independence  of 
the  U.  S.  dollar  has  steadily  been  undermined 
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since  the  war.  First  by  the  inflation  policy 
of  the  U.  S.  government  and  secondly  by 
the  endeavor  to  finance  most  of  the  free 
world  along  with  the  stupendous  and  mag- 
nificent defense  effort.  Foreign  nations  have, 
in  the  past  three  years,  acquired  ten  billion 
dollars  of  American  money  on  top  of  the  ten 
billion  and  more  which  they  had  acquired 
slowly  over  long  years  of  trade.  This  year 
the  amount  will  grow  by  2.5  billion.  Even 
the  demand  of  two  billion  dollars  of  Ameri- 
can gold  will  put  the  American  stock,  already 
precariously  reduced,  at  the  alarm  point.  At 
the  present  time,  the  United  States  probably 
has  only  seven  billion  dollars  of  gold  after 
allowing  monetary  requirements  with  which 
to  meet  the  theoretical  foreign  goals  of  21 
billion  dollars. 

It  has  not  been  widely  advertised  by  the 
U.  S.  Treasury  but  the  State  Department 
made  a gentleman’s  agreement  last  fall  with 
the  friendly  countries  to  the  effect  that  these 
nations  would  go  easy  on  their  demands  upon 
the  U.  S.  for  gold.  Obviously  to  denude  the 
U.  S.  of  gold  would  greatly  weaken  the  value 
of  their  own  holdings  of  dollars  and  would 
injure  the  American  effort  to  militarily  pro- 
tect the  West.  This  agreement  has  been  re- 
spected to  the  most  part  and  withdrawals  up 
to  July  last  year  were  of  small  dimension. 

However,  a new  administration  may  cause 
a change  to  be  made.  If  the  worth  of  the 
U.  S.  dollar  were  ever  to  come  into  serious 
question,  no  foreign  finance  minister  would 
have  any  choice  between  dollars  and  gold,  if 
he  valued  his  own  neck.  Decline  of  U.  S. 
interest  rates  is  an  important  factor  at  the 
present  time.  As  long  as  foreign  countries 
could  get  high  yields  for  U.  S.  short  term 
securities,  the  banks,  foreign  ministers,  were 
persuaded  to  leave  their  extra  funds  in  the 
U.  S.  in  the  form  of  these  notes.  However, 
the  recent  reduction  of  official  interest  rates 
in  the  United  States,  in  order  probably  to 
promote  a pleasanter  atmosphere  in  this  elec- 
tion year,  is  running  the  risk  of  some  loss 
of  gold.  A careful  study  of  our  economy, 
therefore,  leads  to  the  following  conclusions: 

1.  From  a position  of  great  power  after 
World  War  H,  the  nation’s  money  credit 


system  has  deteriorated  under  the  influence 
of  continued  inflation  at  home  and  lavish 
giving  and  lending  to  nations  abroad. 

2.  Apparently  before  long  the  vast  super- 
structure of  inflationary  debt  will  rest  on  the 
gold  base,  none  of  which  is  free  of  foreign 
demand  claims. 

Adding  to  this  the  possibility  of  foreign 
countries  demanding  their  gold,  we  can  easily 
see  our  economy  at  present  is  not  on  a firm 
basis.  The  inflationary  policies  of  our  gov- 
ernment have  robbed  our  people  of  a large 
portion  of  their  savings  by  decreasing  the 
purchasing  value  of  their  money.  Wage  in- 
creases and  featherbedding  practices  have 
priced  some  of  our  goods  out  of  foreign 
markets  and  encouraged  imports  from 
abroad.  The  socialization  of  our  government 
and  the  creation  of  a welfare  state  have  re- 
sulted in  deficit  financing.  The  present  gold 
deficit  and  our  poor  economic  status  are  the 
effects  of  Congress’  actions.  I would  like  to 
quote  at  this  time  from  an  article  in  the 
American  Institute  of  Economic  Research, 
which  states:  “If  Russia  had  been  able  to 
plant  its  agents,  such  as  unknown  Alger 
Hisses  and  Harry  Dexter  Whites,  in  the  key 
positions  of  the  U.  S.  government,  with  in- 
structions to  carry  out  Lenin’s  plan  for  the 
destruction  of  a capitalist  economy  by  means 
of  inflation,  they  could  hardly  have  accom- 
plished a more  thorough  job  of  gutting  the 
economy  by  extracting  the  basic  gold  re- 
serves.” 

In  conclusion,  may  I quote  from  the  Wall 
Street  Journal:  “What  is  wrong  with  our 
thinking  is  a growing  emphasis  in  our  society 
on  security.  The  wrong  comes  about  when 
in  the  name  of  the  alleged  greater  good  of 
all,  collective  security  is  permitted  to  dis- 
regard or  destroy  individual  rights  of  free- 
dom. Furthermore,  it  wrongs  more  than  the 
individual  for  as  one  man’s  freedom  is  lost, 
freedom  for  all  men  is  diminished,  and 
though  security  is  one  of  man’s  greatest  as- 
pirations, perhaps  we  had  better  remember 
that  security  without  freedom  is  history’s 
bitterest  jest,  and  there  is  a point  where  over- 
emphasis on  one  can  immeasurably  destroy 
the  other.”  • 
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MATERNAL  MORTALITY 


The  following  cases  have  been  reviewed 
by  the  Colorado  Maternal  Mortality  Com- 
mittee* and  selected  for  publication  because 
of  their  educational  value.  Submission  of 
similar  cases  is  invited  from  other  com- 
mittees in  the  Rocky  Mountain  Region. 


Case  5t 

This  patient  was  a 36-year-old,  white,  gravida 
two,  para  one,  who  was  first  seen  by  her  physician 
in  October,  1957,  in  the  fifth  month  of  pregnancy. 
Her  first  pregnancy  had  been  uncomplicated.  Her 
weight  was  116  pounds  and  no  abnormalities  were 
noted  on  physical  examination.  Her  B.P.  was 
138/70.  Urinalysis  and  serology  were  negative. 
Pregnancy  progressed  normally  and  the  patient 
was  admitted  to  the  hospital  in  labor  on  March  2, 
1958.  Labor  was  uncomplicated,  sedation  consisted 
of  Demerol  100  mg.,  and  Sod.  Delvinal  100  mg. 
Spontaneous  delivery  of  a living  female  infant 
occurred  after  eight  hours  of  labor  under  drop 
ether  anesthesia.  The  placenta  delivered  sponta- 
neously after  20  minutes.  There  was  no  unusual 
bleeding.  Approximately  10  hours  after  delivery 
the  patient  had  a severe  convulsion,  followed  by  a 
second  one  shortly  afterward.  An  intravenous  in- 
fusion of  10  per  cent  glucose  in  distilled  water 
was  started  and  magnesium  sulfate  was  admin- 
istered intravenously.  Convulsions  ceased  follow- 
ing this  therapy  but  the  patient  remained  coma- 
tose and  expired  approximately  24  hours  follow- 
ing delivery. 

Comment 

The  committee  felt  that  there  was  insufficient 
information  on  this  case  to  arrive  at  a decision 
concerning  preventability.  There  was  no  informa- 
tion concerning  the  condition  of  the  patient  from 
the  time  of  delivery  to  the  onset  of  convulsions 
10  hours  postpartum.  In  addition,  in  the  absence 
of  autopsy,  the  cause  of  death  is  not  clear,  whether 
postpartum  eclampsia  or  cerebral  vascular  acci- 
dent. 


‘Committee  Members;  E.  N.  Akers,  M.D.;  Gerard  W.  delJunco, 
M.D.;  George  M.  Horner,  M.D.;  Paul  F.  McCallin,  M.D.;  Leo 
J.  Nolan,  M.D.;  James  R.  Patterson,  M.D.;  L.  W.  Roessing, 
M.D.,  and  Ben  C.  Williams,  M.D.,  Chairman. 

.Previous  cases  reported  in  May  and  September,  1960,  RMMJ. 


Case  6 

This  patient  was  a 33-year-old  primigravida 
whose  EDC  was  Feb.  10,  1959.  Her  past  history 
was  unusual  in  that  a questionable  diagnosis  of 
myasthenia  gravis  had  been  made  seven  years 
previously.  Her  prenatal  course  was  described  as 
excellent  throughout  with  normal  B.P.,  negative 
urinalysis,  normal  blood  count  and  a total  weight 
gain  of  23  pounds.  There  had  been  one-plus  edema 
of  the  ankles  on  the  last  two  visits  prior  to  admis- 
sion to  the  hospital.  The  patient  was  admitted  to 
the  hospital  in  labor  on  February  12  with  a frank 
breech  presentation.  X-ray  pelvimetry  was  done 
and  pelvic  measurements  were  adequate.  Labor 
was  intermittent  and  ineffectual  throughout  Feb. 
13  and  14,  with  maximum  cervical  dilation  of  4 
to  5 cm.  On  Feb.  15,  a cesarean  was  elected  be- 
cause of  ineffectual,  prolonged  labor  in  a primi- 
parous  breech. 

The  patient  was  typed  and  cross  matched  for 
two  pints  of  blood  and  an  eight-pound  male  in- 
fant delivered  by  classical  section  without  diffi- 
culty. Blood  loss  was  described  as  minimal.  Pre- 
medication  was  Nembutal  3 grains  and  atropine 
1/150  grains  given  approximately  two  hours  prior 
to  surgery.  Anesthesia  was  spinal  with  150  mg. 
of  procaine.  One  unit  of  blood  was  started  at  the 
beginning  of  surgery.  Immediately  after  comple- 
tion of  the  surgery,  the  patient  suddenly  became 
deeply  cyanotic  and  went  into  profound  shock. 
Although  there  were  no  signs  or  symptoms  of 
transfusion  reaction,  the  blood  transfusion  was 
stopped  and  the  second  unit  of  blood  started,  in 
addition  to  vasopressors — Ephedrine,  Neo-syneph- 
rine,  and  Wyamine.  Solu-Cotef  was  also  given 
over  the  next  three  hours.  The  patient  responded 
briefly  to  treatment  only  to  lapse  once  more  into 
deep  shock.  She  complained  of  some  itching  of 
the  chest  but  no  urticaria.  During  the  last  hour 
prior  to  death  the  patient  began  to  bleed  from 
the  closed  abdominal  wound  and  from  the  vagina 
and  at  the  same  time  passed  blood  tinged  urine 
per  catheter.  She  never  recovered  from  shock  and 
expired  three  hours  postoperatively.  An  autopsy 
was  not  performed. 

Comment 

It  was  the  opinion  of  the  committee  that  this 
disaster  was  most  likely  the  result  of  amniotic 
fluid  embolism  or  transfusion  reaction.  It  was 
felt  that  cesarean  should  have  been  performed 
earlier  before  the  patient  became  exhausted  from 
prolonged,  ineffectual  labor.  Low  cervical,  rather 
than  classical  section  would  have  been  the  better 
procedure.  The  risk  involved  in  blood  transfu- 
sion was  significant  enough  to  preclude  the  rou- 
tine administration  of  blood.  Premedication  with 
Nembutal  grains  3 was  poorly  chosen.  Fibrinogen 
deficiency  should  have  been  corrected.  This  death 
was  voted  not  preventable  by  the  committee. 
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IN  EMOTIONALLY  PROJECTED 
SMOOTH-MUSCLE  SPASM... 

Prompt,  Profound 
Protection  ...at  both 

ends  of  the  vagus 

PRO-BANTHlNE^ 
with  DARTAE 

Professional  reliance  on  the  therapeutic  profi- 
ciency of  Pro-Banthlne  in  functional  gastro- 
intestinal disorders  has  made  it  the  most  widely 
prescribed  anticholinergic. 

The  consistent  relief  of  emotional  tensions 
afforded  by  Dartal  makes  this  well-tolerated 
tranquilizer  a rational  choice  to  support  the 
antispasmodic  action  of  Pro-BanthTne  in  emo- 
tionally influenced  smooth-muscle  spasm. 

These  two  reliable  agents  combined  as  Pro- 
BanthTne  with  Dartal  consistently  control  both 
disturbed  mood  and  disordered  motility  when 
emotional  disturbances  project  themselves 
through  the  vagus  to  provoke  such  gastrointes- 
tinal dysfunctions  as  gastritis,  pylorospasm, 
peptic  ulcer,  spastic  colon  or  biliary  dyskinesia. 

USUAL  ADULT  DOSAGE: 

One  tablet  three  times  a day. 

SUPPLIED  as  aqua-colored,  compression-coated  tab- 
lets containing  15  mg.  of  Pro-Banthlne  (brand  of  pro- 
pantheline bromide)  and  5 mg.  of  Dartal  (brand  of 
thiopropazate  dihydrochloride). 


G. d.SEARLE  & CO. 

Chicago  80,  Illinois 
Research  in  the  Service  of  Medicine 
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Fortunately  for  the  patient's  morale  — often  all 
that  is  necessary  when  you  want  to  prescribe  a 
regimen  to  reduce  serum  cholesterol  is  to  . . . 

1 . control  the  amount  of  calories  and  the  type  of 
dietary  fat . . . and 

2.  make  a simple  modification  in  the  method  of 
food  preparation,  using  poly-unsaturated 
vegetable  oil  in  place  of  saturated  fats 

Obviously,  in  any  special  diet,  the  fewer  required 
changes  in  the  patient’s  eating  habits,  the  more 
likelihood  there  is  that  the  patient  will  adhere  to 
the  prescribed  diet. 


After  adjusting  total  fat  and  calorie  intake,  the  sir  * 
pie  replacement  of  saturated  fats  (those  used  at  til  iy 
table  and  in  cooking)  with  poZy-unsaturated  Wesso  ht 
makes  possible  a most  subtle  dietary  change,  y^t! 
conforms  completely  to  therapeutic  requirementi ! 
Uniformity  you  can  depend  on.  Wesson  has  l»< 
poly-unsaturated  content  better  than  50%.  Only  th 
lightest  cottonseed  oils  of  high  iodine  numbe  jj 
are  selected  for  Wesson  and  no  significant  varis  . 
tions  in  standards  are  permitted  in  the  22  exactin 
specifications  required  before  bottling.  'S 

Wesson  satisfies  the  most  exacting  appetitei 
To  be  effective,  a diet  must  be  eaten  by  the  patien  [)i 


Wesson  is 
poly-unsaturated . . . 
never  hydrogenated 


°9klng  and  Sa 


tie  majority  of  housewives  prefer  Wesson  particu- 
rly  by  the  criteria  of  odor,  flavor  (blandness)  and 
ijhtness  of  color.  (Substantiated  by  sales  leadership 
|r  59  years  and  reconfirmed  by  recent  tests  against 
le  next  leading  brand  with  brand  identification 
imoved,  among  a national  probability  sample.) 

\oly-unsaturated  Wesson  is  unsurpassed 
y any  readily  available  brand,  where  a 
egetable  (salad)  oil  is  medically 
^commended  for  a cholesterol  depres- 
int  regimen. 


WESSON'S  IMPORTANT  CONSTITUENTS 

Wesson  is  100%  cottonseed  oil  . . . winterized  and  of  selected  quality 


Linoleic  acid  glycerides  (poly-unsaturated) 50-55% 

Oleic  acid  glycerides  (mono-unsaturated) 16-20% 

Total  unsaturated 70-75% 

Palmitic,  stearic  and  myristic  glycerides  (saturated)  ....  25-30% 

Phytosterol  (Predominantly  beta  sitosterol)  0.3-0.5% 

Total  tocopherois 0.09-0.12% 

Never  hydrogenated— completely  salt  free 


Free  Wesson  recipes  for  delicious  main  dishes,  desserts  and  salad  dressings 
are  available  for  your  patients.  Request  quantity  needed  from  The  Wesson 
People,  Dept.  N,  210  Baronne  St.,  New  Orleans  12,  La. 
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clinically  proven  efficacy. 

in  relieving  tension . . . curbing  hypermotility  and  excessive  secretion  in  G.  L disorders 


PATHIBAMATE  combines  two  highly  effective  and 
well-tolerated  therapeutic  agents: 

Meprobamate — widely  accepted  tranquilizer 

and 

PATHILON  tridihexethyl  chloride — antichol- 
inergic noted  for  its  effect  on  motility  and 
gastrointestinal  secretion  with  few  unwanted 
side  effects. 

Contraindications;  glaucoma,  pyloric  obstruction,  and 
obstruction  of  the  urinary  bladder  neck. 


Two  available  dosage  strengths  permit  adjusting  therapy 
to  the  G.L  disorder  and  degree  of  associated  tension. 

Where  a minimal  meprobamate  effect  is  preferred... 
PATHIBAMATE-200  Tablets:  200  mg.  of  meprobamate; 

25  mg.  of  PATHILON 

Where  a full  meprobamate  effect  is  preferred . . . 

PATHIBAMATE-400  Tablets:  400  mg.  of  meprobamate; 

25  mg.  of  PATHILON 

Dosage:  Average  oral  adult  dose  is  1 tablet 
t.i.d.  at  mealtime  and  2 tablets  at  bedtime. 


Pathibamate^ 

meprobamate  with  PATHILON® tridihexethyl  chloride  Lederle 


clinically  proven  safety 


The  efficacy  of  PATHIBAMATE  has  been  confirmed 
clinically  in  duodenal  ulcer,  gastric  ulcer,  intestinal 
colic,  spastic  and  irritable  colon,  ileitis,  esophageal 
spasm,  anxiety  neurosis  with  gastrointestinal  symp- 
toms, and  gastric  hypermotility. 


Pictured  are  the  results  obtained  with  the  PATHILON 
(tridihexethyl  iodide)-meprobamate  combinationf  in  a 
double-blind  study  of  303  ulcer  patients,  extending  over 
a period  of  36  months.*  They  clearly  demonstrate  the 
efficacy  of  PATHIBAMATE  in  controllingthe  symptoms. 


SIDE  EFFECTS 

TRIDIHEXETHYL 

lODIDEt 

MEPROBAMATE 

TRIDIHEXETHYL 

lODIDEt 

METHANTHELINE 

BROMIDE 

ATROPINE  SULFATE 

PLACEBO 

DRY  MOUTH 

1% 

5% 

72% 

46% 

5% 

STOMATITIS 

1% 

0% 

28% 

14% 

0% 

VISUAL  DISTURBANCES 

0% 

0% 

50% 

34% 

1% 

URINARY  RETENTION 

0% 

0% 

18% 

11% 

1% 

DROWSINESS 

20% 

0% 

0% 

0% 

0% 

COMPLICATIONS 

OR  SURGERY 

HEMORRHAGE 

0% 

9% 

3% 

9% 

10% 

PERFORATION 

0% 

0% 

0% 

6% 

0% 

OPERATION 

0% 

5% 

5% 

14% 

2% 

RECURRENCES 

NONE 

28% 

23% 

25% 

17% 

26% 

FEWER  AND  MILDER 

1 

67% 

62% 

52% 

37% 

24% 

1 

SAME  OR  MORE 

5% 

15%  23% 

46% 

50% 

•Atwater,  J.  S.,  and  Carson,  J.  M.:  Therapeutic  Principles  in  Management  of  Peptic  Ulcer.  Am.  J.  Digest.  Dis.  4:1055  (Dec.)  1959. 

tPATHILON  is  now  supplied  as  tridihexethyl  chloride  instead  of  the  iodide,  an  advantage  permitting  wider  use,  since  the  latter  could 
distort  the  results  of  certain  thyroid  function  tests. 


LEDERLE  LABORATORIES,  A Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 


control  the  tension — treat  the  trauma 


♦ 

■ 1 

1 WASHINGTON  H 

Ifiniiii 

^ SCENE  1 

A monthly  news  summary  from  the  nation’^ 
capital  by  the  Washington  Office  of  the  A.M.A. 

Representatives  of  the  medical  and  health  pro- 
fessions, the  federal  government  and  national  civic 
groups  are  cooperating  in  development  of  a pro- 
gram for  starting  the  general  use  of  the  Sabin 
live-virus  poliomyelitis  vaccine  next  year. 

Shortly  after  clearing  the  Sabin  vaccine  for 
general  use,  Leroy  E.  Burney,  M.D.,  Surgeon 
General  of  the  Public  Health  Service,  asked  23 
nongovernment  organizations  to  designate  mem- 
bers to  serve  on  a Surgeon  General’s  Committee 
on  Poliomyelitis  Control. 

An  Agenda  Committee  met  with  PHS  officials 
in  Atlanta,  Oct.  11  and  12,  and  drafted  a basic 
agenda  for  a meeting  of  the  Control  Committee 
in  midwinter.  At  the  Atlanta  meeting,  preliminary 
consideration  also  was  given  to  administrative 
and  technical  problems  involved  in  use  of  the  live- 
virus  vaccine  developed  by  Albert  B.  Sabin,  M.D., 
of  Cincinnati. 


The  Agenda  Committee  was  made  up  of  rep- 
resentatives of  the  American  Medical  Association, 
American  Academy  of  General  Practice,  American 
Academy  of  Pediatrics,  Association  of  State  and 
Territorial  Health  Officers,  Children’s  Bureau  and 
the  National  Foundation. 

The  Sabin  vaccine  is  not  expected  to  be  avail- 
able in  substantial  quantities  before  mid-1961. 

The  chief  question  is  whether  the  vaccine — 
which  is  given  orally  in  the  form  of  pills,  liquid 
or  candy — will  be  administered  on  individual  or 
mass  community  basis.  The  PHS  special  committee 
that  recommended  approval  of  the  oral  vaccine 
said  that  the  community  basis  would  be  better. 

“Because  of  the  unique  nature  of  live  polio- 
virus vaccine,  with  its  capacity  to  spread  the  virus 
in  a limited  manner  to  nonvaccinated  persons, 
the  committee  cannot  make  recommendations  for 
manufacture  without  expressing  concern  about 
the  manner  in  which  it  may  be  used,”  the  special 
committee  said. 

“The  seriousness  of  this  responsibility  can  be 
illustrated,  for  example,  by  the  known  potentiality 
of  reversion  to  virulence  of  live  poliovirus  vac- 
cine strains,  and  the  possible  importance  of  this 
feature  in  the  community  if  the  vaccine  is  im- 
properly used. 

“For  example,  the  vaccine  has  been  employed 
largely  in  mass  administrations  where  most  of  the 
susceptibles  were  simultaneously  given  the  vac- 


^PERFECT! 


...in  fact,  that’s  the  only  condition  under 
which  City  Park-Brookridge  milk  is  produced. 

Our  modern  equipped  laboratory 
continually  runs  Babcock,  bacteria  and 
contamination  tests  on  the  milk.  Butterfat  tests 
are  taken  to  maintain  consistent  quality 
on  all  milk.  You  can  be  sure. ..milk  from 
City  Park-Brookridge  Farm  is  premium 
quality  at  its  best. 

Office  and  Plant,  5512  Leetsdale  Drive 


• Farm,  irighfon,  Colorado 
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cine,  thus  permitting  little  opportunity  for  serial 
human  transmission;  or,  it  has  been  administered 
during  a season  of  the  year  when  wild  strains  have 
usually  shown  limited  capacity  for  spread.  This 
experience  should  provide  the  basis  for  developing 
usable  practices  for  the  U.S.A.” 

The  special  committee  also  said  attention  should 
be  given  to  administration  to  special  groups,  such 
as  very  young  children,  pregnant  women,  and 
susceptible  adults. 

“Even  more  important  is  the  planned  continua- 
tion of  this  program  as  long  as  necessary  to 
achieve  and  maintain  the  required  results,”  the 
committee  said. 

The  committee  was  headed  by  Roderick  Mur- 
ray, M.D.,  of  the  National  Institutes  of  Health.  Its 
other  members  were  four  M.D.’s  and  one  Ph.D.,  all 
of  whom  were  connected  with  universities  except 
for  one  M.D.  from  the  PHS’s  Communicable  Dis- 
ease Center  at  Atlanta. 

Neither  the  committee  nor  Dr.  Burney  antici- 
pated that  the  live  virus  vaccine  would  replace 
the  killed-virus  Salk  vaccine  used  since  April, 
1955. 

“It  appears  probable  that  only  a imified  na- 
tional program  which  utilizes  each  of  the  available 
types  of  vaccine  to  its  best  advantage  can  accom- 
plish the  total  prevention  of  outbreaks,”  the  com- 
mittee said. 

Dr.  Julian  P.  Price  of  Florence,  S.  C.,  Chairman 
of  the  A.M.A.’s  Board  of  Trustees,  predicted  the 
live-virus  vaccine  “will  be  one  more  powerful 
weapon  against  an  ancient  and  crippling  disease.” 
He  said  that  physicians  “have  conscientiously 
pushed  immunization  with  the  Salk  vaccine  and 
now,  with  this  new  vaccine,  the  profession  is  hope- 
ful that  even  better  results  can  be  achieved.” 

Five  states  were  ready  soon  after  the  effective 
date  of  Oct.  1 to  submit  plans  for  participation  in 
the  federal-state  program  of  health  care  for  the 
needy  and  near-needy  aged  persons  which  re- 
cently was  enacted  into  law.  The  states  were 
Arkansas,  Michigan,  New  Mexico,  Oklahoma  and 
Washington. 

As  of  early  October,  another  25  states  were 
preparing  to  consider  legislation  to  set  up  such 
a program  or  had  indicated  a willingness  to  pro- 
ceed without  new  legislation.  They  were  Alabama, 
California,  Colorado,  Delaware,  Florida,  Georgia, 
Hawaii,  Idaho,  Illinois,  Indiana,  Kentucky,  Louisi- 
ana, Massachusetts,  Montana,  Nevada,  New  Jersey, 
North  Dakota,  North  Carolina,  Ohio,  Pennsylvania, 
Rhode  Island,  Utah,  West  Virginia,  Virginia  and 
Wyoming. 

Arthur  S.  Flemming,  Secretary  of  Health,  Edu- 
cation and  Welfare,  urged  all  states  to  take  part 
in  the  program  as  soon  as  possible.  But  he  also 
said  he  hopes  that  Congress  in  the  next  session 
will  approve  a Republican  plan  for  a supplemen- 
tary federal-state  program  to  help  provide  private 
health  insurance  for  elderly  persons  who  cannot 
meet  their  medical  expenses. 


It  appears  that  the  issue  probably  will  arise  in 
Congress  next  year  because  some  Democrats  also 
have  said  they  will  again  sponsor  legislation  that 
would  provide  health  care  for  aged  persons  through 
the  Social  Security  system. 

The  A.M.A.  has  launched  a “comprehensive 
study  and  action  program”  to  guide  Americans 
in  spending  their  health-care  dollars  more  wisely. 

The  A.M.A.’s  new  Commission  on  Medical  Care 
Costs  has  set  out  “to  find  answers  to  the  many 
questions  being  raised  about  medical  care  costs 
and  to  present  the  findings  frankly  and  forth- 
rightly to  the  medical  profession  and  to  the 
public.” 

The  program  is  “dedicated  to  promoting  the 
highest  quality  health  care  at  the  lowest  cost.” 
Louis  M.  Orr,  M.D.,  of  Orlando,  Fla.,  chairman  of 
the  commission,  said  that  “any  barrier  that  stands 
in  the  way  of  this  objective  should  be  removed — 
immediately.” 

One  of  these  barriers  is  money  wasted  on  in- 
effective nonprescription  or  over-the-counter  drug 
products,  such  as  vitamins,  food  fads,  and  rheu- 
matism and  arthritis  remedies.  A.M.A.’s  Council 
on  Foods  and  Nutrition  has  estimated  that  much 
of  the  estimated  $350  million  spent  annually  on 
self-prescribed  vitamins  is  wasted. 

The  A.M.A.  is  urging  physicians  to  alert  their 
patients  and  the  public  to  the  latent  dangers  in- 
volved in  self-prescribing  and  to  the  folly  of 
throwing  their  health-care  dollars  away  on  quack- 
eries. 

On  another  front  in  the  war  against  quackery. 
Food  and  Drug  Commissioner  George  P.  Larrick 
reported  that  during  the  past  12  months  the  FDA 
had  seized  falsely  promoted  vitamins,  minerals 
and  other  so-called  “health  foods”  valued  in  ex- 
cess of  $1.5  million.  He  said  that  the  amount  of 
misinformation,  pseudo-science  and  plain  “hokum” 
on  health  care  reaching  the  public  through  books 
and  magazine  articles  is  increasing. 


It's  your  professional  privilege 
to  replenish  your  ranks  . . . 

Give  to 

medical  education 
through  AMEF 

American  Medical 
Education  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III. 
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WHY  IS  SPEEDIER  SPERMICIDAL  ACTION  IMPORTANT? 

Because  a swift-acting  spermicide  best  meets  the  variables  of  spermatozoan  activity. 


IN  CONTRACEPTION... 


Lanesta  Gel,  . . found  to  immobilize  human  sper- 
matozoa in  one-third  to  one-eighth  the  time  required 
by  five  of  the  leading  contraceptive  products  currently 
available  . . thus  provides  the  extra  margin  of 
assurance  in  conception  control.  The  accelerated 
action  of  Lanesta  Gel  — it  kills  sperm  in  minutes  in- 
stead of  hours  — may  well  mean  the  difference 
between  success  and  failure. 

* Berberian,  D.  A.,  and  Slighter,  R.  G.:  J.A.M.A.  168:2237 
(Dec.  27)  1958. 

In  Lanesta  Gel  7 -chloro-4-indanol,  a new,  effective, 
nonirritating,  nonallergenic  spermicide  produces  im- 
mediate immobilization  of  spermatozoa  in  dilution 
of  up  to  1:4,000.  Spermicidal  action  is  greatly  accel- 


erated by  the  addition  of  10%  NaCl  in  ionic  form. 
Ricinoleic  acid  facilitates  the  rapid  inactivation  and 
immobilization  of  spermatozoa  and  sodium  lauryl 
sulfate  acts  as  a dispersing  agent  and  spermicidal 
detergent. 

Lanesta  Gel  with  a diaphragm  provides  one  of  the 
most  effective  means  of  conception  control. 
However,  whether  used  with  or  without  a 
diaphragm,  the  patient  and  you,  doctor,  can 
be  certain  that  Lanesta  Gel  provides  faster 
spermicidal  action  — plus  essential  diffusion 
and  retention  of  the  spermicidal  agents  in 
a position  where  they  can  act  upon  the 
spermatozoa. 


Supplied:  Lanesta  Exquiset  . . . with  diaphragm  of  prescribed  size  and  type;  universal  introducer; 
Lanesta  Gel,  3 oz.  tube,  with  easy  clean  applicator,  in  an  attractive  purse.  Lanesta  Gel,  3 oz.  tube  with 
applicator;  3 oz.  refill  tube  — available  at  all  pharmacies. 

Manufactured  by  Esta  Medical  Laboratories,  Inc.,  Alliance,  Ohio  Distributed  by  George  A.  Breon  & Co.,  New  York  18,  N.  Y. 


A product 
of  Lanteen® 
research. 
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Use  of  pHisoHex  for  washing  the  skin  aug- 
ments any  other  therapy  for  acne  •—  brings 
better  results.  Now,  pHisoAc  Cream,  a new 
acne  remedy  for  topical  application,  sup- 
presses and  masks  lesions  — dries,  peels  and 
degerms  the  skin.  Together,  pHisoHex  and 
pHisoAc  provide  basic  complementary  topical 
therapy  for  acne. 

pHisoHex,  antibacterial  detergent  with  3 per 
cent  hexachlorophene,  removes  soil  and  oil 
better  than  soap  •—  provides  continuous  de- 
germing  action  when  used  often.  pHisoHex  is 
nonalkaline,  nonirritating  and  hypoallergenic. 

When  pHisoAc  Cream  is  used  with  pHisoHex 
washings,  it  unplugs  follicles,  helps  prevent 


development  of  comedones,  pustules  and 
scarring.  New  pHisoAc  Cream  is  flesh-toned, 
not  greasy.  It  contains  colloidal  sulfur  6 per 
cent,  resorcinol  1.5  percent,  and  hexachloro- 
phene 0.3  per  cent  in  a specially  prepared 
base.  pHisoAc  is  pleasant  to  use. 

A new  “self-help”  booklet.  Teen-aged?  Have 
acne?  Feel  lonely?,  gives  important  psycho- 
logic first  aid  for  patients  with  acne  and 
describes  the  proper  use  of  pHisoHex  and 
pHisoAc.  Ask  your  Winthrop  representative 
for  copies. 

pHisoAc  is  available  in  IV2  oz.  tubes  and 
pHisoHex  is  available  in  5 oz.  plastic  squeeze 
bottles  and  in  bottles  of  16  oz. 


pHisoHex"  and  pHisoAc  for  acne 

■ " trademark 


New  York  18.  N.  Y. 
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Don’t  settle  for 
”slow-power”  x-ray 


get  a full  200-ma  with  your  Patrician  combination 


When  anatomical  motion  threatens  to  blur  ra- 
diographs, the  2(X)-ma  Patrician  can  answer 
with  extreme  exposure  speed,  twice  that  of  any 
100-ma  installation.  Film  images  show  im- 
proved diagnostic  readability  . . . retakes  are 
fewer.  And  you’ll  find  the  G-E  Patrician  is  like 
this  in  everything  for  radiography  and  fluoro- 
scopy: built  right,  priced  sensibly,  uncompro- 
mising in  assuring  you  all  basic  professional 
advantages.  Full-size  81"  table  . . . independ- 
ent tubestand  . . . shutter  limiting  device  . . . 
automatic  tube  protection  . . . coxmterbalanced 
fluoroscope,  x-ray  tube  and  Bucky  . . . full- 
wave  x-ray  output. 

You  also  can  rent  the  Patrician  — 

through  G-E  Maxiservice®  x-ray  rental  plan. 
Gives  you  the  complete  x-ray  imit,  plus  main- 
tenance, parts,  tubes,  insurance,  local  taxes  — 
everything — for  one,  imiform  monthly  fee.  Get 
details  from  your  local  G-E  x-ray  representa- 
tive listed  below. 


^ogress  k Our  Most  Important  Ptoduct 

GENERAL  A ELECTRIC 


DIRECT  FACTORY  BRANCHES 
BUTTE 

103  N.  Wyoming  St.  • Phone  2-5871 


RESIDENT  REPRESENTATIVES 
ALBUQUERQUE 

C.  C.  CARTER,  708  California  St.,  S.E.  • Phone  3-3505 


DALLAS 

1616  Oak  Lawn  Avenue 
Riverside  1-1568-1569-1560 

DENVER 


BILLINGS 

M.  E.  BALE,  2725  Miles  Ave.  • ALpine  9-9660 

COLORADO  SPRINGS 

I.  S.  PRICE,  907  Skyway  Blvd.  • MElrose  2-0060 


3031  E.  40th  Ave.  • DUdley  8-4088 

SALT  LAKE  CITY 
215  S.  4th,  E.  • EMpire  3-2701 


EL  PASO 

T.  B.  MOORE,  8303  Magnetic  Street  • SKyline  5-4474 
MISSOULA 

J.  W.  TREDIK,  P.O.  Box  615  • Phone  9-0055 
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safe  antibiosis 

Triacetyloleandomycin,  equivalent  to  oleandomycin  125  mg. 
This  is  the  URI  antibiotic,  clinically  effective  against  certain 
antibiotic-resistant  organisms. 

fast  decongestion 

Triaminic®,  25  mg.,  three  active  components  stop  running  noses. 
Relief  starts  in  minutes,  lasts  for  hours. 

well-tolerated  analgesia 


Calurin®,  calcium  acetylsalicylate  carbamide  equivalent  to 
aspirin  300  mg.  This  is  the  freely-soluble  calcium  aspirin  that 
\ minimizes  local  irritation,  chemical  erosion,  gastric  damage. 
' High,  fast  blood  levels. 


Tain  brings  quick,  symptomatic  relief  of  the  common  cold 
(malaise,  headache,  muscular  cramps,  aches  and  pains)  espe- 
cially when  susceptible  organisms  are  likely  to  cause  secondary 
infection.  Usual  adult  dose  is  2 Inlay-Tabs,  q.i.d.  In  bottles  of  50. 
^ only.  Remember,  to  contain  the  bacteria-prone  cold... Tain. 
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WHENEVER  COUGH  THERAPY 
IS  INDICATED 

HYCOMINE 

THE  COMPLETE  Rx 
FOR  COUGH  CONTROL 

cough  sedative  / antihistamine 
decongestant  / expectorant 


m relieves  cough  and  associated  symptoms  in  15-20 
minutes  ■ effective  for  6 hours  or  longer  ■ pro- 
motes expectoration  ■ rarely  constipates  ■ agree- 
ably cherry-flavored  , 

Each  teaspoonfut  {5  cc.)  of  Hycomine*  Syrup  contains: 


Hycodan® 

Dihydrocodeinone  Bitartrate  S mg.l 

(Warning;  May  be  habit-forming)  > 6.5  mg. 

Homatropine  Methylbromide 1,5  mg,j 

Pyrilamine  Mateate  .....  .......  12.5  mg. 

Phenylephrine  Hydrochloride 10  mg. 

Ammonium  Chloride  . ........  . . . . . 60  mg. 

Sodium  Citrate  85  mg. 


Average  adult  dose:  One  teaspoonful  after  meals  and  at  bedtime, 
May  be  habit-forming.  Fedefai  law  permits  OfaJ:  pfescriptioft, 

Litsraturs  on  reguest 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


*U.S.  Pat  2,630.400 


UNSURPASSED  '‘GENERAL-PURPOSE”  CORTICOSTEROID.. . 


OUTSTANDING  FOR  “SPECIAL-PURPOSE”  THERAPY 


Aristoeort 


Triamcinolone  has  long  since  proved  its 
unsurpassed  efficacy  and  relative  safety  in  the  therapy  of  rheumatoid  arthritis, 
inflammatory  and  allergic  dermatoses,  bronchial  asthma,  and  all  other  condi- 
tions in  which  corticosteroids  are  indicated.  But  ARISTOCORT  has  also  opened  up 
new  areas  of  therapy  for  selected  patients  who  otherwise  could  not  be  given  corti- 
costeroids. Medicine  is  now  in  an  era  of  “special-purpose”  steroids.^ 


One  outstanding  advantage  of  triam- 
cinolone is  that  it  rarely  produces 
edema  and  sodium  retention.^’ ^ 

The  clinical  importance  of  this  prop- 
erty cannot  be  overemphasized  in 
treating  certain  types  of  patients. 
McGavack  and  associates®  have 
reported  the  beneficial  results  with 
ARISTOCORT  in  patients  with  existing 
or  impending  cardiac  failure,  and  those 
with  obesity  associated  with  lymph- 
edema. Triamcinolone,  in  contrast  to 
most  other  steroids,  is  not  contraindi- 
cated in  the  presence  of  edema  or 
impending  cardiac  decompensation.® 

Hollander^  points  out  the  superiority 
of  triamcinolone  in  not  causing  mental 
stimulation,  increased  appetite  and 
weight  gain,  compared  to  other  steroids 
which  produce  these  effects  in  varying 


degrees.  And  McGavack,^  in  a compar- 
ative tabulation  of  steroid  side  effects, 
indicates  that  triamcinolone  does  not 
produce  the  increased  appetite,  insom- 
nia, and  psychic  disturbances  associ- 
ated with  other  newer  steroids. 

ARISTOCORT  can  thus  be  advantageous 
for  patients  requiring  corticosteroids 
whose  appetites  should  not  be  stimu- 
lated, and  for  those  who  are  already 
overweight  or  should  not  gain  weight. 
Likewise,  ARISTOCORT  is  suitable  for 
the  many  patients  with  emotional  and 
nervous  disorders  who  should  not  be 
subjected  to  psychic  stimulation.  Fur- 
thermore, ARISTOCORT  Triamcinolone, 
in  effective  doses,  showed  a low  inci- 
dence of  side  reactions  and  is  a steroid 
of  choice  for  treating  the  older  patient 
in  whom  salt  and  water  retention  may 
cause  serious  damage.^ 


References;  1.  Hollander,  J.  L.:  J.A.M. A.  172:306  (Jan. 23)  1960.  2.  McGavack, 
T.  H.:  VeferosfeaiU.J.  44:377  (Aug.)  1959.  3.  McGavack,  T.  H.;  Kao,  K.  Y.  T.; 
Leake,  D.  A.;  Bauer,  H.  G.,  and  Berger,  H.  E.:  Am.  J.  M.  Sc.  236:720  (Dec.) 
1958. 

Precautions:  Collateral  hormonal  effects  generally  associated  with  cortico- 
steroids may  be  induced.  These  include  Cushingoid  manifestations  and  muscle 
weakness.  However,  sodium  and  potassium  retention,  edema,  weight  gain, 
psychic  aberration  and  hypertension  are  exceedingly  rare.  Dosage  should  be 
individualized  and  kept  at  the  lowest  level  needed  to  control  symptoms.  It 
should  not  exceed  36  mg.  daily  without  potassium  supplementation.  Drug 
should  not  be  withdrawn  abruptly.  Contraindicated  in  herpes  simplex  and 
chicken  pox. 

SMppZied;  Scored  tablets  — 1 mg.  (yellow);  2 mg.  (pink);  4 mg.  (white); 
16  mg.  (white). 
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ORGAN  I Z AT  I O N 


V.  V.  Anderson,  new  President-elect 

Dr.  V.  V.  Anderson, 
general  practitioner 
from  Del  Norte,  Colo- 
rado, was  elected  Pres- 
ident-elect of  the  Colo- 
rado State  Medical 
Society  at  the  Society’s 
annual  meeting  in  Es- 
tes Park,  September 
17.  He  will  be  installed 
as  President  of  the  So- 
ciety at  the  next  an- 
nual session  in  Sep- 
tember, 1961.  Though 
with  the  same  sur- 
name, he  and  Dr.  Cy- 
rus W.  Anderson  of 
Denver,  current  President  of  the  Society,  are  not 
related. 

Dr.  V.  V.  Anderson  is  “practically  a native” 
of  Colorado.  His  family  moved  to  Victor,  Colorado, 
when  he  was  six  months  old.  He  attended  grade 
and  high  schools  in  Victor  and  for  two  years 
attended  Colorado  Agricultural  College  (now  Colo- 
rado State  University)  at  Fort  Collins. 

In  1932  he  received  his  B.A.  degree,  and  in 
1936  his  M.D.,  both  from  the  University  of  Colo- 
rado. Until  he  was  called  into  military  service  in 
May,  1941,  Dr.  Anderson  practiced  medicine  with 
Dr.  A.  B.  Gjellum  in  Del  Norte. 

The  outbreak  of  World  War  II  found  Dr. 
Anderson  stationed  in  the  Philippines  at  Bataan. 
With  the  fall  of  Bataan,  he  was  captured  by  the 
Japanese  and  participated  in  the  infamous  Bataan 
death  march.  For  18  months  he  was  a prisoner 
of  the  Japanese  in  the  Philippines  and  then  was 
moved  to  a POW  camp  in  Japan.  During  his  entire 
imprisonment  he  provided  medical  and  surgical 
care  for  fellow  prisoners  under  the  most  adverse 
conditions. 

For  his  distinguished  military  service.  Dr. 
Anderson  was  awarded  Bronze  Stars  by  both  the 
Army  and  Navy,  the  Bataan  Medal  of  Honor  from 
New  Mexico,  two  Presidential  Citations,  Medical 
Combat  Badge,  and  four  Battle  Stars. 

After  a three-month  hospitalization  immedi- 
ately following  his  release  in  August,  1945,  from 


the  Japanese  prison  camp,  he  spent  several  months 
in  postgraduate  work  in  New  York  and  Chicago. 
In  June,  1946,  he  returned  to  practice  in  Del  Norte. 

As  part  of  his  civic  activities,  Dr.  Anderson  has 
participated  in  the  emergency  rescue  unit  of  the 
State  Highway  Patrol  in  Del  Norte.  In  this  capacity 
he  was  called  upon  last  year  to  participate  in  a 
daring  rescue  of  two  survivors  of  an  airplane  crash 
high  in  the  mountains  near  Del  Norte.  With  an 
Air  Force  pilot.  Dr.  Anderson  flew  into  an  area 
of  treacherous  air  currents  at  an  altitude  far  above 
the  usual  operating  altitude  for  large  helicopters. 
The  rescue  attempt  was  successful.  For  his  partici- 
pation Dr.  Anderson  was  awarded  the  Sikorsky 
Medal  for  helicopter  rescue.  The  Air  Force  pilot 
received  the  Distinguished  Flying  Cross. 

Dr.  and  Mrs.  Anderson  and  their  three  daugh- 
ters, Sonia,  Greta  and  Linda,  are  avid  skiing  en- 
thusiasts. Their  eldest  daughter,  Sonia,  is  a medical 
technologist  at  Presbyterian  Hospital  in  Denver. 
Greta  is  a senior  at  Colorado  State  University  and 
Linda  a high  school  student  in  Del  Norte. 

The  doctor  is  a Fellow  of  the  International 
College  of  Surgeons,  a member  of  the  South- 
western Surgical  Congress  and  the  American 
Academy  of  General  Practice.  He  is  a past  Presi- 
dent of  the  San  Luis  Valley  Medical  Society  and 
of  the  Colorado  Division  of  the  American  Cancer 
Society.  Currently  he  is  a member  of  the  Cancer 
Society’s  Executive  Committee  and  of  its  Medical 
and  Scientific  Committee.  He  is  President  of  his 
school  board,  a member  of  Rotary  and  serves  on 
the  Governor’s  Mental  Health  Committee. 

Dr.  Anderson  has  been  active  in  the  Colorado 
State  Medical  Society  for  many  years,  serving 
several  years  as  a member  and  last  year  as  chair- 
man of  the  Public  Policy  Committee,  previously 
serving  two  terms  on  the  Grievance  Committee, 
and  was  Vice  President  of  the  Society  during  the 
administration  of  President  C.  C.  Wiley. 

New  Deputy  Commander  assigned 
to  Fitzsimons  General  Hospital 

Col.  O.  Elliott  Ursin,  MC,  has  been  named  as 
deputy  commander  and  chief  of  professional  edu- 
cation at  Fitzsimons  General  Hospital,  Denver.  He 
replaces  Col.  Urho  R.  Merikangas,  MC,  who  re- 
tired last  month. 

Colonel  Ursin  came  to  Fitzsimons  from  duty 
as  surgeon,  Seine  Area  Command  and  command- 
ing officer,  U.  S.  Army  Hospital,  Paris. 

A 1927  graduate  of  Suttons  Bay  (Mich.)  High 
School,  Colonel  Ursin  earned  an  A.B.  degree  from 
St.  Olaf  College,  Northfield,  Minn.,  and  was 
awarded  an  M.D.  degree  by  Washington  University 
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A biochemical  compound 
used  to  diminish  intestinal 
gas  in  healthy  persons 
and  those  patients  having 
digestive  disorders  ■ 


UVIIUISE 


Each  Kanulase  tablet  contains  Dorasef 
320  units, combined  with  pepsin,  N.F., 
150  mg.;  glutamic  acid  HCI,  200  mg.; 
pancreatin,N.F.,500mg.;oxbileextract, 
100  mg.  Dosage:  1 or  2 tablets  at  meal- 
time. Supplied:  Bottles  of  50  tablets. 
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Medical  School,  St.  Louis,  in  1936.  He  took  his 
internship  training  at  St.  Luke’s  Hospital,  St. 
Louis. 


Physicians  retirement  plan  adopted 
by  Colorado  State  Medical  Society 


Colorado  State  Medical  Society  officially  launched 
its  own  retirement  program  for  physicians  with 
the  signing  of  a Trust  Indenture  at  the  Society’s 
annual  meeting  in  Estes  Park.  Shown  signing  the 
document  are,  seated,  left  to  right,  Kenneth  W. 
Caughey,  Trust  Officer  at  Colorado  National  Bank; 
John  L.  McDonald,  M.D.,  CSMS  President  1959-60. 
Standing,  left  to  right:  Harvey  T.  Sethman.  CSMS 
Executive  Secretary;  Charles  Henry,  Trust  Officer, 
Colorado  National  Bank;  Carl  W.  Swartz,  M.D., 
Chairman  of  CSMS  Investment  Trust  Committee; 
J.  Peter  Nordlund,  CSMS  General  Counsel;  J. 
Merle  Lemley,  Plan  Consultant  and  Coordinator; 
Cyrus  W.  Anderson,  M.D.,  CSMS  President  1960- 
61,  and  Stuart  Ferris,  Executive  Vice  President, 
Security  Life  and  Accident  Company. 

Obituary 

Untimely  death  takes  William  N.  Baker 

At  the  too-youthful  age  of  48,  Dr.  William  N. 
Baker  of  Pueblo  died  October  4,  1960,  from  an 
attack  of  coronary  occlusion  as  his  colleagues 
were  taking  him  to  the  hospital  after  his  sudden 
collapse  in  his  office  at  the  Pueblo  Clinic. 

“Bill”  Baker  had  headed  the  Pueblo  Clinic  in 
recent  years,  in  the  same  position  so  long  held  by 
his  late  father.  Dr.  W.  T.  H.  Baker.  The  love  which 
went  out  to  him  from  thousands  of  friends  and 
patients  and  all  of  his  colleagues  was  evidenced 
at  the  services  held  October  7 at  the  McCarthy 
Funeral  Home  when  many  hundreds  who  wished 
to  attend  could  approach  no  closer  than  to  stand 
in  the  blocked-off  streets  surrounding  the  mor- 
tuary. 

William  Nowers  Baker  was  born  December  21, 
1911,  in  Pueblo,  and  after  grade  and  high  schools 
in  his  home  city  was  graduated  by  Colorado 


College  with  an  A.B.  in  1933.  His  M.D.  was  granted  . 
by  Northwestern  University  Medical  School  in 
1938  following  the  first  year  of  a two-year  intern- 
ship at  Denver  General  Hospital.  He  chose  general 
practice,  though  especially  interested  in  surgery, 
and  was  with  the  Pueblo  Clinic  continuously  there- 
after except  for  war-time  military  service. 

He  entered  the  U.  S.  Army  medical  corps  in 
1942  as  a First  Lieutenant  and  served  with  dis- 
tinction in  the  South  Pacific  as  a member  of  a 
Pueblo-organized  mobile  surgical  unit.  He  had  to 
be  hospitalized  and  returned  home  just  before 
World  War  H ended,  as  the  result  of  his  participa- 
tion in  the  swimming  rescue  of  several  airmen 
about  to  drown  following  crash  of  their  military 
plane  in  a small  South  Pacific  harbor.  Following 
his  recovery,  he  returned  to  active  practice  in  the 
Pueblo  Clinic  and  active  leadership  in  the  Pueblo 
County  Medical  Society.  He  served  three  terms  as 
a member  of  the  Board  of  Supervisors — later  the 
Grievance  Committee — of  the  Colorado  State  Med- 
ical Society.  Dr.  Baker  was  also  active  in  the 
American  Academy  of  General  Practice,  the  Inter- 
national College  of  Surgeons,  and  the  Southwestern 
Surgical  Congress. 

Dr.  Baker  is  survived  by  his  mother,  his  wife, 
and  six  children,  all  of  Pueblo. 


Traffic  safety 

Studies  by  The  Travelers  Insurance  Companies 
show  that  driver  error  caused  85  per  cent  of  the 
highways  accidents  in  1959. 


"All  I can  say,  sir,  is  that  you  should  have  kept 
your  mouth  shut  when  the  baton  came  down!" 
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The  physician  listens  to  a tense,  nervous  patient 
discuss  her  emotional  problems.  To  help  her,  he 
prescribes  Meprospan®  (400  mg.),  the  only  con- 
tinuous-release form  of  meprobamate. 


She  stays  calm  while  on  Meprospan,  even  under 
the  pressure  of  busy,  crowded  supermarket  shop- 
ping. And  she  is  not  likely  to  experience  any 
autonomic  side  reactions,  sleepiness  or  other 
discomfort. 


Relaxed,  alert,  attentive  . . . she  is  able  to  listen 
carefully  to  P.T.A.  proposals.  For  Meprospan 
does  not  affect  either  her  mental  or  her  physical 
efficiency. 


The  patient  takes  one  Meprospan-400  capsule  at 
breakfast.  She  has  been  suffering  from  recurring 
states  of  anxiety  which  have  no  organic  etiology. 


She  takes  another  capsule  of  Meprospan-400  with 
her  evening  meal.  She  has  enjoyed  sustained 
tranquilization  all  day  — and  has  had  no  between- 
dose  letdowns.  Now  she  can  enjoy  sustained 
tranquilization  all  through  the  night. 


Peacefully  asleep  . . . she  rests,  undisturbed  by 
nervousness  or  tension.  (Samples  and  literature 
on  Meprospan  available  from  Wallace  Labora- 
tories, Cranbury,  N.  J.) 


Photos  used  with  patient’s  permission. 


How  new  Disnabol  rebuilt  muscle  tissue 
in  this  underweight,  debilitated  patient 


Patient  was  weak  and  emaciated  before 
Dianabol.  R.  C.,  age  51,  weighed  160 
pounds  following  surgery  to  close  a perfo- 
rated duodenal  ulcer.  His  convalescence  was 
slow  and  stormy,  complicated  by  pneumonia 
of  both  lower  lobes.  Weak  and  washed  out, 
he  was  considered  a poor  risk  for  further 
necessary  surgery  (cholecystectomy). 
Because  a conventional  low-fat  diet  and 
multiple-vitamin  therapy  failed  to  build  up 
R.  C.  sufficiently,  his  physician  prescribed 
Dianabol  5 mg.  b.i.d. 


Patient  regains  strength  on  Dianabol.  In  just 
two  weeks  R.  C.’s  appetite  increased  sub- 
stantially; he  had  gained  9 Vi  pounds  of 
lean  weight.  His  muscle  tone  was  improved, 
he  felt  much  stronger.  After  4 weeks,  he 
weighed  176  pounds.  Biceps  measurement 
increased  from  10"  to  11  Vi".  For  the  first 
time  since  onset  of  postoperative  pneu- 
monia, his  chest  was  clear.  Mr.  C.’s  physi- 
cian reports;  “He  tolerated  cholecystec- 
tomy very  well  and  one  week  postop  felt 
better  than  he  has  in  the  past  2 years.” 
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Dianabol:  new,  low-cost 
anabolic  agent 

By  promoting  protein  anabolism,  Dianabol 
builds  lean  tissue  and  restores  vigor  in 
underweight,  debilitated,  and  dispirited 
patients.  In  patients  with  osteoporosis 
Dianabol  often  relieves  pain  and  increases 
mobility. 

As  an  anabolic  agent,  Dianabol  has 
been  proved  10  times  as  effective  as 
methyltestosterone.  Yet  it  has  far  less 
androgenicity  than  testosterone  propio- 
nate, methyltestosterone,  or  norethandro- 
lone. 

Because  Dianabol  is  an  oral  preparation, 
it  spares  patients  the  inconvenience  and 
discomfort  of  parenteral  drugs. 

And  because  Dianabol  is  low  in  cost,  it 
is  particularly  suitable  for  the  aged  or 
chronically  ill  patient  who  may  require 
long-term  anabolic  therapy. 

Supplied:  Tablets,  5 mg.  (pink,  scored); 
bottles  of  100. 

Complete  information  sent  on  request. 

Dianabol’ 

(methandrostenolone  CIBA) 


converts  protein  to 
working  weight  in  wasting 
or  debilitated  patients 
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Obituary 

HERBERT  T.  HARRIS 

Dr.  Herbert  T.  Harris,  80,  retired  physician  and 
long  time  resident  of  Basin,  died  Tuesday  morning, 
August  23,  1960,  at  the  South  Big  Horn  County 
Hospital  of  a heart  attack. 

Dr.  Harris  was  born  in  Piasa,  Illinois,  Decem- 
ber 27,  1879.  He  received  his  M.D.  degree  from 
Creighton  University  in  Omaha,  Nebraska,  May  5, 
1902.  Following  graduation,  as  postgraduate  train- 
ing in  medicine  was  almost  nonexistant  in  the 
United  States,  he  went  abroad.  After  two  years 
in  Vienna,  specializing  in  obstetrics,  he  went  on 
to  the  Children’s  Hospital  in  London.  There  he 
developed  tuberculosis  and  was  ordered  home. 

In  1905,  Dr.  Harris  arrived  in  Sheridan  as 
company  doctor  for  the  Dietz  Coal  Company.  In 
1908,  Dr.  Harris  joined  his  brother.  Dr.  George  A. 
Harris,  in  medical  practice  in  Basin.  The  practice 
grew  and  Dr.  Chester  Harris  of  Illinois  joined 
the  partnership.  However,  a short  time  thereafter, 
“Dr.  George”  returned  to  Nebraska  and  the  team 
of  “Dr.  Chester”  and  “Dr.  Bert”  began  their  long 
collaboration.  In  1938,  increasing  disability  due  to 
arthritis  caused  Dr.  Harris’  retirement  from  active 
practice. 

Dr.  Harris  is  survived  by  his  wife  and  one  son. 


“OOPS” 

Dear  Editor: 

In  the  October  issue  of  the  Journal  a book 
review  written  by  me  appeared.  Unfortunately  a 
printing  error  occurred.  The  book  reviewed  was 
Physical  Diagnosis  by  Prior  and  Silberstein.  I in- 
tended to  use  the  word  “inane”  but  an  “s”  crept 
in  from  somewhere  and  the  word  became  “insane.” 
The  result  was  somewhat  disastrous.  The  sentence 
containing  the  word  should  read: 

“The  illustrations,  however,  are  not  up  to  the 
quality  of  the  written  material,  being  for  the  most 
part  uninformative  sketches  or  normal  individuals 
posing  for  demonstrations  of  different  diagnostic 
procedures,  some  of  which  border  on  the  inane.” 

John  H.  Clifford, 

Senior  Student, 
University  of  Colorado 
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Clinical  nutrition  symposium 

A symposium  on  clinical  nutrition  will  be  held 
in  Washington,  D.  C.,  on  November  30,  1960.  This 
symposium,  sponsored  by  the  Council  on  Foods 
and  Nutrition  of  the  American  Medical  Association 
in  cooperation  with  The  Medical  Society  of  the 
District  of  Columbia,  will  begin  at  8:30  a.m., 
Wednesday,  November  30,  in  Room  B of  the 
National  Guard  Armory.  The  meeting  will  be 
opened  to  all  interested  persons. 


F.D.A.  tightens  control 

Because  the  large  number  of  new  medications 
has  made  it  increasingly  difficult  for  physicians 
and  pharmacists  to  keep  adequately  informed 
about  them,  the  Federal  Food  and  Drug  Admin- 
istration has  tightened  control  of  the  drug  industry 
with  strict  new  regulations  for  labeling  prescrip- 
tion drugs.  Under  the  new  requirements,  manu- 
facturers will  put  complete  information  regarding 
the  use  of  a drug,  its  hazards,  side  effects,  or 


necessary  precautions  that  should  be  taken  in  its 
administration,  on  virtually  all  prescription  drug 
packages  and  printed  matter  distributed  to  physi- 
cians. 

Gastro-camera 

A Japanese  optical  company  is  marketing  a 
gastro-camera,  about  the  size  of  the  tip  of  the 
index  finger,  that  photographs  the  inside  of  the 
human  stomach.  It  contains  its  own  light  source 
and  film  supply  and  is  attached  to  a slender  in- 
strument so  it  can  be  manipulated  after  being 
swallowed.  The  camera  was  developed  at  Tohoku 
University  in  Japan. 


Traffic  safety 

Motor  vehicle  accidents  killed  37,600  and  in- 
jured 2,870,000  persons  on  U.  S.  highways  during 
1959. 

There  were  2,910  pedestrians  killed  and  66,030 
injured  on  U.  S.  roads  last  year  because  they 
crossed  between  intersections. 
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Non-Specific  ulcers  of  small  intestine 

Harold  D.  Palmer,  M.D.,  Moderator 
Elmer  W.  Koneman,  M.D.,  Resident  in  Pathology* 


Hemorrhage,  perforation  and  obstruction  can 
occur  with  both  malignant  and  benign  lesions  in 
the  intestine.  An  unusual  case  presenting  with  a 
lesion  in  the  latter  category  is  offered  for  discus- 
sion. 

Case  presentation 

Dr.  Robert  Sawyer  (Resident  in  Surgery):  A 
53-year-old  white  female  was  admitted  to  the  hos- 
pital with  a four-month  history  of  abdominal  dis- 
tension, occasional  loose  stools  and  a pulling  or 
dragging  sensation  in  the  lower  abdomen.  These 
symptoms  had  not  been  associated  with  colic,  al- 
though vomiting  occurred  once  or  twice  daily. 
Helena,  hematemesis,  or  specific  food  intolerance 
were  not  noted.  There  had  been  an  approximate 
42-pound  weight  loss  over  the  past  four  months. 
The  past  history  was  remarkable  for  frequent 
emotional  upsets,  and  one  bout  of  frank  congestive 
heart  failure  which  responded  promptly  to  treat- 
ment with  diuretics. 

Physical  examination  upon  admission  revealed 
a well-developed,  slightly  emaciated  white  female 
in  moderate  distress.  The  blood  pressure  was 
110/60,  the  pulse  90  per  minute  and  irregular.  The 
chest  was  clear  to  percussion  and  auscultation. 
The  heart  was  enlarged  with  the  PMI  audible  at 
the  left  anterior  axillary  line.  A Grade  II  systolic 
murmur  was  audible  along  the  left  sternal  border. 
The  abdomen  was  distended  and  tympanitic  to 


♦Supported  by  grant  from  the  Frieda  L.  Maytag  Memorial 
Cancer  Fund,  Colorado  Division,  American  Cancer  Society. 


percussion.  Hyperactive  bowel  tones  were  audible 
and  peristaltic  movements  could  be  visualized 
through  the  thin  abdominal  wall.  Dilated  loops  of 
small  intestine  were  easily  palpable.  Abdominal 
tenderness  or  rebound  pain  could  not  be  elicited 
and  the  patient  did  not  seem  to  show  pain  with 
the  peristalses.  Pelvic  and  rectal  examinations  re- 
vealed a mass  in  the  cul-de-sac,  which  was  felt 
to  be  extra-uterine  in  nature,  probably  associated 
with  the  adnexae. 

The  admission  hemoglobin  was  11.45  grams  and 
the  hematocrit  was  39  volumes  per  cent.  The  white 
blood  count  was  7000  with  a normal  differential. 
Admission  urinalysis  was  not  remarkable  with  the 
exception  of  a few  white  blood  cells  in  the  urine 
sediment.  The  total  serum  protein  was  7.4  grams 
per  cent  (5.2  grams  per  cent  albumin,  2.2  grams 
per  cent  globulin).  Serum  electrolytes,  including 
sodium,  potassium  and  chlorides,  and  the  blood 
urea  nitrogen  determinations  were  within  the 
range  of  normal.  The  potassium  level  was  3.75  and 
3.55  meq.  per  liter  on  separate  determinations. 
Procto-sigmoidoscopy  was  unrevealing  up  to  15 
cm. 

X-ray  presentation 

Dr.  James  List  (Resident  in  Radiology):  An 
upper  gastro-intestinal  examination,  including  a 
small  bowel  study,  revealed  dilated  loops  of  the 
distal  jejunum  and  proximal  ileum.  Active  peri- 
stalsis, both  forward  and  backward,  was  noted. 
This  x-ray  picture  is  most  commonly  caused  by 
mechanical  small  bowel  obstruction;  however,  it 
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may  also  be  produced  by  medications  such  as  nar- 
cotics and  ganglionic  blocking  agents  and  may  be 
seen  in  hypopotassemia.  We  were  told  that  this 
patient  had  questionable  hypokalemia  and  we 
were  unable  to  conclude  with  this  study  that  me- 
chanical obstruction  was  present. 

Surgery 

Dr.  B.  T.  Daniels;  This  patient  was  one  year 
postmenopausal  and  the  vague  nonspecific  symp- 
toms were  further  clouded  by  considerable  psycho- 
logical overlay.  Despite  this,  it  became  evident 
with  time  that  surgical  exploration  was  necessary. 

Upon  opening  the  abdomen,  we  discovered  a 
six-centimeter  in  length  constriction  of  small  bowel 
lying  within  the  pelvis.  We  were  most  surprised 
to  see  this  lesion  because  it  had  produced  almost 
complete  obstruction  with  dilated  loops  of  bowel 
noted  proximally.  This  area  was  located  approxi- 
mately 18  inches  or  two  feet  from  the  ileocecal 
valve  and  had  the  classical  appearance  of  an 
isolated  lesion  of  regional  enteritis.  The  bowel 
serosa  was  covered  with  a gray-white  fibrinous 
exudate  which  extended  to  involve  the  adjacent 
mesentery.  Adjacent  mesenteric  lymph  nodes  were 
also  moderately  enlarged.  A careful  search  of  the 
remaining  small  bowel  failed  to  reveal  similar 
lesions.  A large  hemorrhagic  area,  obviously  endo- 
metriosis, was  noted  adjacent  to  the  left  ovary, 
which  also  was  bound  to  the  bowel  lesion  by  dense 
fibrinous  adhesions.  A portion  of  small  bowel  to 
include  the  area  of  obstruction  was  resected  and, 
because  of  the  dilatation  of  the  proximal  bowel, 
an  end-to-side  anastomosis  was  done.  Because  of 
the  endometriosis,  a total  hysterectomy  and  bi- 
lateral salpingo-oophorectomy  were  also  per- 
formed. The  patient  did  very  well  postoperatively 
and  only  last  week  was  in  my  office  showing  con- 
siderable physical  and  mental  improvement. 

Pathology 

Dr.  Normal  Welch  (Resident  in  Pathology);  On 
gross  examination,  dense  adhesions  were  noted 
between  the  uterus,  fallopian  tubes,  and  ovaries. 
The  left  ovary  contained  a 3 cm.  cyst  filled  with 
brown  semisolid  material  and  lined  by  dull  gray 
tissue. 

The  constriction  in  the  mid-portion  of  the  small 
bowel  specimen  had  caused  almost  complete  ob- 
struction. Upon  opening  the  bowel,  a 2 cm.  in 
diameter  ulcer  was  found  at  the  point  of  constric- 
tion. The  base  of  the  ulcer  was  covered  with 
mucopurulent  exudate  and  cultures  from  the  ulcer 
failed  to  grow  acid  fast  bacilli  or  other  pathogenic 
bacteria.  Three  lymph  nodes  were  present  in  the 
adjacent  mesentery  measuring  up  to  1.4  cm.  in 
diameter. 

Microscopic  examination  of  the  corpus  uteri 
revealed  several  foci  of  endometrial  tissue  within 
the  myometrium.  Implants  of  endometrial  tissue 
were  also  found  in  both  ovaries  and  the  cyst  of  the 
left  ovary  was  endometrial  in  origin.  The  ulcer 
in  the  ileum  presented  sharp  edges  and  the  ulcer 


bed  was  necrotic.  Beneath  this  and  extending  into 
the  surrounding  tissue  was  dense  fibrous  tissue 
heavily  infiltrated  with  chronic  inflammatory  cells. 
The  wall  of  the  gut  presented  no  evidence  at  all 
of  endometriosis.  The  fibrosis  had  replaced  all  the 
normal  structures  of  the  wall.  The  lymph  nodes 
presented  only  reactive  hyperplasia. 

Anatomical  diagnosis 

Ulcer,  nonspecific,  chronic,  ileum. 

Endometriosis,  bilateral,  ovaries. 

Adenomyosis,  corpus  uteri. 

Moderator;  Dr.  McGlone,  you  saw  this  patient 
from  the  beginning.  Do  you  have  anything  to  add? 

Dr.  F.  B.  McGlone;  This  was  a very  interesting 
clinical  problem  and  the  patient  was  seen  by 
numerous  consultants  before  operation  was  de- 
cided upon.  After  seeing  the  pathology  and  then 
comparing  it  with  the  x-ray  films,  one  might 
wonder  why  there  was  ever  any  question  of  what 
to  do.  The  patient’s  clinical  story  did  not  fit  an 
acute  mechanical  obstruction  and  this  fact  delayed 
surgery.  The  films  revealed  marked  dilatation  of 
the  small  intestine  with  preservation  of  the  mu- 
cosal and  muscular  markings,  suggesting  progres- 
sive dilatation  and  hypertrophy  of  the  intestinal 
wall  as  seen  in  chronic  bowel  obstruction.  Signifi- 
cant to  me  was  the  presence  of  marked  peristaltic 
activity  which  you  could  actually  see  upon  physi- 
cal examination.  To  me,  this  is  not  the  picture  one 
sees  in  sprue,  or  secondary  to  drug  administration 
or  potassium  deficiency  as  previously  discussed. 
Peristaltic  activity  should  be  absent  in  ileus  sec- 
ondary to  drugs  or  potassium  deficit.  Despite  this, 
however,  I was  surprised  at  the  extent  of  the 
pathology  found. 

In  considering  the  cause  of  chronic  small  bowel 
obstruction,  one  should  clinically  suspect  endo- 
metriosis .if  the  patient  is  a woman,  since  statisti- 
cally this  is  one  of  the  most  common  causes.  How- 
ever, in  discussing  the  microscopic  findings  with 
the  pathologist,  it  did  not  seem  to  me  that  endo- 
metriosis was  the  cause  in  this  case.  It  would  be 
unusual  for  regional  enteritis  to  give  this  type  of 
clinical  picture.  Neoplasms  such  as  carcinoids  or 
metastatic  carcinoma  from  elsewhere  in  the  di- 
gestive tract  can  produce  progressive  chronic  small 
bowel  obstruction. 

The  presence  of  ulceration  in  this  case  is  inter- 
esting in  that  there  have  been  reported  in  the 
literature  about  160  cases  of  an  entity  known  as 
non-specific  ulcers  of  the  small  intestine.  It  may 
be  somewhat  incorrect  to  consider  these  as  non- 
specific ulcers  because  for  all  purposes  these  le- 
sions resemble  peptic  ulcers,  although  there  is 
no  reason  for  tryptic  or  peptic  activity  to  be 
present  at  this  site.  So  far  as  I know,  nobody  has 
been  able  to  determine  the  etiological  factors. 
These  ulcers  can  occur  anywhere  along  the  small 
bowel  and  are  most  commonly  solitary.  The  usual 
presenting  symptom  and  the  finding  that  leads  to 
the  discovery  of  the  condition  is  bleeding.  I have 
had  one  other  patient  with  a similar  lesion  in 
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Fig.  1.  Base  of  ulcer  showing  necrosis  with  under- 
lying fibrosis  and  lymphocytic  infiltration.  (H&E 
X 50) 


which  the  diagnosis  was  made  only  at  surgery 
after  the  patient  had  experienced  four  successive 
small  bowel  hemorrhages. 

Dr.  Welch;  I would  like  to  describe  several  fea- 
tures of  primary  non-specific  ulcer  of  the  small 
intestine  which  have  been  reported  in  the  recent 
literature'- ^ I The  ulcers  are  three  times  as  com- 
mon in  men  as  women  and  may  occur  at  any  age. 
They  are  usually  oval  in  shape  and  range  up  to 
4 cm.  in  diameter.  The  appearance  of  these  ulcers 
is  essentially  the  same  as  described  in  this  case 
and  is  very  similar  to  peptic  ulcers.  Evidence  of 
healing  and  fibrosis  is  always  present  and  it  is 
this  fibrosis  which  leads  to  obstruction  (Fig.  1). 
Peritoneal  reactions  occur  which  result  in  adhesion 
of  the  bowel  to  other  surfaces. 

The  etiology  of  these  non-specific  ulcers  is 
unknown.  Investigation  for  a relationship  to  trau- 
ma, infection,  infarction,  gastric  heterotopia,  or 
peptic  tryptic  digestion  has  been  unrevealing. 

The  preoperative  diagnosis  of  this  entity  is 
difficult  but  a small  bowel  ulcer  should  be  sus- 
pected when  other  causes  of  upper  gastro-intestinal 
bleeding  and  intestinal  obstruction  cannot  be 
found.  Since  these  ulcers  are  usually  solitary  and 
seldom  recur  following  removal,  the  treatment 
of  choice  is  segmental  resection  of  the  involved 
portion  of  bowel  as  soon  as  possible. 

Moderator:  Dr.  Donovan,  would  you  elaborate 
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on  the  differential  diagnosis  of  chronic  small 
bowel  ulcers  and  regional  enteritis? 

Dr.  E.  J.  Donovan:  I do  not  quite  know  how 
to  differentiate  chronic  ulcers  of  the  small  bowel 
from  regional  enteritis  except  that  from  every 
standpoint  this  case  fits  the  pathological  descrip- 
tion of  cases  of  non-specific  ulcer.  These  have  been 
described  as  punched  out  ulcers  without  heaped 
up  borders  with  an  associated  peritoneal  inflam- 
matory reaction.  Originally  most  of  these  ulcers 
were  described  on  the  basis  of  typhoid  fever,  but 
now  in  the  absence  of  an  apparent  etiological 
agent,  have  been  classified  as  primary  non-specific 
lesions.  Originally,  most  of  the  cases  were  diag- 
nosed as  a result  of  complications;  namely,  hemor- 
rhage, perforation  and  bleeding.  Perforation  was 
especially  common  in  early  isolated  case  reports; 
however,  as  more  and  more  are  collected  as  a 
group,  it  is  found  that  bleeding  and  pain  are  more 
common.  I have  seen  two  of  these  cases,  both  of 
which  were  associated  with  bleeding.  It  should  be 
thought  of  in  any  patient  who  presents  an  ulcer 
type  of  syndrome  in  whom  you  are  unable  to 
demonstrate  an  ulcer,  or  in  any  patient  with  per- 
sistent occult  blood  in  the  stools.  Most  patients 
have  vague  complaints  over  some  period  of  time 
which  is  usually  not  the  case  with  regional  enter- 
itis. Regional  enteritis  would  not  be  confused 
pathologically.  Ulcers  associated  with  regional  en- 
teritis are  not  as  deep  as  those  described  in  non- 
specific ulceration  and  do  not  have  the  tendency 
to  perforate.  There  is  more  of  an  inflammatory 
reaction  within  the  wall  of  the  bowel  in  regional 
enteritis  and  the  lesions  commonly  are  multiple 
and  progressive.  In  regional  enteritis  there  is 
usually  marked  involvement  of  the  mesenteric 
lymph  nodes  which  you  do  not  see  with  non- 
specific ulcers  unless  there  is  secondary  inflam- 
mation. 

Dr.  P.  K.  Hamilton:  I saw  one  of  these  cases  a 
couple  of  years  ago  in  a young  university  student 
who  was  a very  compulsive  obsessive  boy.  He 
presented  with  recurrent  hematemesis  but  nothing 
could  be  found  radiologically.  An  exploratory  lap- 
arotomy was  performed  and  a small  area  in  the 
terminal  ileum  looked  suspicious  to  the  surgeon. 
Upon  opening  the  bowel,  about  25  small  mucosal 
ulcers  ranging  between  0.4  and  1.0  cm.  in  diameter 
were  found.  This  portion  of  the  ileum  was  re- 
sected and  the  patient  was  cured  for  one  year, 
when  there  was  recurrence.  Many  of  the  reviews 
on  non-specific  ulceration  of  the  small  bowel  stress 
the  personality  aberrations  in  many  of  these  pa- 
tients, some  being  the  chronic  ulcerative  colitis 
type  of  individual.  It  is  conceivable  that  we  miss 
a lot  of  these  non-specific  ulcers  which  heal  and 
do  not  recur. 

Moderator:  Dr.  Hammer,  will  you  give  us  the 
roentgenological  aspects  of  this  lesion? 

Dr.  R.  W.  Hammer:  Simple  ulcers  of  the  small 
bowel  are  probably  not  easily  diagnosed,  as  such, 
by  routine  small  bowel  examinations.  Perforation 


and  obstruction  secondary  to  these  ulcers  lead  to 
positive  radiographic  findings  that  are  non-specific 
in  etiology.  The  patient  presented  had  findings  of 
a partial  small  bowel  obstruction.  Hypokalemia 
also  can  cause  an  ileus  closely  simulating  partial 
small  bowel  obstruction.  Since  there  was  a ques- 
tion of  hypokalemia  in  this  case,  we  felt  that  it 
had  to  be  excluded  before  a definite  diagnosis  of 
partial  small  bowel  obstruction  could  be  made. 

Dr.  McGlone:  One  other  technic  I would  like  to 
ask  about  is  the  possibility  of  using  a Miller- Abbott 
tube  to  outline  lesions  at  the  site  of  obstruction. 
Since  the  terminal  ileum  was  not  well  outlined 
roentgenographically  in  this  case,  this  procedure 
may  have  had  some  merit. 

Dr.  Hammer:  In  patients  with  complete  or  par- 
tial small  bowel  obstruction,  a Miller-Abbott  tube 
can  be  passed  to  the  site  of  obstruction  and  the 
obstructing  lesion  outlined  by  injection  of  opaque 
media  through  the  tube.  This  technic  is  useful  in 
selected  cases  and  conceivably  a lesion  such  as 
we  are  discussing  today  might  be  diagnosed  with 
some  degree  of  specificity.  However,  the  use  of 
the  Miller-Abbott  tube  for  diagnosis  of  small  bowel 
obstruction  is  not  recommended  as  a routine  pro- 
cedure. 

Dr.  Palmer:  I remember  reading  of  two  cases 
reported  from  New  Orleans  in  which  the  diagnosis 
of  non-specific  ulcer  of  the  intestine  was  made 
through  the  use  of  the  Miller-Abbott  tube  in  an- 
other way.  The  progress  of  the  tube  was  followed 
by  periodic  aspiration  until  a point  of  hemorrhage 
was  localized.  The  ulcer  was  then  visualized  in 
the  manner  discussed  by  Dr.  Hammer.  However, 
this  requires  almost  constant  attention  and  may  be 
impractical  in  most  cases. 

Dr.  R.  E.  McCurdy:  The  presence  of  active 
peristalsis  was  an  important  feature  of  this  pa- 
tient’s history,  which  in  my  experience  does  not 
occur  in  cases  of  ileus  which  are  not  caused  by 
mechanical  obstruction. 

Dr.  Hammer:  Peristalsis  can  be  present  in 
adynamic  ileus  but  is  never  as  active  as  in  me- 
chanical obstruction.  Certainly,  the  presence  of 
strong  active  peristalsis  is  an  indication  of  me- 
chanical obstruction  when  other  signs  of  ileus  are 
present. 

Dr.  McCurdy:  No  one  has  mentioned  the  possi- 
bility of  a Meckel’s  diverticulum.  The  lesion  de- 
scribed in  this  case  is  in  the  right  position  and 
ulceration  with  bleeding  are  known  to  occur  in 
Meckel’s  diverticulum. 

Dr.  Palmer:  There  was  nothing  reminiscent  of 
an  omphalomesenteric  duct  remnant  on  gross  ex- 
amination of  the  specimen.  Moreover,  ulceration 
in  a Meckel’s  diverticulum  always  occurs  in  foci 
of  ectopic  gastric  mucosa  which  we  did  not  see 
upon  histological  examination  in  this  case. 

Dr.  H.  S.  Maul;  I think  you  people  are  real 
optimists  in  trying  to  make  this  one  of  those  160 
rare  cases  reported.  From  the  description  of  the 
lesion  given,  it  is  apparent  that  the  whole  picture 
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Fig.  2.  Margin  of  ulcer  showing  attempt  at  healing 
(see  text).  (H&E  X 75) 


could  be  accounted  for  by  the  endometriosis. 

Dr.  Palmer:  We  were  unable  to  demonstrate 
endometrial  tissue  in  the  small  bowel  lesion.  I 
think  it  would  have  been  there  if  it  were  the 
etiological  condition  since  the  endometriosis  in  the 
ovary  was  very  active.  The  serosal  and  peritoneal 
reaction  of  the  bowel  also  was  not  associated  with 
endometrial  tissue.  Serosal  inflammation  is  char- 
acteristically seen  in  non-specific  ulcers  and  this 
can  readily  account  for  the  adhesions  between 
ileum  and  ovary. 

Dr.  K.  C.  Sawyer:  Although  endometriosis  may 
cause  small  bowel  obstruction  through  serosal  fi- 


brosis, it  would  be  most  unusual  for  endometriosis 
to  cause  ulceration  and  bleeding  of  the  mucosa. 
Only  a very  few  cases  of  small  bowel  obstruction 
secondary  to  intraluminal  endometriomas  have 
been  reported. 

Dr.  Daniels:  Dr.  Palmer,  I thought  I saw  an 
endometrial  gland  adjacent  to  the  ulcer  in  one  of 
the  slides  you  projected. 

Dr.  Palmer:  I think  what  you  saw  represents 
healing  with  an  attempt  at  re-epithelialization  of 
the  surface  of  the  ulcer  (Fig.  2).  You  will  note 
that  the  epithelium  forming  the  gland-like  struc- 
ture is  continuous  with  the  surface  mucosal  cells 
and  that  goblet  cells  are  present  in  the  structure. 

Moderator:  We  have  dealt  this  morning  with 
a case  of  non-specific  ulcer  of  the  ileum  which 
caused  obstruction  and  occurred  in  a 53-year-old 
woman  who  also  suffered  from  endometriosis.  In 
spite  of  the  fact  that  the  ileum  at  the  point  of 
ulceration  was  bound  to  the  endometriotic  right 
ovary,  the  consensus  is  that  the  endometriosis  is 
an  incidental  finding. 

Supposed  to  be  rare,  it  has  developed  during 
this  conference  that  four  cases  of  non-specific 
ulcer  of  the  small  intestine,  in  addition  to  the  one 
which  was  presented,  have  been  studied  by  mem- 
bers of  the  conference  (Dr.  McGlone,  two;  Dr. 
Donovan,  two;  Dr.  Hamilton,  one). 

Those  who  have  studied  these  cases  conclude 
that  symptoms  and  signs  suggesting  peptic  ulcer 
with  negative  x-ray  evidence  of  ulcer  and/or  un- 
explained bleeding  from  the  gastrointestinal  tract 
should  lead  one  to  consider  this  entity.  They  also 
point  out  that  hemorrhage,  obstruction  and  per- 
foration, in  that  order,  are  common  complications. 
The  consensus  also  is  that  surgical  resection  of 
the  involved  segment  of  bowel  is  the  treatment  of 
choice. 
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^ does  not  impair  mental  efficiency  or  normal  behavior 


Miltowir 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  ing.  tablets  t.i.d. 

Supplied:  400  ing.  scored  tablets,  200  mg.  sugar-coated  tablets. 
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sonuf  ( ompound 


CoDiposUion;  Soma  (carisoprodol),  200  mg.; 
phenacetin,  160  mg.;  caffeine,  32  mg. 

Dosage:  1 or  2 tablets  q.i.d. 
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Dosage:  1 or  2 tablets  q.i.d. 
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^ ^ Most  patients  need  to  be  cajoled  into  eat- 
ing, with  delicate,  tempting  dishes  that  are  rich 
in  savor  and  aroma . . . 95 


^^We  might  also  borrow  from  the  French, 
Latins  and  Greeks  and  include  a small  glass  of 
wine  in  our  hospital . . . cuisine . . or,  we  can  at 
least  use  “wine  as  a flavoring  agent. . .([since|  wine 
adds  a gourmet  touch  to  most  any  dish  from 
appetizers  through  desserts . . . 99 


ffin  cooking  with  wine  the  effect  of  a subtle 
flavor  is  desired ...  Dry  wines  are  preferable  to 
sweet  wines  and  those  most  often  used  in  cook- 
ing are:  sherry,  sauterne,  marsala,  madeira, 

claret... and  burgundy.  99 


Tod  ay  a ^rowin^  biolio^rapiiy  eon- 

lirms  tlie  value  of  wine  as  a stimulant  to  appe- 
tite, to  digestion,  and  to  promoting  euphoria  in  convalescence,  cardiology,  urol- 
ogy, geriatrics,  etc.  Write  for  ‘‘Uses  of  Wine  in  Medical  Practice,”  Wine  Advisory 
Board,  717  Market  Street,  San  Francisco  3,  California. 
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DEMETHYLCHLORTETRACYCLINE  LEDERLE 


extra-actwity,..^Yom^X\y  attained 

DECLOMYCIN  Demethylchiortetracycline  attains 
—usually  within  two  hours— blood  levels  more  than 
adequate  to  suppress  susceptible  pathogens. 
These  levels  are  attained  in  tissues  and  body  fluids 
on  daily  dosages  substantially  lower  than  those 
required  to  elicit  antibiotic  activity  of  comparable 
intensity  with  other  tetracyclines.  With  other  tetra- 
cyclines, the  average,  effective,  adult  daily  dose  is 
1 Gm.  With  DECLOMYCIN  Demethylchlortetracy- 
cline,  it  is  only  600  mg. 


evenly  sustained 

DECLOMYCIN  Demethylchlortetracycline  sus- 
tains, through  the  entire  therapeutic  course,  the 
high  activity  levels  needed  to  control  the  primary 
infective  process  and  to  check  the  onset  of  a com- 
plicating secondary  infection  at  the  original— or  at 
another— site.  This  combined  therapeutic  action 
is  sustained,  in  most  instances,  without  the 
pronounced  hour-to-hour,  dose-to-dose,  peak- 
and-valley  fluctuations  in  activity  levels  which 
characterize  other  tetracyclines. 


long  retained 

DECLOMYCIN  Demethylchlortetracycline  retains 
significant  activity  levels,  up  to  48  hours  after 
the  last  dose  is  given.  At  least  a full,  extra  day 
of  positive  antibacterial  action  may  thus  be  con- 
fidently expected.  One  capsule  four  times  a day, 
for  the  average  adult  in  the  average  infection,  is 
the  same  as  with  other  tetracyclines  — but  the 
total  dosage  is  lower  and  the  duration  of  anti- 
infective  action  is  longer. 
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(1)  Oxytetracycline.  (2)  Chlortetracycline.  (3)  Tetracycline. 

PROTECTION  AGAINST  RECURRENCE 


MYCIN 

DEMETHYLCHLORTETRACYCLINE  LEDERLE 


■ higher  activity/intake  ratio— positive  antibacterial  action 

■ sustained  activity  levels— protection  against  problem  pathogens 

■ up  to  two  extra  days’  activity— protection  against  recurrence 

CAPSULES,  150  mg.,  bottles  of  16  and  100.  Dosage:  Average  infections  — 1 
capsule  four  times  daily.  Severe  infections  — Initial  dose  of  2 capsules,  then  1 
capsule  every  six  hours. 

PEDIATRIC  DROPS,  60mg./cc.  in  10  cc.  bottle  with  calibrated,  plastic  dropper. 
Dosage:  1 to  2 drops  (3to6mg.)  perpound  body  weight  per  day— divided  into4doses. 
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Dosage:  3 to  6 mg.  per  pound  body  weight  per  day— divided  into  4 doses. 


PRECAUTIONS:  As  with  other  antibiotics,  DECLOMYCIN  may  occasionally  give  rise  to  glossitis, 
stomatitis,  proctitis,  nausea,  diarrhea,  vaginitis  or  dermatitis.  A photodynamic  reaction  to  sun- 
light has  been  observed  in  a few  patients  on  DECLOMYCIN.  Although  reversible  by  discontinuing 
therapy,  patients  should  avoid  exposure  to  intense  sunlight.  If  adverse  reaction  or  idiosyncrasy 
occurs,  discontinue  medication. 

. Overgrowth  of  nonsusceptible  organisms  is  a possibility  with  DECLOMYCIN,  as  with  other 
antibiotics.  The  patient  should  be  kept  under  observation. 
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LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYAN  AM  ID  COM  PA  NY,  Pea  rl  River,  New  York 
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S35  N.  Dearborn  St,  Chicago  10,  Hi., 


MEDICAL  PROFESSION 


Now  available  in  exclusive  Medical-Dental  Building 
in  Montana's  largest  and  fastest  growing  city. 

For  information  write: 
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212  Medical  Arts  Building,  Great  Foils,  Montano 


ELECTRICITY  AND 

NATURAL  GAS 

★ 

STILL  THE  BIGGEST  BARGAIN 

IN  ANY  HOUSEHOLD  BUDGET 

★ 

PUBLIC  SERVICE  CO. 


The  Emory  John  Brady  Hospital 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 

For  the  care  and  treatment  of  Psychiatric  disorders. 

Individual  and  Group  Psychotherapy  and  Somatic  Therapies 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 


for  November,  1960 


105 


Don’t  miss 

important  telephone  calls  . . . 

Let  us  QCt  as  your  secretary  while  you  are  away,  day  or 
night;  our  kindly  voice  conscientiously  tends  your  tele- 
phone business,  accurately  reports  to  you  when  you  return 
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Newton  Optical 
Company 
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309  1 6th  Street,  Denver 
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OF  DENVER 
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OCA  CUSHMAN  wing  newly  opened  Providing  medicinal  and  surgical  aid 

with  improved  facilities  to  to  sick  and  crippled  children  of 

serve  your  patients  the  Rocky  Mountain  Region 

APPROVED  BY  THE  JOINT  COMMISSION  ON  ACCREDITATION  OF  HOSPITALS 


Picker  X-Ray,  Rocky  Mountain,  Inc. 

4925  Easf  38th  Ave.— Tel.  DUdley  8-5731 

Denver  7,  Colorado 

EMERY  L.  GRAY, 
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Colorado  Springs,  Colorado 
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ALL  STAR 


UNITED  “ALL  STAR"  DAIRIES  MILK  is  vacuum  filtered  for  better  taste 
by  our  exclusive  “flavor-guard"  Process  . . . removing  all  unwanted  flavors, 
leaving  only  the  sweet,  natural  taste  of  milk — any  season,  all  year  'round! 
UNITED  “ALL  STAR"  DAIRY  Milk  is  available  on  home  route  delivery. 

UNITED  "ALL  STAR"  DAIRY,  INC. 

AComa  2-1655 

2401  W.  6th  Ave.  at  Valley  Highway 
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for  relief  from  the  total  cold  syndrome... 


prompt 
antipyresis 
and  analgesia 


superior  upper 

respiratory 

decongestion 


classic 

expectorant 

action 


safe  cough 
suppression 


Tussagesic’ 

timed-release  tablets / suspension 


Each  Tussagesic  timed-release  Tablet 


provides: 

TRIAMINIC® 50  mg. 

DORMETHAN  (brand  of  dextromethorphan  HBr)  , , 30  ITlg. 

TERPIN  HYDRATE 180  mg. 

APAP  (acetaminophen) 325  mg. 


Dosage:  Adults  and  children  over  12  — one 
tablet  in  the  morning,  midafternoon  and  at 
bedtime.  Each  tablet  should  be  swallowed 
whole  to  preserve  the  timed-release  action. 


* TRADEMARK 


Each  tsp.  (5  ml.)  of  Tussagesic  Suspension 


provides: 

TRIAMINIC® 25  mg. 

DORMETHAN  (brand  of  dextromethorphan  HBr)  . . 15  mg. 

TERPIN  HYDRATE 90  mg. 

APAP  (acetaminophen) 120  mg. 


Tussagesic  Suspension  is  especially  suited 
for  children  and  for  adults  who  prefer  liquid 
medication;  it  is  pleasantly  flavored,  non- 
narcotic and  non-alcoholic. 

Dosage  (to  be  taken  every  3 or  4 hours) : 
Adults  and  children  over  12  — 1 or  2 tsp.; 
Children  6 to  12  — 1 tsp.;  Children  1 to  6 — 
% tsp. ; Children  under  1 — bi  tsp. 


SMITH-DORSEY  • a division  of  The  Wander  Company  • Lincoln,  Nebraska 


benzthiazide 

NaClex 


a new  molecule 
with  an 
unsurpassed 
faculty  for 
salt  excretion 


A.  H.  Robins  announces  NaClex,  a potent,  oral,  non- 
mercurial  diuretic.  NaClex  is  a new  molecule,  desig- 
nated benzthiazide.  Its  unique  chemical  structure 
produces  a “pronounced  increase  in  diuretic  potency”^ 
over  many  older  diuretics.  NaClex  also  has  antihy- 
pertensive properties,  and  it  enhances  the  activity  of 
other  antihypertensive  drugs. 


] 


in 

diuresis 


salt  removal 
is  still  the 
fundamental 
objeetive 


As  salt  goes,  so  goes  edema 


A fundamental  principle  of  diuresis  is  that  “increased 
urine  volume  and  loss  of  body  weight  are  proportional 
to  and  the  osmotic  consequences  of  loss  of  ions.”^  New 
NaClex  helps  reduce  edema  through  the  application 
of  this  basic  principle. 

Apparently  functioning  in  the  proximal  renal  tubules, 
NaClex  strictly  limits  the  reabsorption  of  sodium  and 
chloride  ions.  To  maintain  the  essential,  subtle  balance 
between  salt  and  water,  the  body’s  homeostatic  mech- 
anism reponds  to  this  loss  of  ions  by  allowing  an 
increased  excretion  of  excessive  extracellular  water. 
Thus  the  NaClex-induced  removal  of  salt  leads 
directly  to  the  reduction  of  edema. 

How  potent  is  bengthiazide? 

Compared  tablet  for  tablet  with  oral  diuretics  now 
available,  NaClex  is  unsurpassed  in  potency.  Milli- 
gram for  milligram,  it  has  achieved  optimum  diuresis 
in  pharmacologic  studies  at  1/20  the  dose  required 
for  chlorothiazide. 

1 1 hat  are  the  major  diuretic  indications for  NaClex? 
NaClex  produces  diuresis,  weight  loss,  and  sympto- 
matic improvement  in  edema  associated  with  condi- 
tions such  as  congestive  heart  failure,  cirrhosis  of  the 
liver,  chronic  renal  diseases  (including  nephrosis), 
premenstrual  tension,  toxemia  of  pregnancy,  and 
obesity.  Edema  of  local  origin  and  that  caused  by 
steroids  may  also  benefit. 

To  what  extent  is  NaClex  useful  in  hypertension? 
NaClex  has  definite  antihypertensive  properties,  and 
may  be  used  alone  in  mild  hypertension.  In  severer 
cases  it  may  be  used  with  other  antihypertensive 


drugs,  potentiating  them  and  permitting  their  use  at 
lower  dosage.  In  hypertension  with  associated  water 
retention,  NaClex  is  of  twofold  value.  It  may  be 
prescribed  for  congestive  heart  failure  as  an  ancillary 
measure  to  digitalis. 

Is  potassium  excretion  a problem  with  NaClex? 

In  short-term  therapy,  excessive  potassium  excretion 
is  unlikely.  In  the  effective  dose  range,  potassium  loss 
varies  from  to  V2  that  of  sodium.  Naturally,  the 
ratio  of  these  ions  depends  on  the  rate  at  which 
excess  sodium  stores  are  depleted,  and  whether  salt 
intake  is  restricted. 

Can  NaClex  and  mercurials  be  given  concurrently? 
Yes.  When  so  employed,  NaClex  may  increase  the 
efficacy  of  mercurials.  But  NaClex  alone  is  often 
effective  enough  to  eliminate  the  need  for  parenteral 
mercurial  administration.  Also,  NaClex  may  be  effec- 
tive in  cases  when  mercurials  are  not. 

Supply:  Available  in  yellow,  scored  50  mg.  tablets. 

Rcfovcnces:  1.  Ford,  R.  V.,  Cur.  Therap.  Res.,  2:51, 
1960.  2.  Pitts,  R.  F.,  Am.  J.  Med.,  24:745,  1958. 

For  comptete  dosage  schedules,  precautions,  or  other  informa- 
tion about  new  NaClex,  please  consult  basic  literature, 
package  insert,  or  your  local  Robins  representative,  or  write 
to  A.  H.  Robins  Co.,  Inc.,  Richmond,  Va. 

A.  H.  ROBINS  COMPANY,  INC. 
RICHMOND  20,  VIRGINIA 


for  acute 


effective  control  of  pathogens.. .with  an  unsurpassed  record  of  safety  and  tolerance 


BRISTOL  LABORATORIES,  Syracuse,  new  york 

Div.  of  Bristol-Myers  Co. 


SUPPLY:  TETREX  Capsules -tetracycline  phosphate 
complex  - each  equivalent  to  250  mg.  tetracycline  HCI 
activity.  Bottles  of  16  and  100. 

TETREX  Syrup -tetracycline  (ammonium  polyphosphate 
buffered)  syrup -equivalent  to  125  mg.  tetracycline  HCI 
activity  per  5 ml.  teaspoonful.  Bottles  of  2 fl.  oz.  and  1 pint. 
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the  finest 
parenteral 
system 


When  an  artificial  kidney  is  not  available 


"TEChT 


Write  for  descriptive  reprint 
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Doolan,  P.  D.,  et  al.:  An  Evaluation  of 
Intermittent  Peritoneal  Lavage,  Am.  J. 
^'Med.,  26:831  (June)  1959.  K ' ; 


PERITONEAL  DIALYSIS  SOLUTION  with  1.5%’ Dextrose.  Each  100  ml.  contoins:  Hydrous  Dextrose  U.S.P.  1.5  Gm.— 
Sodium  Lactate  0.50  Gm.-Sodium  Chloride  U.S.P:  0.56  Gm.-Calcium  Chloride  U.S.P  0.026  Gm -Magnesium 
Chlofidcf  Hexahydrote  0.0T5  Gm.— Water  for  injection  U.S.P.  . q.s. 


New  books  received 

New  hooks  received  are  acknowledged  in  this 
section.  From  these,  selections  will  he  made  foi 
reviews  in  the  interests  of  the  readers.  Books  here 
listed  will  he  available  for  lending  from  the  Denver 
Medical  Library  soon  after  publication. 

Medicine  Today:  A Report  on  a Decade  of  Progress:  By  Mar- 
guerite Clark.  New  York,  Funk  & Wagnalls,  1960.  360  p.  Price: 
$4.95. 

Tumors  of  Childhood:  By  H.  W.  Dargeon,  M.D.  New  York, 
Hoeber,  1960.  476  p.  Price:  $20.00. 

The  Office  Assistant  in  Medical  Practice:  By  P.  M.  Frederick 
and  C.  Towner.  2d  ed.  Philadelphia,  Saunders,  1960.  207  p. 
Price:  $5.25. 

Current  Surgical  Management  II:  Edited  by  J.  H.  Mulholland, 
M.D.,  and  others.  Philadelphia,  Saunders,  1960.  348  p.  Price: 
$8.00. 

I Prescribe  Laughter:  By  T.  R.  Reese,  M.D,  New  York, 
Vantage,  1960.  Ill  p.  Price:  $2.75. 

The  List  Method  of  Psycho-therapy:  By  Elizabeth  Sher,  and 
others.  New  York,  Philosophical  Library,  1960.  258  p.  Price: 
$7.50. 

The  Inspection  of  Food:  A handbok  for  students  of  public 
health,  agriculture  and  meat  technology:  By  H.  Thornton, 
B.V.Sc.,  DVH.  2d  ed.  London,  Ballier  Tindal  & Cox,  1960. 
213  p.  Price:  $3.75. 

Office  Diagnosis:  By  Paul  Williamson,  M.D.  Philadelphia, 
Saunders,  1960.  470  p.  Price:  $12.50. 


Book  reviews 

That  the  Patient  May  Know:  By  Henry  F.  Dowling,  M.D.,  and 
Tom  Jones,  B.F.A.  Phila.,  W.  B.  Saunders  Co.,  1959.  139  p. 
Price:  $7.50. 

The  purpose  of  this  atlas  is  to  help  the  physi- 
cian explain  to  the  patient  his  condition  or  condi- 
tions. The  authors  have  not  attempted  to  be  all- 
inclusive. 

In  practice  it  has  been  found  necessary  often 
to  supplement  the  drawings  or  pictures  in  the 
atlas  with  drawings  to  explain  the  pathological 
conditions  found  on  the  examination  and  study 
of  the  patient.  Such  commonly  encountered  condi- 
tions as  hiatus  hernia  require  further  explanation 
for  the  average  patient. 

It  is  believed  that  the  text  represents  a step 
forward  toward  our  goal  of  helping  the  patient 
understand  so  that  he  may  become  a better  patient. 
It  is  felt  that  physicians  should  not  purchase  this 
text  feeling  that  it  will  completely  accomplish 
their  purpose.  It  is  believed  that  the  price  is 
reasonable.  E.  Bruce  Badger,  M.D. 

Encyclopedia  of  Medical  Syndromes:  By  Robert  H.  Durham, 
M.D.  New  York,  Paul  B.  Hoeber,  Inc.,  1960.  628  p.  Price:  $13.50. 

With  the  exception  of  the  osteology  course, 
there  are  few  ordeals  more  dreaded  by  the  ha- 
rassed medical  student  than  the  memorizing  of 
eponyms  and  the  disease  arrays  associated  with 
them.  The  field  of  neurology  is  particularly  no- 
torious in  this  respect.  Yet  eponyms  are  a neces- 
sary evil,  not  only  insofar  as  they  are  justly  in- 
fer November^  1960 


Uivkal  Meets  Her  Need 
for  a Complete  Prenatal  Supplement 

Today’s  children  need  attention,  guidance  and 
love.  That  next  baby  needs  attention  too;  nutri- 
tion which  meets  all  of  his  demands  so  that  he  will 
arrive  healthy  and  happy. 

An  active  mother  provided  with  maximum  iron, 
calcium  and  vitamins  during  her  prenatal  waiting 
will  be  healthy  and  happy  too.  Ulvical  provides 
her  with  a maximum  amount  of  iron,  absorbable 
calcium  and  vitamins  in  one  small  sugar  coated 
tablet.  Recommend  Ulvical . . . you’ll  know  they’re 
both  healthy. 

^ore  easily  tolerated . . . 

TETANY  OVERCOME 

usually  within  24  hours 

OPTIMAL  HEMOGLOBIN  LEVELS 

in  spite  of  sub-acidity 

ULVICAL,  THE  PREFERRED  PRENATAL  SUPPLEMENT 
IS  NOW  EVEN  BETTER! 

Each  white  sugar  coated  tablet  contains: 


Calcium  Pyrophosphate 

(Ca  150  mg.,  P 120  mg.) 7.5  gr. 

Ferrous  Sulfate,  U.S.P. 

(Fe  38  mg.) 3 gr. 

Vitamin  A 1 ,500  USP  units 

Vitamin  D,  Natural 

(Irradiated  Ergosterol) 200  USP  units 

Thiamine  Mononitrate  (Bi) .1  mg. 

Riboflavin  (B2) 2 mg. 

Ascorbic  Acid  (C) 1 6.66  mg. 

Alpha  Tocopherol  (E) 2 mg. 


THE  ULMER  PHARMACAL  COMPANY 

1400  HARMON  • MINNEAPOLIS  3,  MINNESOTA 
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tended  to  pay  tribute  to  certain  perspicacious 
individuals,  but  also  because  even  a partially  satis- 
factory designation  for  an  ailment  complex  is 
frequently  impossible.  It  does  not  take  long  for 
the  student  to  appreciate  that  the  term  “Klauder’s 
syndrome”  is  less  trying  to  the  tongue  and  palate 
than  verbiage  such  as  “ectodermis  erosiva  plurio- 
rificialis  syndrome.”  The  rub  arises  when  the 
eponymic  title  becomes  dissipated  in  the  mists  of 
forgetfulness,  only  to  be  sought  for  when  the 
physician  encounters  one  or  more  cases  presenting 
an  apparently  similar  pattern.  One  has  been  spared 
scalp-scratching  and  forehead-slapping  by  the  ap- 
pearance of  Dr.  Robert  H.  Durham’s  “Encyclopedia 
of  Medical  Syndromes.” 

The  encyclopedia  represents  an  heroic  piece 
of  labor,  encompassing  almost  1,000  recognized 
entities  arranged  in  an  intelligible  and  pragmatic 
manner.  It  is  the  only  such  work  extant  in  the 
English  language,  and  fulfills  a real  need  of  long 
standing.  The  compiler’s  descriptions  are  concise, 
and  various  features  of  diagnosis  and  management 
are  discussed  succinctly  from  a current  vantage 
point.  The  numerous  items,  arranged  alphabeti- 
cally, are  generously  cross-referenced  by  syno- 
nyms, and  analogous  disorders  are  cited.  In  addi- 
tion, there  is  provided  a convenient  index  by 
anatomic  and  physiologic  classification. 

Because  the  author  has  been  careful  to  define 
what  he  chooses  to  consider  a “syndrome,”  in 
contradistinction  to  a “disease,”  Christmas  disease 


has  not  been  included,  but  omissions  such  as  this 
are  few  indeed.  The  reader  who  studies  the  book 
for  enjoyment  will  encounter  syndromes  which, 
in  their  names  at  least,  reach  for  the  far  bizarre. 
Of  these  may  be  mentioned  the  Alice-in-Wonder- 
land  syndrome,  crocodile  tears  syndrome,  bull-dog 
scalp  syndrome,  and  ear-wagging  syndrome.  Also, 
he  will  find  that  the  “fallen  women”  syndrome  is 
not  what  it  may  imply  semantically. 

The  main  criticism  which  the  reviewer  has  of 
this  otherwise  eminently  useful  book  is  Dr.  Dur- 
ham’s selection  of  references.  It  is  best  for  the 
encyclopedist,  unless  he  is  trying  to  emulate 
Samuel  Johnson,  to  be  purely  objective  in  his 
material.  Dr.  Durham’s  references  in  most  in- 
stances are  culled  from  the  modern  literature,  thus 
representing  a choice  of  articles  which,  in  his 
opinion,  tell  the  story  best.  Notwithstanding,  Addi- 
son’s classical  account  of  his  namesake  syndrome 
has  scarcely  ever  been  surpassed,  and  the  same 
holds  true  of  many  other  masters  of  keen  observa- 
tion and  description.  Such  a regrettable  shortcom- 
ing will  be  of  significance  only  to  the  medical 
historian,  who  may  overcome  it  to  some  extent  by 
searching  through  “Kelley’s  Source-Book  of  Medi- 
cal References.”  To  the  busy  student  or  practi- 
tioner, however,  this  will  be  but  a minor  imper- 
fection in  a functional  and  excellent  work  which 
will  undoubtedly  hold  a place  of  honor  among 
other  medical  lexicons  and  thesauri  on  his  desk. 

David  Chas.  Schechter,  M.D.,  Denver 


When  too  many  tasks 
seem  to  crowd 
the  unyielding  hours, 
a welcome 

“pause  that  refreshes” 
with  ice-cold  Coca-Cola 
often  puts  things 
into  manageable  order. 
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youcan 
effective  antibiotic  than 

ERYTHROCIN 


Erythromycin,  Abbott 


How  much  “spectrum”  do  you  need  in  treating  an 
infection?  Clearly,  you  want  an  antibiotic  that  will 
show  the  greatest  activity  against  the  offending  or- 
ganism, and  the  least  activity  against  non-patho- 
genic  gastro-intestinal  flora. 

Weigh  these  criteria—and  make  this  comparison— 
when  treating  your  next  coccal  infection.  Erythrocin 
is  a medium-spectrum  antibiotic,  notably  effective 


against  gram-positive  organisms.  In  this  it  comes 
close  to  being  a “specific”  for  coccal  infections  — 
which  means  it  is  delivering  a high  degree  of  activity 
against  the  majority  of  common  infection- producing 
bacteria. 


And  against  many  of  the  troublesome  “staph”  strains 
—a  group  which  shows  increasing  resistance  to  peni- 
cillin and  certain  other  antibiotics— Erythrocin  con- 
tinues to  provide  bactericidal  activity.  Yet,  as  potent 
as  Erythrocin  is,  it  rarely  has  a disturbing  effect  on 
normal  gastro-intestinal  flora.  Comes  in  easy-to- 
swallow  Filmtabs®,  100  and  250  mg. 

Usual  adult  dose  is  250  mg.  every  six 
hours.  Children,  in  proportion  to  age 
and  weight.  Won’t  you  try  Erythrocin? 

©Filmtab— Film-sealed  tablets,  Abbott. 


ABBOTT 


01 1297 


IN  GOLDS  AND  SINUSITIS- 
THE  RIGHT  AMOUNT  OF  “INNER  SPACE 
RIGHT  AWAY 


Neo-Synephrine  hydrochloride  relieves  the  hoggy 
feeling  of  colds  immediately  and  safely,  without 
causing  systemic  toxicity  or  chemical  harm  to  nasal 
membranes.  Turbinates  shrink,  sinus  ostia  open, 
ventilation  and  drainage  resume,  and  mouth-breath- 
ing is  no  longer  necessary. 


LABORATORIES 
New  York  18,  N.  Y. 


Gentle  Neo-Synephrine  shrinks  nasal  membranes 
for  from  two  to  three  hours  without  stinging  or 
harming  delicate  respiratory  tissues.  Post-thera- 
peutic turgescence  is  minimal.  Neo-Synephrine  does 
not  lose  its  effectiveness  with  repeated  applications 
nor  does  it  cause  central  nervous  stimulation,  jitters, 
insomnia  or  tachycardia. 

Neo-Synephrine  solutions  and  sprays  produce  shrink- 
age of  tissue  without  interfering  with  ciliary  activity 
or  the  protective  mucous  blanket. 


NEO-SYNEPHRINE* 

(Brand  of  phenylephrine  hydrochloride) 

hydrochloride 

NASAL  SOLUTIONS  AND  SPRAYS 


For  wide  latitude  of  effective  and  safe  treatment, 
Neo-Synephrine  hydrochloride  is  available  in  nasal 
sprays  for  adults  and  children;  in  solutions  from 
%%  to  1%;  and  in  aromatic  solution  and  water 
soluble  jelly. 
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“Vm  sending  this  urine 
specimen  from  the  patient 
with  pyelitis  to  the  lab. 
What'll  I order  while  I'm 
waiting  for  the  findings?” 


“I'd  use  AZOTREX.  The  azo  dye  will  give  her  quick 
symptomatic  relief.  The  sulfa-tetracycline  combination 
is  likely  to  hit  the  common  urinary  pathogens. 

If  she  doesn't  respond,  then  switch  to 
something  else  when  you  get  the  sensitivity  data.” 


Each  AZOTREX  capsule  contains:  tetrex®  (tetracy- 
cline phosphate  complex)  equivalent  to  tetracy- 
cline HCI  activity. ..  125  mg.;  sulfamethizole . . . 
250 mg.;  phenylazo-diamino-pyridine  HCI ...  50 mg. 
Supply:  Bottles  of  24  and  100. 


BRISTOL  LABORATORIES 
Div.  of  Bristol-Myers  Co. 
SYRACUSE,  NEW  YORK 
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11  vitamins,  8 minerals 
clinically-formulated  and  potency 
protected  to  provide 
enough  nutritional  support 
to  do  some  good 

with  vitamins  only 

Theragran 

also  available: 

Theragran  Liquid 
Theragran  Junior 


Theragran  products  do  not  contain  folic  acid. 
1'41  a list  of  the  above  references  will  be  supplied  on  request. 


SCU^IBB 


in  infectious  disease”-”-^®-^® 
in  arthritis'”  ”-”'** 
in  hepatic  disease*  ”-*-''”  • 
in  malabsorption  syndrome '•*'''**  | 
in  degenerative  disease”-*'”-”'*®  | 
in  cardiac  disease”-”-”-”'*' 
in  dermatitis**'” 
in  peptic  ulcer”-*'-” 
in  neuroses  Et  psychiatric  disorders*'-” 
in  diabetes  mellitus*'-**'”'” 
in  alcoholism*'”'”'”'”  i 
in  ulcerative  colitis ■”''*'“  , 
In  osteoporosis'”-'*'** 
in  pancreatitis*’  j 
In  female  climacteric'*'** 


Patients  with  chronic  disease  deserve 
the  nutritional  support  provided  by 

Theragran-M 

Squibb  Vitamin-Minorats  for  Therapy 


*rHERACRAN'*lS  A SQUISS  TRADEMARK 


Squibb  Quality— the  Priceless  Ingredient 


I!' 


Blood  pressure  that  goes  up  with  stress 
often  comes  down  with  SERPASIC 

(reserpine  ciba) 


C 1 13  A 

Summit,  n.  j. 


2i8 


One  reason  that  many  cases  of  hypertension 
respond  to  Serpasil  is  that  many  cases  are  as- 
sociated with  stress.  Stress  situations  produce 
stimuli  which  pass  through  the  sympathetic 
nerves,  constricting  blood  vessels,  and  increas- 
ing heart  rate.  Hyperactivity  of  the  sympathetic 
nervous  system  may  elevate  blood  pressure;  if 
prolonged,  this  may  produce  frank  hyperten- 
sion. By  blocking  the  flow  of  excessive  stimuli 
to  the  sympathetic  nervous  system,  Serpasil 
guards  against  stress-induced  vasoconstriction, 
brings  blood  pressure  down  slowly  and  gently. 

*Coan,  J.  P.,  McAlpine,  J.  C.,  and  Boone,  J,  A.:  J.  South  Carolina 
jmplete  information  available  on  request. 


In  mild  to  moderate  hypertension,  Serpasil  is 
basic  therapy,  effective  alone  . . in  about  70 
per  cent  of  cases. . .”t 

In  severe  hypertension,  Serpasil  is  valuable  as 
a primer.  By  adjusting  the  patient  to  the  physio- 
logic setting  of  lower  pressure,  it  smooths  the 
way  for  more  potent  anti  hypertensives. 

In  all  grades  of  hypertension,  Serpasil  may  be 
used  as  a background  agent.  By  permitting 
lower  dosage  of  more  potent  antihypertensives, 
Serpasil  minimizes  the  incidence  and  severi 
of  their  side  effects. 


M.  A.  51:417  (Dec.)  1955.  /.a3o„« 


The  Colorado  State  Medical  Society* 

Midwinter  Clinical  Session,  February  28 
through  March  3,  1961,  Denver 

President:  Cyrus  W.  Anderson  (Chairman  of  the  Board), 
Denver. 

President-eleet:  V.  V.  Anderson,  Del  Norte. 

Vice  President:  Sam  W.  Downing  (Vice  Chairman  of  the 
Board) , Denver. 

Treasurer:  William  C.  Service,  Colorado  Springs,  1962. 
Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1963. 
Additional  Trustees:  Fred  R.  Harper,  Denver,  1961;  Walter  M. 
Boyd,  Greeley,  1961;  Carl  H.  McLauthlin,  Denver,  1962;  J. 
Alan  Shand,  La  Junta,  1963. 

Delegates  to  A.M.A.:  E.  H.  Munro,  Grand  Junction,  1961; 
(Alternate,  Harlan  E.  McClure,  1961);  I.  E.  Hendryson, 
Denver,  1961;  (Alternate,  C.  C.  Wiley,  Longmont,  1961); 
Kenneth  C.  Sawyer,  Denver,  1962;  (Alternate,  Gatewood  C. 
Milligan,  Englewood,  1962). 

Executive  Secretary:  Mr.  Harvey  T.  Sethman,  835  Republic 
Building,  Denver  2,  Colorado:  telephone  AComa  2-0547. 

Montana  Medical  Association* 

Interim  Session,  April  7-8,  1961 
Helena 

President:  Raymond  F.  Peterson,  Butte. 

President-elect:  Everett  H.  Lindstrom,  Helena. 

Vice  President:  Harold  W.  Fuller,  Great  Falls. 
Secretary-Treasurer:  William  E.  Harris,  Livingston. 

Assistant  Secretary-Treasurer:  Albert  L.  Vadheim,  Jr.,  Boze- 
man. 

Executive  Committee:  Raymond  F.  Peterson,  Butte;  Everett 
H.  Lindstrom,  Helena;  Harold  W.  Fuller,  Great  Falls;  William 
E.  Harris,  Livingston;  Albert  L.  Vadheim,  Jr.,  Bozeman; 
Leonard  W.  Brewer,  Missoula;  Herbert  T.  Caraway,  Billings. 
Delegate  to  the  A.M.A.:  Paul  J.  Gans,  Lewiston. 

Alternate  Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 
Executive  Secretary:  Mr.  L.  R.  Hegland,  P.O.  Box  1692, 
Billings;  telephone  9-2585. 


Nevada  State  Medical  Association* 

Ajinual  Meeting,  August  23-26,  1961 
Reno 

President:  Wesley  W.  Hall,  Reno. 

President-elect:  James  N.  Greear,  Jr.,  Reno. 
Secretary-Treasurer:  William  A.  O’Brien,  III,  Reno. 

Delegate  to  American  Medical  Association:  Wesley  W.  Hall, 
Reno;  alternate:  Earl  N.  Hillstrom,  Reno. 

Executive  Committee:  Wesley  W.  Hall,  Reno;  James  N.  Greear, 
Jr.,  Reno;  Ernest  W.  Mack,  Reno;  William  A.  O’Brien,  III, 
Reno:  Earl  N.  Hillstrom,  Reno;  John  M.  Moore,  East  Ely; 
John  M.  Read,  Elko;  William  M.  Tappan,  Reno;  Thomas  S. 
White,  Boulder  City. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.O.  Box  2790,  Reno; 
telephone  FA.  3-6788. 


New  Mexico  Medical  Society* 

Annual  Meeting,  May  17-20,  1961 
Santa  Fe 

President:  Allan  L.  Haynes,  Clovis. 

President-elect:  William  E.  Badger,  Hobbs. 

Vice  President:  R.  C.  Derbyshire,  Santa  Fe. 
Secretary-Treasurer:  T.  L.  Carr,  Albuquerque. 

Speaker,  House  of  Delegates:  C.  Pardue  Bunch,  Artesia. 

Vice  Speaker,  House  of  Delegates:  Omar  Legant,  Albuquerque. 
Councilors:  William  Hossley,  Deming,  1961;  Guy  E.  Rader, 
Albuquerque,  1961;  Robert  P.  Beaudette,  Raton,  1962;  William 
R.  Oakes,  Los  Alamos,  1962;  John  McCulloch,  Farmington, 
1963;  George  Prothro,  Clovis,  1963;  Gerald  Slusser,  Artesia, 
1963. 

Delegate  to  American  Medical  Association;  Earl  L.  Malone, 
Roswell:  Alternate:  Leland  S.  Evans,  Las  Cruces. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  Na- 
tional Bank  Building,  Albuquerque;  telephone  CH.  2-2102. 


•Committee  lists  for  all  participating  states  will  appear  in 
subsequent  issues. 


The  Utah  State  Medical  Association 

Annual  Session,  September  13-15,  1961 
Salt  Lake  City 

OFFICERS — 1960-1961 — Terms  of  Officers  and  Committeemen 
expire  at  the  Annual  Session  in  the  year  indicated.  Where  no 
year  is  indicated  the  term  is  for  one  year  only  and  expires  at 
the  1961  Annual  Session. 

President:  Wallace  S.  Brooke,  Salt  Lake  City. 

President-elect:  Ralph  E.  Jorgenson,  Provo. 

Past  President:  I.  Bruce  McQuarrie,  Ogden. 

Honorary  President:  Asa  L.  Curtis,  Payson. 

Secretary:  John  F.  Waldo,  Salt  Lake  City,  1963. 

Executive  Secretary:  Mr.  Harold  Bowman,  Salt  Lake  City. 
Treasurer:  Edward  R.  McKay,  Salt  Lake  City,  1963. 

Councilors:  Box  Elder,  D.  L.  Bunderson,  Brigham  City,  1960; 
Cache  Valley,  C.  J.  Daines,  Logan,  1960;  Carbon  County,  A.  R. 
Demman,  Helper,  1961;  Central  Utah,  LaMar  H.  Stewart,  Gun- 
nison, 1962;  Salt  Lake  County,  R.  W.  Sonntag,  Salt  Lake  City, 
1960;  Southern  Utah,  L.  V.  Broadbent,  Cedar  City,  1963; 
Uintah  Basin,  Vernon  C.  Young,  Vernal,  1961;  Utah  County, 
Richard  A.  Call,  Provo,  1963;  Weber  County,  Wendell  J. 
Thomson,  Ogden,  1961. 

Delegate  to  A.M.A.:  Drew  M.  Petersen,  Ogden,  1962.  Alternate 
Delegate  to  A.M.A.:  Stanley  R.  Child,  Salt  Lake  City,  1962. 
Trustee,  A.M.A.:  George  M.  Fister,  Ogden. 

President,  Medical  Service  Bureau:  Paul  A.  Clayton,  Salt  Lake 
City. 

Speaker  of  House  of  Delegates:  R.  N.  Hirst,  Ogden. 

Editor,  Utah  Section  of  the  Rocky  Mountain  Medical  Journal: 
R.  P.  Middleton,  Salt  Lake  City. 

Associate  Editor,  Rocky  Mountain  Medical  Journal:  Mr.  Harold 
Bowman,  Salt  Lake  City. 

EXECUTIVE  COMMITTEE:  Wallace  S.  Brooke,  Chairman, 
Salt  Lake  City;  I.  Bruce  McQuarrie,  Ogden;  Ralph  E.  Jorgen- 
son, Provo;  John  F.  Waldo,  Salt  Lake  City;  Edward  R.  McKay, 
Salt  Lake  City. 

GRIEVANCE  COMMITTEE:  O.  E.  Grua,  Chairman,  Weber 
County,  Ogden,  1961;  W.  R.  Worley,  Jr.,  Central  Utah,  Rich- 
field, 1961;  W.  Ezra  Cragun,  Cache  Valley,  Logan,  1961;  Orson 

B.  Spencer,  Carbon  County,  Price,  1962;  George  R.  Aiken, 
Southern  Utah,  Kanab,  1962;  R.  V.  Larson,  Uintah  County, 
Roosevelt,  1962;  W.  E.  Peltzer,  Salt  Lake  County,  Salt  Lake 
City,  I960:  G.  C.  Ficklin,  Box  Elder  County,  Tremonton,  1960; 
Stanley  Clark,  Sr.,  Utah  County,  Provo,  1960. 

CENTRAL  COMMITTEE  ON  PUBLIC  HEALTH:  Warren  A. 
Bennett,  Chairman,  Ogden;  Irving  Ershler,  Salt  Lake  City; 
J.  Paul  Burgess,  Hyrum;  Kathryn  B.  Brandon,  Salt  Lake  City; 
Ralph  L.  Tingey,  Salt  Lake  City;  Charles  C.  Hall,  Salt  Lake 
City;  John  D.  Newton,  Ogden. 

CANCER  COMMITTEE:  Warren  A.  Bennett,  Chairman,  Ogden; 
Louis  P.  Matthei,  Ogden;  Angus  K.  Wilson,  Salt  Lake  City; 
Crichton  McNeil,  Salt  Lake  City;  J.  Elmer  Nielson,  Salt  Lake 
ity;  David  H.  Rees,  Provo. 

MEN’PAL  HEALTH  COMMITTEE:  Irving  Ershler,  Chairman, 
Salt  Lake  City;  Petter  A.  Lindstrom,  Salt  Lake  City;  Harvey 
P.  Wheelwright,  Ogden;  Roy  A.  Darke,  Salt  Lake  City;  Owen 
P.  Heninger,  Provo;  Marlow  R.  Harston,  Provo;  William  W. 
Barrett,  Salt  Lake  City;  Jack  L.  Tedrow,  Salt  Lake  City; 

C.  H.  Hardin  Branch,  Salt  Lake  City. 

RURAL  HEALTH  COMMITTEE:  J.  Paul  Burgess,  Chairman, 
Hyrum;  Thomas  M.  Hall,  Payson;  Norman  L.  Parker,  Spring- 
ville;  Ray  E.  Spendlove,  Vernal;  J.  Howard  Rasmussen,  Brig- 
ham City;  Reed  W.  Farnsworth,  Cedar  City;  Orson  B.  Spencer, 
Price;  Joseph  D.  Halgren,  Richfield;  Wallace  R.  Johnson, 
Tooele. 

SCHOOL  HEALTH  COMMITTEE:  Kathryn  B.  Brandon,  Chair- 
man, Salt  Lake  City;  Alden  K.  Harline,  Ogden;  Raymond  N. 
Malouf,  Logan;  Richard  J.  Nelson,  Salt  Lake  City;  J.  Bruce 
Balken,  Ogden. 

SEWAGE,  WATER,  AND  AIR  POLLUTION  COMMITTEE: 
Ralph  L.  Tingey,  Chairman,  Salt  Lake  City;  Glenn  C.  Krebs, 
Provo;  Joseph  P.  Kesler,  Salt  Lake  City;  Arley  Flinders, 
Ogden;  Richard  J.  Nelson,  Salt  Lake  City;  Richard  A.  Call, 
Provo;  J.  Eldon  Dorman,  Price;  Joseph  O.  Brewerton,  Salt 
Lake  City. 

TRAUMA  COMMITTEE:  Charles  C.  Hall,  Chairman,  Salt  Lake 
City;  Robert  F.  Bitner,  Layton;  Charles  M.  Swindler,  Ogden. 
TUBERCULOSIS  AND  CARDIOVASCULAR  DISEASE  COM- 
MITTEE; John  D.  Newton,  Chairman,  Ogden;  Charles  M. 
Parrish,  Salt  Lake  City;  Keith  F.  Farr,  Ogden;  Elmer  M. 
Kilpatrick,  Salt  Lake  City;  John  H.  Rupper,  Provo. 

CENTRAL  COMMITTEE  ON  PUBLIC  RELATIONS:  Dean 
Spear,  Chairman,  Salt  Lake  City;  Garner  B.  Meads,  Salt  Lake 
City;  N.  F.  Hicken,  Salt  Lake  City;  Boyd  Larsen,  Lehi. 
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INSURANCE  PLANS  COMMITTEE:  Garner  B.  Meads,  Chair- 
man, Salt  Lake  City;  J.  Clare  Hayward,  Logan;  Talmage 
Thomson,  Pleasant  Grove;  Warren  B.  West,  Ogden;  John  H. 
Clark,  Salt  Lake  City;  John  C.  Worley,  Jr.,  Logan;  Andrew 
Lee  Karavitis,  Salt  Lake  City. 

LEGISLATIVE  COMMITTEE:  N.  F.  Hicken,  Chairman,  Salt 
Lake  City;  Robert  S.  Budge,  Smithfield;  Philip  B.  Price,  Salt 
Lake  City;  H.  R.  Reichman,  Salt  Lake  City;  J.  L.  Mayo, 
Tooele;  Esther  M.  Buchanan,  Sandy;  Paul  G.  Stringham, 
Roosevelt;  Richard  A.  Call,  Provo;  Boyd  G.  Holbrook,  Salt 
Lake  City;  Arley  Flinders,  Ogden;  Chelton  S.  Feeny,  Ogden; 
V.  L.  Stevenson,  Salt  Lake  City;  Orson  B.  Spencer,  Price; 
Melvin  J.  Corry,  Cedar  City;  Donald  V.  Poppen,  Provo;  Don 
Dee  Olsen,  Ogden;  John  A.  Dixon,  Ogden;  I.  Bruce  McQuarrie, 
Ogden;  Rymal  G.  Williams,  Cedar  City. 

INDUSTRIAL  HEALTH  COMMITTEE:  Boyd  Larsen,  Chair- 
man, Lehi;  William  H.  Bennion,  Salt  Lake  City;  Kurt  L. 
Jenkins,  Salt  Lake  City;  Frank  J.  Winget,  Salt  Lake  City; 
E.  B.  Kuhe,  Salt  Lake  City;  George  H.  Lowe,  Jr.,  Ogden; 
Dean  L.  Bunderson,  Brigham  City;  Harlan  T.  High,  Devil’s 
Slide;  R.  Craig  Clark,  Provo;  Gilbert  L.  Wright,  Salt  Lake 
City;  Burke  M.  Snow,  Salt  Lake  City;  William  M.  Gorishek, 
Price. 

UTAH  HEALTH  COUNCIL:  Dean  Spear,  Chairman,  Salt  Lake 
City;  Joseph  R.  Newton,  Salt  Lake  City;  Gus  W.  Neece, 
Logan;  M.  Paul  Southwiek,  Ogden. 

ADVISORY  COMMITTEE  TO  WOMAN’S  AUXILIARY:  Wal- 
lace S.  Brooke,  Chairman,  Salt  Lake  City;  D.  L.  Bunderson, 
Brigham  City;  C.  J.  Daines,  Logan;  A.  R.  Demman,  Helper; 
LaMar  H.  Stewart,  Gunnison;  R.  W.  Sonntag,  Salt  Lake  City; 
L.  V.  Broadbent,  Cedar  City;  Vernon  C.  Young,  Vernal;  Ralph 
E.  Jorgenson,  Provo;  Wendell  J.  Thomson,  Ogden. 

BLOOD  BANK  COMMITTEE:  Stanley  J.  Altman,  Chairman, 
Salt  Lake  City;  Merrill  C.  Daines,  Logan;  Richard  A.  Call, 
Provo;  LeRoy  V.  Broadbent,  Cedar  City;  Crichton  McNeil, 
Salt  Lake  City;  Gail  W.  Haut,  Price;  Phillip  M.  Chase,  Salt 
Lake  City;  W.  R.  Worley,  Jr.,  Richfield;  C.  Wallace  Sorenson, 
Salt  Lake  City. 

BUDGET  COMMITTEE:  Edward  R.  McKay,  Chairman,  Salt 
Lake  City;  Wallace  S.  Brooke,  Salt  Lake  City;  I.  Bruce 
McQuarrie,  Ogden;  Ralph  E.  Jorgenson,  Provo;  John  F.  Waldo, 
Salt  Lake  City. 

COMMITTEE  ON  AGING:  Victor  Kassel,  Chairman,  Salt  Lake 
City;  John  R.  Martlneau,  Morgan;  H.  C.  Jenkins,  Bingham 
Canyon;  James  Z.  Davis,  Salt  Lake  City;  Robert  M.  Dalrymple, 
Salt  Lake  City;  Reed  W.  Farnsworth,  Cedar  City;  George  B. 
Madsen,  Mt.  Pleasant;  LeRoy  A.  Wirthlin,  Salt  Lake  City; 
Glenn  B.  Orton,  Springville;  Omar  S.  Budge,  Logan;  Gail  W. 
Haut,  Price;  John  Z.  Brown,  Jr.,  Salt  Lake  City;  George  W. 
Gasser,  Logan;  Chelton  S.  Feeney,  Ogden. 

COMMITTEE  ON  CHILD  ADOPTION  AND  ADVISORY  TO 
THE  CHILDREN’S  SERVICE  SOCIETY  OF  UTAH:  Richard  S. 
Tanner,  Chairman,  Salt  Lake  City;  Mildred  Nelson,  Murray; 

R.  H.  Wakefield,  Provo;  R.  O.  Porter,  Logan;  L.  Dean  Day, 
Salt  Lake  City;  Kenneth  O.  Fishier,  Salt  Lake  City;  Robert 

S.  Ely,  Salt  Lake  City. 

COMMITTEE  FOR  STUDY  OF  MATERNAL  MORTALITY: 
Carl  T.  Woolsey,  Chairman,  Salt  Lake  City;  R.  V.  Larsen, 
Roosevelt:  Donald  A.  Kirk,  Salt  Lake  City;  Milo  C.  Moody, 
Spanish  Fork;  Cyril  D.  Fullmer,  Salt  Lake  City;  Eric  E. 
Simonson,  Salt  Lake  City;  Agnes  J.  Rovnanek,  Salt  Lake 
City;  Wilber  S.  Thain,  Logan;  Russell  N.  Stirland,  Ogden; 
Boyd  J.  Farr,  Ogden;  Quinn  A.  Whiting,  Price;  W.  R.  Worley, 
Jr.,  Richfield;  J.  Gordon  Felt,  Brigham  City;  Richard  S.  Clark, 
Provo;  Irwin  H.  Kaiser,  Salt  Lake  City. 

CONSTITUTION  AND  BY-LAWS  COMMITTEE:  Robert  G. 
Snow,  Chairman,  Salt  Lake  City;  Mr.  Grant  Aadnesen,  Salt 
Lake  City;  I.  Bruce  McQuarrie,  Ogden;  U.  R.  Bryner,  Salt 
Lake  City;  Drew  M.  Petersen,  Ogden;  Kenneth  B.  Castleton, 
Salt  Lake  City;  George  M.  Fister,  Ogden;  Wallace  S.  Brooke, 
Salt  Lake  City;  Ralph  E.  Jorgenson,  Provo. 

DISASTER  AND  CIVIL  DEFENSE  COMMITTEE:  Paul  D. 
Keller,  Chairman,  Salt  Lake  City;  Richard  J.  Nelson,  Salt 
Lake' City;  Joseph  O.  Brewerton,  Salt  Lake  City;  Leslie  J. 
Paul,  Salt  Lake  City;  Arley  Flinders,  Ogden;  Preston  J. 
Burnham,  Salt  Lake  City;  Clark  Young,  Salt  Lake  City; 
Hallard  B.  Harmon,  Salt  Lake  City;  Gail  W.  Haut,  Price; 
Rex  T.  Thomas,  Provo;  Chester  B.  Powell,  Salt  Lake  City. 
EXECUTIVE  COMMITTEE  OF  THE  FEE  SCHEDULE  COM- 
MITTEE: Homer  E.  Smith,  Chairman,  Salt  Lake  City;  U.  R. 
Bryner,  Salt  Lake  City;  Kenneth  B.  Castleton,  Salt  Lake  City; 
Drew  M.  Petersen,  Ogden;  J.  Russell  Smith,  Provo;  I.  Bruce 
McQuarrie,  Ogden;  Mr.  Harold  Bowman,  Salt  Lake  City; 
Ralph  E.  Jorgenson,  Provo. 


FEE  SCHEDULE  COMMITTEE:  Homer  E.  Smith,  Chairman, 
Salt  Lake  City;  Dean  A.  Moffat,  Salt  Lake  City;  Scott  M. 
Smith,  Salt  Lake  City;  William  J.  Morginson,  Salt  Lake  City; 
James  A.  Cleary,  Salt  Lake  City;  Preston  G.  Hughes,  Spanish 
Fork;  W.  P.  Daines,  Ogden;  Chester  B.  Powell,  Salt  Lake 
City;  Eugene  Wood,  Salt  Lake  City;  Dean  Spear,  Salt  Lake 
City:  Louis  S.  Perry,  Ogden;  Richard  A.  Call,  Provo;  Roy 
A.  Darke,  Salt  Lake  City;  Stanley  R.  Child,  Salt  Lake  City; 
Howard  K.  Belnap,  Ogden;  Robert  R.  Robinson,  Jr.,  Salt 
Lake  City;  Robert  G.  Weaver,  Salt  Lake  City;  Warren  B. 
West,  Ogden;  Preston  R.  Cutler,  Salt  Lake  City;  Floyd  F. 
Hatch,  Salt  Lake  City. 

HOSPITAL  RELATIONS  COMMITTEE:  George  H.  Curtis, 
Chairman,  Salt  Lake  City,  1962;  Drew  M.  Petersen,  Ogden, 
1961;  Russell  M.  Nelson,  Salt  Lake  City,  1961;  John  H.  Clark, 
Salt  Lake  City,  1962;  John  J.  Galligan,  Salt  Lake  City,  1962; 

A.  H.  Fechner,  Salt  Lake  City,  1963;  George  W.  Gasser,  Logan, 
1963;  E.  F.  Barr,  Provo,  1963.  John  N.  Zenger,  Chairman,  Provo; 
S.  G.  Garrett,  Logan;  Sister  M.  Hilary,  Salt  Lake  City; 
Kenneth  E.  Knapp,  Ogden;  Sister  Mary  Margaret,  Ogden; 
Mrs.  Olive  V.  Wardrup,  Salt  Lake  City;  Mr.  Arthur  Miller, 
Salt  Lake  City. 

NURSING  COMMITTEE:  J.  D.  Mortenson,  Chairman,  Salt 
Lake  City;  Edward  R.  McKay,  Salt  Lake  City;  R.  N.  Hirst, 
Ogden;  Lloyd  L.  Cullimore,  Provo;  Rulon  F.  Howe,  Ogden; 
Robert  J.  Beveridge,  Salt  Lake  City. 

LIAISON  COMMITTEE  WITH  UTAH  BAR:  Louis  E.  Viko, 
Chairman,  Salt  Lake  City;  John  F.  Waldo,  Salt  Lake  City; 
Dean  Spear,  Salt  Lake  City;  C.  C.  Hetzel,  Ogden. 

MEDICAL  ADVISORY  BOARD  TO  UTAH  WELFARE  DE- 
PARTMENT: John  Z.  Brown,  Jr.,  Chairman,  Salt  Lake  City; 
John  A.  Dixon,  Ogden;  George  W.  Gasser,  Logan;  Paul  A. 
Clayton,  Salt  Lake  City;  Victor  Kassel,  Salt  Lake  City. 
MEDICAL  ADVISORY  BOARD  TO  THE  UNIVERSITY  OF 
UTAH  COLLEGE  OF  MEDICINE:  U.  R.  Bryner,  Chairman, 
Salt  Lake  City;  ‘Philip  B.  Price,  Salt  Lake  City;  Reed  W. 
Farnsworth,  Cedar  City;  I.  Bruce  McQuarrie,  Ogden;  Wallace 
S.  Brooke,  Salt  Lake  City;  M.  Paul  Southwiek,  Ogden;  Fuller 

B.  Bailey,  Salt  Lake  City;  ‘Louis  S.  Goodman,  Vice  Chairman, 
Salt  Lake  City;  ‘Mr.  Clarence  Bamberger,  Salt  Lake  City; 
‘M.  E.  Lahey,  Salt  Lake  City;  ‘President  A.  Ray  Olpin,  Salt 
Lake  City;  R.  P.  Middleton,  Salt  Lake  City;  ‘George  M. 
Fister,  Ogden;  ‘Leland  B.  Flint,  Salt  Lake  City. 

‘Represents  University  of  Utah. 

MEDICAL  ADVISORY  COMMITTEE  TO  REHABILITATION: 

Burke  M.  Snow,  Chairman,  Salt  Lake  City;  Harold  C.  Jenkins, 
Bingham  Canyon;  Andrew  Lee  Karavitis,  Salt  Lake  City; 
Agnes  J.  Rovnanek,  Salt  Lake  City;  Sherman  S.  Coleman, 
Salt  Lake  City;  Charles  M.  Swindler,  Ogden;  Boyd  J.  Larsen, 
Lehi;  John  R.  Ward,  Salt  Lake  City;  Wayne  M.  Hebertson, 
Salt  Lake  City;  Talmage  W.  Nielson,  Salt  Lake  City;  Joseph 
P.  Kesler,  Salt  Lake  City;  Nephi  K.  Kezerian,  Provo;  Robert 
H.  Lamb,  Salt  Lake  City. 

MEDICAL  ECONOMICS  COMMITTEE  (No  chairman  named 
on  this  committee):  J.  Herbert  Millburn,  Tooele,  1961;  Riley 
G.  Clark,  Provo,  1961;  De  J.  Cutler,  Layton,  1962;  Reed  M, 
Broadbent,  Logan,  1962;  Myron  L.  Crandall,  Salt  Lake  City, 
1963;  Juel  E.  Trowbridge,  Bountiful,  1963. 

MEDICAL  EDUCATION  AND  HOSPITAL  COMMITTEE: 
Charles  M.  Parrish,  Chairman,  Salt  Lake  City,  1963;  John  M. 
Bowen,  Provo,  1961;  O.  Wendell  Budge,  Logan,  1961;  C.  H. 
Hardin  Branch,  Salt  Lake  City,  1961;  Robert  M.  Crowder, 
Salt  Lake  City,  1961;  L.  D.  Nelson,  Ogden,  1962;  V.  Robert 
Kelly,  Layton,  1962;  Fuller  B.  Bailey,  Salt  Lake  City,  1962; 
Sims  E.  Duggins,  Panguitch,  1962;  A.  H.  Fechner,  Salt  Lake 
City,  1962;  Philip  B.  Price,  Salt  Lake  City,  1963;  John  F. 
Waldo,  Salt  Lake  City,  1963;  C.  Hilmon  Castle,  Salt  Lake 
City,  1963;  H.  M.  Jackson,  Salt  Lake  City,  1963. 

MEDICAL  LEGAL  COMMITTEE:  Chester  B.  Powell,  Chair- 
man, Salt  Lake  City,  1961;  Robert  H.  Lamb,  Salt  Lake  City, 
1961;  George  C.  Ficklin,  Tremonton,  1961;  T.  R.  Seager,  Vernal, 
1961;  Quinn  A.  Whiting,  Price,  1961;  Ernest  L.  Wilkinson,  Salt 
Lake  City,  1961;  W.  A.  Bennett,  Ogden,  1962;  C.  D.  Van  Hook, 
Ogden,  1962;  Paul  D.  Keller,  Salt  Lake  City,  1962;  John  W. 
Emmett,  Logan,  1962;  John  N.  Henrie,  Salt  Lake  City,  1963; 
Robert  M.  Woolf,  Salt  Lake  City,  1963;  Richard  R.  Riley, 
Kanab,  1963;  Wallace  R.  Johnson,  Tooele,  1963;  Orson  W. 
White,  Salt  Lake  City,  1963. 

NECROLOGY  COMMITTEE:  Arthur  J.  Murphy,  Chairman, 
Salt  Lake  City. 

NOMINATING  COMMITTEE:  Same  as  Council. 
RESOLUTIONS  COMMITTEE:  To  be  named  in  May,  1961. 
ROCKY  MOUNTAIN  MEDICAL  CONFERENCE  CONTINUING 
COMMITTEE;  R.  N.  Hirst,  Chairman,  Ogden,  1961;  Kenneth 
A.  Crockett,  Salt  Lake  City,  1962;  T.  E.  Robinson,  Salt  Lake 
City,  1963;  C.  Hilmon  Castle,  Salt  Lake  City.  1964;  George  H. 
Curtis,  Salt  Lake  City,  1965.  continued  on  page  124 
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acetylsalicylic  acid  (300  mg.)  and  chlormezanone  (50  mg.) 


Tablets 


a broad  spectrum 
non-narcotic  analgesic 

Trancoprin,  a new  analgesic,  not  only  raises  the  pain  perception  threshold 
but,  through  its  chlormezanone  component,  also  relaxes  skeletal  muscle  spasm^  ® 
and  quiets  the  psyche.^  ® ®-^ 

The  effectiveness  of  Trancoprin  has  been  demonstrated  clinically®  in  a 
number  of  patients  with  a wide  variety  of  painful  disorders  ranging  from 
headache,  dysmenorrhea  and  lumbago  to  arthritis  and  sciatica.  In  a series  of 
862  patients,®  Trancoprin  brought  excellent  or  good  relief  of  pain  to  88  per  cent 
of  the  group.  In  another  series,®  Trancoprin  was  administered  in  an  industrial 
dispensary  to  61  patients  with  headache,  bursitis,  neuritis  or  arthritis.  The 
excellent  results  obtained  prompted  the  prediction  that  Trancoprin  . . wiU 
prove  a valuable  and  safe  drug  for  the  industrial  physician.”® 

Exceptionally  Safe 

No  serious  side  effects  have  been  encountered  with  Trancoprin.  Of  923 
patients  treated  with  Trancoprin,  only  22  (2.4  per  cent)  experienced  any  side 
effects.®’®  In  every  instance,  these  reactions,  which  included  temporary  gastric 
distress,  weakness  or  sedation,  were  mild  and  easily  reversed. 

Indications 

Trancoprin  is  recommended  for  more  comprehensive  control  of  the  pain 
complex  (pain ->■  tension— spasm)  in  those  disorders  in  which  tension  and 
spasm  are  complicating  factors,  such  as:  headaches,  including  tension  head- 
aches / premenstrual  tension  and  dysmenorrhea  / low  back  pain,  sciatica, 
lumbago  / musculoskeletal  pain  associated  with  strains  or  sprains,  myositis, 
fibrositis,  bursitis,  trauma,  disc  syndrome  and  myalgia  / arthritis  (rheumatoid 
or  hypertrophic)  / torticollis  / neuralgia. 

Dosage 

The  usual  adult  dosage  is  2 Trancoprin  tablets  three  or  four  times  daily. 
The  dosage  for  children  from  5 to  12  years  of  age  is  1 tablet  three  or  four  times 
daily.  Trancoprin  is  so  well  tolerated  that  it  may  be  taken  on  an  empty  stomach 
for  quickest  effect.  The  relief  of  symptoms  is  apparent  in  from  fifteen  to  thirty 
minutes  after  administration  and  may  last  up  to  six  hours  or  longer. 

How  Supplied 

Each  Trancoprin  tablet  contains  300  mg.  (5  grains)  of  acetylsalicylic  acid 
and  50  mg.  of  chlormezanone  [Trancopal®  brand].  Bottles  of  100  and  1000. 


Trancoprin 


Tablets  / non-narcotic  analgesic 


HeferenceSt  1.  DeNyse,  D L.:  M.  Times  87.1512,  Nov.,  1959.  2.  Ganz,S.  E.:  J.  Indiana  M.  A.  52:1134,  July,  1959. 
3 Gruenberg,  Friedrich:  Current  Therap.  Res.  2:1,  Jan.,  1960.  4.  Kearney,  R.  D.:  Current  Therap.  Res.  2:127,  April, 
1960.  5.  Lichtman,  A.  L.:  Kentucky  Acad.  Gen.  Pract.  J . 4:28,  Oct.,  1958.  6.  Mullin,  W.  G.,  and  Epifano,  Leonard:  Am. 
Pract.  & Digest  Treat.  10:1743,  Oct.,  1959.  7.  Shanaphy,  J.  F.:  Current  Therap.  Res.  1:59,  Oct.,  1959.  8.  Collective 
Study,  Department  of  Medical  Research,  Winthrop  Laboratories,  9,  Hergesheimer,  L.  H.:  An  evaluation  of  a muscle 
relaxant  (Trancopal)  alone  and  with  aspirin  (Trancoprin)  in  an  industrial  medical  practice,  to  be  submitted. 


LABORATORIES , New  York  18,  N.  Y. 


Trancoprin  and  Trancopal  (brand  of  chlormezanone)  trademarks  reg.  U.  S.  Pat.  Off. 
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SCIENTIFIC  PROGRAM  COMMITTEE:  John  F.  Waldo,  Chair- 
man, Salt  Lake  City;  Carter  M.  Ballinger,  Salt  Lake  City; 
Don  B.  McAffee,  Salt  Lake  City;  Rulon  F.  Howe,  Ogden;  C. 
Hilmon  Castle,  Salt  Lake  City. 

UTAH  PROFESSIONAL  COUNCIL  (Those  representing  the 
U.S.M.A.) : N.  F.  Hicken,  Salt  Lake  City;  Mr,  Harold  Bowman, 
Salt  Lake  City;  John  A.  Dixon,  Ogden. 


Wyoming  State  Medical  Society* 

Annual  Session,  September  18-21,  1961 
Jackson  Lake  Lodge 

President:  Francis  A.  Barrett,  Cheyenne. 

President-elect:  Frederick  H.  Haigler,  Casper. 

Vice  President:  S.  J.  Giovale,  Cheyenne. 

Secretary:  John  H.  Froyd,  Worland. 

Treasurer:  C.  D.  Anton,  Cheyenne. 

Delegate  to  A.M.A.:  B.  J.  Sullivan,  Laramie;  Alternate  Dele- 
gate to  A.M.A. : R.  W.  Holmes,  Casper. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Box  2266,  Chey- 
enne; telephone  632-5525. 


•Committee  lists  for  all  participating  states  will  appear  in 
subsequent  issues. 


" — Mr.  Peabody  is  wanted  in  Surgery  . . 
Mr.  Peabody  is  wanted  in  surgery  . . ." 


ARTIFICIAL  EYES 


Plastic  eyes  and  glass 
eyes  special  made  to 
fit  the  most  difficult 
cases.  An  expert 
eye-maker  is  in  our 
office  at  all  times  to 
giye  your  patients 
the  satisfaction  they 
must  haye.  In  busi- 
ness since  1906. 


Write  or  phone  for  full  details. 


DENVER  OPTIC  COMPANY 

Telephone  MA.  3-5638 

330  University  Bldg.  910  16th  St.  Denver  2,  Colo. 


WANT  ADS 


MONTANA  CLINIC  has  excellent  immediate  opening 
for  another  Board  eligible  Pediatrician.  No  initial 
investment,  early  partnership,  rapid  promotion  to  top 
income.  Write  Box  10-3-4,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver.  10-3-4 


CHOICE  LOCATION  for  obstetrician  or  pediatrician 
in  busy  Perl  Mack  Shopping  Center,  7069  Pecos. 
Will  rent  on  part  time  basis,  short  lease.  Available 
January  15,  can  show  now.  Contact  Dr.  Charles  Lapan 
or  Mrs.  Feme  Lapan,  HA.  9-3529.  11-lTF 


AVAILABLE  JANUARY,  1961,  a few  top  grade  offices 
for  G.P.’s  or  specialists  in  the  new  ultra-modern, 
Denver  Medical  Arts  Center.  Close  to  hospitals,  shop- 
ping centers  and  apartments  in  Denver’s  most  rapidly 
expanding  area.  Unique  stock  participation  feature 
or  straight  leasing.  Will  design  space  for  your  partic- 
ular needs.  For  information  call  D.  W.  Cook  at  PY.  8- 
1748.  11-2-3 


POSITION  DESIRED  as  associate  with  active  General 
Practitiner,  preferably  in  near-Denver  suburb.  Will 
consider  larger  nearby  towns.  Available  any  time.  For 
details  and  references  please  write  Box  11-3-2,  Rocky 
Mountain  Medical  Journal,  835  Republic  Bldg.,  Den- 
ver 2.  11-3-2 


LOUISIANA  MEDICAL  BLDG.:  Planned  for  Louisiana 
and  South  Sheridan,  across  the  street  from  Safeway 
Store,  to  serve  Harvey  Park  and  other  Southwest 
areas.  Plan  your  own  suite:  space  for  General  Prac- 
titioner, Pediatrician,  Obstetrician,  etc.  For  informa- 
tion, call  Robert  W.  Murray,  AM.  6-1791.  11-4-1 


VACANCY  in  Denver  Medical  Clinic,  1401  Jackson,  for 
one  more  doctor.  Two  large  rooms,  reception  room 
and  other  facilities,  with  very  adequate  off-street 
parking.  Rent  is  very  nominal  and  you  share  one- 
fourth  of  the  receptionist-secretary’s  salary.  Full  use 
of  clinical  lab  and  x-ray  service  on  a cooperative 
basis.  For  details  call  DExter  3-6939.  11-5TF 


ANESTHESIOLOGY — Opening  for  resident  in  Anes- 
thesiology in  an  active,  approved  program.  Depart- 
ment of  5 full-time  anesthesiologists.  Eligibility  for 
Illinois  licensure  required:  beginning  stipend  $400 
monthly.  Contact  Dr.  Wm.  DeWitt,  Department  of 
Anesthesiology,  St.  Joseph’s  Hospital,  Joliet,  Illinois. 

10-1-4 


WANTED — GENERAL  PRACTITIONER,  Eastern  Ne- 
vada, 6 man  group.  Excellent  starting  salary,  early 
increases,  fringe  benefits.  Modern  hospital  facilities. 
Write  or  call  J.  M.  Moore,  M.D.,  Chief  Surgeon,  Step- 
toe  Valley  Hospital,  East  Ely,  Nevada.  Phone  Ely, 
AMherst  4-4411.  10-4-2 


G.P.  ASSOCIATE  wanted  in  established  practice  in 
excellent  skiing,  hunting  and  fishing  area  in  Western 
Colorado.  Contact  Roger  D.  Niehoff,  M.D.,  Rifle, 
Colorado.  10-5-2 


SPECIALIZED  BOOKKEEPING  SERVICE  for  doctors 
and  dentists.  Complete  financial  records,  monthly 
financial  statements,  aging  of  accounts,  taxes.  Fol- 
low-up service  on  accounts  by  phone  or  correspond- 
ence. Collection.  Your  place  of  business  or  mine. 
Denver  area.  HA.  9-7126.  9-2-3 


continued  on  next  page 
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A Bob  Cat  for  Service 

TEXACO  PRODUCTS 

300  South  Colorado  Boulevard 
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Rocky  Mountain  Medical  Journal 


WANT  ADS — Continued 


LEAVING  MONTE  VISTA  September  15,  1960.  Excel- 
lent opportunity  for  one  or  two  men.  Reasonable. 
For  full  details  write  or  call  W.  W.  McKinley,  M.D., 
Monte  Vista,  Colo.  9-4-TF 


FULLY  EQUIPPED  OFFICE  with  records  in  Hayden, 
Colorado,  available.  15-bed  community  hospital  also 
fully  equipped  in  the  town.  Previous  physician  grossed 
$28,240  in  1959.  Contact  Mr.  John  Reagan,  Hayden, 
Colorado.  8-1-3 


MONET  WANTED:  10%  interest.  Payable  monthly, 
if  desired.  Well  diversified  and  well  secured.  No 
minimum  nor  maximum  amount  to  qualify  for  full 
return.  No  mandatory  Investment  period.  Time  tested. 
Write  for  full  particulars.  Box  7-1-12,  Rocky  Moun- 
tain Medical  Journal,  835  Republic  Bldg.,  Denver  2. 

7-1-12 


CLINICAL  BUILDING.  Will  build  to  your  specifica- 
tions and  lease  or  sell  on  your  land  or  ours.  Denver 
area.  Financing  arranged.  Shaw  Brewer  Construction 
Company.  CH.  4-8157.  7-33 


FOR  SALE:  Burton  Spotlight,  $15.  Sclar  Tomkins 
Suction  and  Ether  Unit  with  stand,  $125.  E.N.T. 
chair,  $40.  Baumonometer,  $20.  Cameron  Surgical 
Unit,  $75.  Microtherm  (Raytheon),  $325.  Maico  Stetha- 
tron,  $30.  Baby  Scales  (Professional),  $15.  Soap  Dis- 
penser (Foot  Operated),  $8.  Spencer  Bright  Line 
Haemocytometer,  $7.50.  Hospital  Bed  Complete  (New 
Mattress),  $45.  Corner  Table  (Blond),  $18.  Instruments 
of  all  kinds  at  about  1/3  cost.  The  equipment  is  all 
in  good  condition.  Call  or  write  Harry  G.  Knapp,  M.D., 
Rifle,  Colo.  6-2TF 


AVAILABLE  NOW,  office  space  for  physicians,  sur- 
geons, specialists.  New  addition  in  the  modern, 
air-conditioned  Arvada  West  Professional  Building, 
containing  occupied  prescription  pharmacy  and  three 
dentists.  Space  for  eight  doctors  with  custom  finish- 
ing to  suit  your  requirements.  Suburban  convenience 
near  new  million-dollar  Arvada  Square  Shopping 
(Jenter,  and  adjacent  to  the  300  unit  Arvada  Square 
Garden  Apartments.  Off-street  parking  for  75  cars. 
Arvada  has  a population  of  22,000  people  and  is  the 
fastest  growing  suburban  city  in  the  Denver  metro- 
politan area,  with  only  six  medical  doctors  at  present. 
Write  or  phone  Mr.  O.  S.  Forsberg,  President,  Fors- 
berg  Development  Company,  10010  W.  59th  Place, 
Arvada  (Denver),  Colo.  Phone  HA  4-4455.  6-5TF 


INTERNIST,  PEDIATRICIAN  IMMEDIATELY:  Ex- 
panding long  established  group;  Colorado  city  of 
125,000;  two  years  or  more  training  essential;  good 
guarantee;  opportunity  partnership  three  years.  Full 
information  to:  Box  6-6TF,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2.  6-6TF 


DOCTOR  WANTED:  Well  paying  general  practice. 

Growing  locality.  Complete  line  of  very  fine  equip- 
ment at  a sacrifice.  This  opportunity  should  be  inves- 
tigated. Write  Box  6-3TF,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2.  6-3TF 


PARTNERSHIP  OPPORTUNITY  for  general  practi- 
tioner in  Denver  suburb.  Investment  required.  Send 
complete  resume.  Box  6-lTF,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2.  6-lTF 


PARTNERSHIP,  associate  or  entire  practice  plus 
house,  southern  part  of  Colorado.  Room  for  two 
men.  For  further  information  write  W.  W.  McKinley, 
M.D.,  Monte  Vista,  Colo.  6-4TF 


NEW  MEXICO:  Well-established  general  practice  of 
recently  deceased  physician  in  city  of  25,000.  New, 
completely  equipped  office  for  sale  or  lease.  Write: 
Box  5-lTF,  Rocky  Mountain  Medical  Journal,  835 
Republic  Bldg.,  Denver  2.  5-lTF 


ASSOCIATE  desired  for  an  excellent,  established  gen- 
eral practice  in  New  Mexico  town  of  12,000.  For 
information  call  FL.  5-1214  after  5 p.m.,  in  Denver, 
or  write:  Box  5-6TF,  Rocky  Mountain  Medical  Journal, 
835  Republic  Bldg.,  Denver  2.  5-6TF 


NEVADA  COMMUNITIES  seeking  physicians  include 
Wells,  Carlin,  Austin,  Beatty,  Pioche,  and  Haw- 
thorne. Write  Mr.  Nelson  B.  Neff,  Executive  Secre- 
tary, Nevada  State  Medical  Association,  P.O.  Box  2790, 
Reno,  Nevada,  for  further  information  regarding  these 
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OPENING  FOR  ASSOCIATE  physician  in  established 
office  at  excellent  location  in  Northwest  Denver. 
Doctor  moving  enjoyed  large  practice,  very  substan- 
tial part  of  which  will  remain  for  new  doctor.  Re- 
maining associate  physician  is  well  established  in- 
ternist. For  details  and  inspection  call  GLendale 
5-7557.  5-8TF 


FOR  MEDICAL  MEN 


now  available  in  Denver's  exclusively 
Medical-Dental  Building  . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager. 

KE  4-5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremont  Place  • Denver  2,  Colorado 


Announcing! 


The  newest  and  finest  concept  in  Nursing  Home  care 
now  available  at  the-. 


Sunset  Manor  Nursing  Home 

BRUSH,  COLORADO 

Dedicated  to  the  health  and  comfort  of  the 
ill,  the  handicapped  and  the  convalescent — 
Adding  years  to  life  and  life  to  years. 

W.  R.  Stone,  Administrator 

Call  or  write  for  information 
Phone:  VI.  2-2825 

Mailing  address:  Box  L — Brush,  Colo. 


RELIABLE  DRUGGISTS 


Quality  Drugs  Courteous  Service 


Jess  L.  Kincaid 

ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood 
and  V icinity 


EARNEST  DRUG 

217  1 6th  Street 

Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH — CLEAN — COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 
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RELIEVE  ALL 
COMMON 
COLD 


‘EMPRAZIL 

THE  TOTAL  COLD-THERAPY  TABLET 

nasal  decongestant  • analgesic 
antipyretic  * antihistamine 

The  ingredients  combined  in  each  ‘Emprazil’  tablet 
provide  multiple  drug  action  for  prompt  sympto- 
matic relief  of  aches,  pains,  fever  and  respiratory 
congestion --due  to  common  colds,  flu  or  grippe— 
without  gastric  irritation. 

Dosage:  Adults  and  older  children  — One  or  two  tablets 
t.i.d.  as  required.  Children  $ to  12  years  of  age  — One 
tablet  t.i.d.  as  required. 


BURROUGHS  WELLCOME  & CO. 
(U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


Supplied:  Bottles  of  100  or  1000 

Each  orange  and  yellow  layered  tablet  contains: 
■Sudafed’®  brand  Pseudoephedrine  Hydrochloride.  20  mg. 


'Perazil'®  brand  Chlorcyclizine  Hydrochloride  ....  15  mg. 

Acetophenetidin 150  mg. 

Aspirin  (Acetylsalicylic  Acid)  200  mg. 

Caffeine  30  mg. 


Complete  literature  available  on  request. 
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Geriatric  Vitamins-Minerals-Hormones-d-Amphetamine  Lederle 


Each  capsule  contains:  Ethinyl  Estradiol  0.01  mg.  • Methyl 
Testosterone  2.5  mg.  • d-Amphetamine  Sulfate  2.5  mg.  • Vitamin 
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Vitamin  6,2  with  AUTRINIC®  Intrinsic  Factor  Concentrate  1/15 
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Positive 


Antitlirombotic 

Therapy 

As  you  read  this,  your  blood  is  kept  in  normal 
state  of  flow  by  endogenous  heparin. 

When  antithrombotic  therapy  is  indicated, 
LIPO-HEPIN  reproduces  normal  physiologic 
anticoagulation. 

Of  increasing  importance  is  the  ability  of 
LIPO-HEPIN  to  alter  the  physiochemical  state  of 
serum  lipids,  a suspect  in  the  most  recent 
concept  of  atherosclerotic  disease  and  resulting 
vascular  occlusion. 


PO-HEPIN 

heparin  sodium,  U.  S.  P.,  aqueous  for  intravenous  or  subcutaneous  use 


Northridgs,  California 
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for  every  phase  of  cough... 
comprehensive  relief 


AMBENYi:  EXPECTORANT 


AMBENYL  EXPECTORANT  quickly  comforts  the 
coughing  patient  because  it  is  formulated  to 
relieve  al!  phases  of  cough  due  to  upper 
respiratory  infections  or  allergies.  Combining 
Ambodryl®--potentantih!staminic;  Benadryl®— 
the  time-tested  aritihistaminic-antispasmodic; 
and  three  weil-recognized  antitussive  agents, 

AMBENYL  EXPECTORANT: 

• soothes  irritation  • quiets  the  cough  reflex 

• decongests  nasal  mucosa  • facilitates  expec- 
toration • decreases  bronchia!  spasm  « and 
tastes  good,  too. 


Each  fluidounce  of  AMBENYL  EXPECTORANT^contains: 


Ambodryl®  hydrochloride  ............  24  mg. 

(bromodiphenhydramine  hydrochloride,  Parke-Davis) 
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(diphenhydramine  hydrochloride,  Parke-Davis) 
Dihydrocodeinone  bitartrate  ...........  % gr. 

Ammonium  chloride  8 gr. 

Potassium  guaiacolsulfonate  ...........  8gr. 

Menthol  ............................  q.s. 

Alcohol 5% 


Supplied:  Bottles  of  16  ounces  and  1 gallon. 

Dosage:  Every  three  or  four  hours— adults,  1 to  2 tea- 
spoonfuls;  children  % to  1 teaspoonful  „ 27160 

<^Exempt  narcotic 
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CLINICAL  REMISSION 


IN  A'fROBLEM”  ARTHRITIC 

In  rheumatoid  arthritis  with  diabetes  mellitus.  A 54-year-old  diabetic 
with  a four-year  history  of  arthritis  was  started  on  Decadron,  0.75  mg./ 
day,  to  control  severe  symptoms.  After  a year  of  therapy  with  0.5  to 
1.5  mg.  daily  doses  of  Decadron,  she  has  had  no  side  effects  and  dia- 
betes has  not  been  exacerbated.  She  is  in  clinical  remission.* 

New  convenient  b.i.d.  alternate  dosage  schedule:  the  degree  and  extent  of  relief  provided  by 
DECADRON  allows  for  b.i.d.  maintenance  dosage  in  many  patients  with  so-called  "chronic"  condi- 
tions. Acute  manifestations  shouid  first  be  brought  under  control  with  a t.i.d.  or  q.i.d.  schedule. 

Supplied:  As  0.75  mg.  and  0.5  mg.  scored,  pentagon-shaped  tablets  in  bottles  of  100.  Also  available 
as  Injection  DECADRON  Phosphate.  Additional  information  on  DECADRON  is  available  to  physicians 
on  request.  DECADRON  is  a trademark  of  Merck  & Co.,  Inc. 

*From  a clinical  investigator’s  report  to  Merck  Sharp  & Dohme. 

Decadion 


Dexamethasone 


TREATS  MOM  PATIENTS  fjjm  EFFECTIVELY 

MERCK  SHARP  & DOHME  • Division  of  Merck  & Co.,  INC.,  West  Point, 


Hydroflumethiazide  • Reserpine  • Protoveratrine  A 


In  each  SALUTENSIN  Tablet: 

Saluron®  (hydroflumethiazide)  — 

a saluretic-antihypertensive  50  mg. 

Reserpine  — i tranquilizing  drug  with 

peripheral  vasorelaxant  effects  0.125  mg. 

Protoveratrine  A — a.  centrally  mediated 

vasorelaxant 0.2  ing. 


An  integrated  multi-therapeutic 
antihypertensive,  that  combines  in  balanced  pro- 
portions three  clinically  proven  antihypertensives. 


Comprehensive  information  on  dosage  and  precautions 
in  official  package  circular  or  available  on  request. 

BRISTOL  LABORATORIES  • Syracuse,  New  York 


SAUNDERS  BOOKS 


New!— A Manual  and  Atlas  for  the  General  Surgeon 

Marble -The  Hand 


This  unusual  book  is  aimed  at  the  needs  of  the  gen- 
eral practitioner,  general  surgeon  and  industrial 
physician — the  men  who  see  hand  injuries  first.  Full 
page  plates  and  explicit  text  give  you  quick  instruc- 
tions on  treating  every  type  of  hand  injury  you  are 
likely  to  see — from  lacerations  and  puncture  wounds 
to  fractures  and  crushing  injuries. 

Extensive  coverage  is  given  to  closed  injuries  of  the 
hand  and  their  management:  contusions,  swellings, 


avulsion  of  tendons,  burns,  sprains,  frostbite,  frac- 
tures and  dislocations.  Open  injuries  are  then  con- 
sidered. Beautiful  drawings  illustrate  methods  of 
tendon  advancement;  repair  of  lacerated  nerve;  skin- 
graft;  repair  of  traumatic  amputation  of  finger;  etc. 
Separate  chapters  cover:  splinting;  infections;  and 
tumors  of  the  hand. 

By  Henry  C.  Marble,  M.D.,  F.A.C.S.,  Consulting  Surgeon  to  the 
Massachusetts  General  Hospital.  207  pages,  614 "x9%",  illustrated. 
$7.00.  Ready  January! 


New! —Solid  Information  on  Every  Phase  of  Modern  Hypnotic  Practice 

Meares-A  System  of  Medical  Hypnosis 


Here  is  sound  advice  on  how  to  apply  hypnosis  safely 
and  effectively  in  your  everyday  practice.  Dr.  Meares 
gives  step-by-step  instructions  for  each  method  of 
induction:  by  direct  stare;  by  suggestions  for  relax- 
ation; by  arm  levitation;  etc.  He  gives  practical  help 
on  choosing  the  right  method  of  induction  for  a par- 
ticular case. 

You’ll  find  suggestions  for  clinical  use  of  hypnosis  in 
relief  of  pain  and  insomnia;  as  an  aid  to  diagnosis; 


and  as  an  anesthetic  agent.  The  value  of  hypnosis  in 
obstetrics  and  delivery  is  clearly  discussed — with 
methods,  problems  and  complications  pointed  up  in 
rich  detail.  There  are  useful  hints  on  applying  hyp- 
nosis in  the  treatment  of  various  gynecologic  dis- 
orders, chronic  illness,  psychogenetic  obesity,  and 
alcoholism. 

By  Ainslie  Meares,  M.D.,  D.M.P.,  Melbourne,  Australia.  Presi- 
dent, International  Society  for  Clinical  and  Experimental  Hypnosis. 
484  pages,  6"x9V4”*  About  $10.00.  New — ]ust  Ready! 


New!— Sound  Advice  on  Meeting  Hundreds  of  Surgical  Hazards 

Artz  & Hardy -Complications  in  Surgery  & Their  Management 


With  the  aid  of  69  authorities,  the  editors  have  com- 
piled a complete  text  on  the  pitfalls  of  surgery — 
from  preoperative  preparation  through  post-opera- 
tive convalescence.  The  authors  cover  general  com- 
plications that  may  occur  in  almost  any  type  of 
surgery,  such  as  infections,  wound  dehiscence,  shock, 
transfusion  reactions,  etc.  Next,  the  management  of 
special  problems  of  severe  pain,  anesthetic  compli- 
cations, nutritional  problems  and  emotional  crises  is 
clearly  described.  More  than  half  of  the  book  is  de- 


voted to  the  specific  complications  that  arise  in  par- 
ticular surgical  operations. 

Comprehensive  chapters  detail  complications  of: 
antibiotic  therapy — radiation  therapy — pulmonary 
resection — splenectomy — appendectomy — pediatric 
surgery — hernia  repair — surgery  of  the  breast — 
common  fractures — burns — etc. 

Edited  by  Curtis  P.  Artz,  M.D.,  F.A.C.S.,  Associate  Professor  of 
Surgery;  and  JAMES  D.  HARDY,  M.D.,  F.A.C.S.,  Professor  and  Chair- 
man of  the  Department  of  Surgery,  University  of  Mississippi.  With 
Contributions  by  69  other  Authorities.  1075  pages,  7"xl0",  w th 
271  illustrations.  $23.00.  New! 


Order  Today  from  W.  B.  SAUNDERS  COMPANY 

West  Washington  Square  Philadelphia  5 

Please  send  and  charge  my  account: 

□ Marble— The  Hand;  A Manual  & Atlas  for  the  General  Surgeon,  $7.00.  (Send  when  ready) 

□ Meares— A System  of  Medical  Hypnosis,  about  $10.00. 

□ Artz  & Hardy— Complications  in  Surgery  & Their  Management,  $23.00. 
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Bon®  section:  ero'iiqn 
and  purulent  exudate 


Therapeutic 

confidence 

Panalba  is  effective  against 

more  than  30  commonly 

encountered  pathogens 

including  ubiquitous 

staphylococci.  Right  from 

the  start,  prescribing  it  gives 

you  a high  degree  of  ; 

assurance  of  obtaining  the 

desired  anti-infective  action 

in  this  as  in  a wide  variety 

of  bacterial  diseases. 

Supplied:  Capsules,  each 
containing  Panmycin* 

Phosphate  (tetracycline  i 

phosphate  complex ) , I 

equivalent  to  250  mg. 
tetracycline  hydrochloride, 

and  125  mg.  Albamycin,*  : 

as  novobiocin  sodium,  in  | 

bottles  of  16  and  100.  I 

•trademark,  Reg.  U.  S.  Pat.  Off.  I 
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Itie  Upjohn  Compar 
Kalamazoo,  Michigr 


Upjohn 


Panalba' 


your  broad-spearum 
antibiotic  of  first  resort 


Use  of  SARDO  in  118  dermatological  patients  to  relieve 
dry,  itchy,  scaly,  fissured  skin  achieved  these  excellent 
results: 


CASES 


AFTER  SARDO^ 


Excellent 

Good 

Poor 

49  Senile  skin 

26  Dry  Skin  in  younger 

32 

13 

4 

patients  (diabetes,  etc.) 

14 

11 

1 

20  Atopic  dermatitis 

8 

10 

2 

13  Actinic  changes 

9 

4 

10  Ichthyosis 

3 

4 

3 

Skin  Conditions 

20  Nummular  dermatitis 

10  Neurodermatitis 

Benefited 

19 

10 

No  Benefit 

1 

SARDO  actsi'2  to  (A)  lubricate  and  soften  skin,  (B)  replenish  natural 
emollient  oil,  (C)  prevent  excessive  evaporation  of  essential  moisture. 

SARDO  releases  millions  of  microfine  water-miscible  globules  to  pro- 
vide a soothing  suspension  which  enhances  the  efficacy  of  your  other 
therapy. 

SARDO  is  pleasant,  convenient,  easy  to  use;  non-sticky,  non-sensitiz- 
ing. Bottles  of  4, 8 and  16  oz. 


1.  Weissberg,  G.: 
Clin.  Med.,  June 
1960. 

2.  Spoor,  H.  J.: 
N.  Y.  St.  J.  Med., 
Oct.  15,  1958. 

^patent  pending 
T.M.  ©I960 


for  SAMPLES  and  complete  reprint  of  Weissberg  paper,  please  write  . . . 

Sardeau,  Inc.  75  East  55th  Street,  New  York  22,  N.  Y. 
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in  rheumatic  disorders 

Sterazolidin^ 

brand  of  prednlaone-phenytbut-azone 

whenever  aspirin 

proves  inadequate 

4“ 

— - . ; ■ 

^ 4i  ^ 

'■  - ■ .■■ige. 

. .... 

Even  in  the  mom  transient  rheumatic 
disorders,  an  anti-inflammatory  effect 
. more  potent  than  that  provided  by  aspirin 
.is  often  desIraWe  to' hasten  recovery 
and  get  the  patient  back  to  work. 

By  combining  the  anti-inflammatory 
action  of  prednisone  and  phenylbutazone,* 
iSterazolidin  brings  about  exceptionally 
' rapid  resolution  of  Inflammation  with  relief 
of  symptoms  and  restoration  of  function. 
Since  Sterazolfdin  is  effective  in  tow  ^ 
dosage,  the  possibility  of  significant 
hypercortisonism,  even  In  long-term 
therapy,  Is  substantially  reduced. 

:w  . ^ 

m . 


T m iong-o 
„ ,ed.ce. 


! Each  capsule  contains  pradnisono 

: 1.26  of  phenylfeutazoBe,  50  mg.;  - 

; dried  aluminum  hydroxide  gel  100  .mg.;  magnesium 
I trisilioate  150  mg.;  and  homatropine  methytbromlde  1.25  mg. 

I Betties  of  100  capsules. 

I Selgy,  Ardsiey,  New  York 

I*'*!., 


[Geigy 


165-60 


for  December,  1960 


NaClex 


a new  diuretic 
with  an 
unsurpassed 
faculty  for 
salt  excretion 


salt  goes,  SO  goes  edema 


A basic  principle  of  diuresis  is  that  “increased  urine 
volume  and  loss  of  body  weight  are  proportional  to 
and  the  osmotic  consequences  of  loss  of  ions.”' 

Robins’  new  NaClex  is  a potent,  oral,  non-mercurial 
diuretic  that  helps  reduce  edema  through  the  appli- 
cation of  this  fundamental  principle.  It  limits  the 
reabsorption  of  sodium  and  chloride  in  the  renal 
proximal  tubules  {with  a relative  sparing  of  potassium). 
The  body’s  homeostatic  mechanism  responds  by  in- 
creasing the  excretion  of  excess  extracellular  water. 
Thus  the  NaClex-induced  removal  of  salt  leads  to  a 
reduction  of  edema. 

a unique  chemical  structure 

NaClex  (benzthiazide)  is  a new  molecule  which  pro- 
vides a “pronounced  increase  in  diuretic  potency”^ 
over  its  antecedent  sulfonamide  compound.  Com- 
pared tablet  for  tablet  with  current  oral  diuretics,  it 
is  unsurpassed  in  diuretic  potency. 


twofold  value 

NaClex  produces  diuresis,  weight  loss,  and  sympto- 
matic improvement  in  edema  associated  with  various 
conditions.  It  also  has  antihypertensive  properties 
and  may  be  used  alone  in  mild  hypertension  or  with 
other  antihypertensive  drugs  in  severer  cases. 

For  complete  dosage  schedules,  precautions,  or  other  informa- 
tion about  NaClex,  please  consult  basic  literature,  package 
insert,  or  your  local  Robins  representative,  or  write  to  the 
A.  H.  Robins  Co.,  Inc. 

Supply:  Yellow,  scored  50  mg.  tablets. 

References:  1.  Pitts,  R.  F.,  Am.  J.  Med.,  24:745,  1958.  2.  Ford, 
R.  V.,  Cur.  Therap.  Res.,  2:51,  1960. 

A.  H.  ROBINS  COMPANY,  INC. 
RICHMOND  20,  VIRGINIA 
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Measured  food,  but  not  austere.  Lemon  juice  salad  dressing, 
bouillon,  fruit  ice  add  few  carbohydrates,  much  appeal. 


The  secret  of  a successful 
diabetic  diet  is  acceptance 


Pleasing  variety  is  possible  in  the  diabetic’s  diet.  With  few  excep- 
tions, his  menu  can  include  satisfying  amounts  of  most  popular 
foods.  Using  exchange  lists,  imaginative  meals  can  be  planned  that 
fit  easily  into  your  patient’s  daily  life,  gaining  his  fullest  acceptance 
and  co-operation. 

Stews,  chowders,  soups,  spaghetti  and  meat  balls — many  such 
tempting  dishes  can  be  adapted  to  a measured  diet.  Water-packed 
fruits,  sugar-free  preserves,  sorbitol  ice  cream  and  other  specialty 
foods  replace  forbidden  sweets.  Low-calorie  wafers  and  raw  vege- 
tables can  be  included  for  party  nibbling. 


United  States  Brewers  Foundation 

If  you’d  like  reprints  of  this  and  11  other  different  diet  menus  for  your  patients, 
write  United  States  Brewers  Foundation,  535  Fifth  Avenue,  N.Y.  17,  N.Y. 


And  with  your  approval, 
a glass  of  beer  might  be 
planned  to  add  zest  to 
your  patient’s  diet. 

Carbohydrate,  9.4  Gm;  Protein,  0.8 Gm; 
Fat,  0 Gm;  Calories,  104/8  oz.  glass 
(Average  of  American  Beers) 


for  December,  1960 
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AS  YOU  LIKE 


A medical  potpourri 

Compiled  by  Andrew  M.  Babey,  M.D.,  Las  Cruces,  New  Mexico 


1.  “The  cause  of  chronic  glomerular  nephritis  is 
unknown,  but  it  is  a reasonable  precaution  to  put 
the  patient  on  daily  oral  penicillin  V in  the  hope 
that  acute  exacerbations  after  infections  with 
haemolytic  streptococci  may  be  avoided.”  Warden- 
er,  H.  E.  de:  Treatment  of  Disease:  Acute  and 
Chronic  Glomerular  Nephritis,  Brit.  M.J.  1:561 
(Feb.  20)  1960. 

2.  “The  most  important  advance  in  the  relief  of 
misery  in  the  end  stages  of  chronic  renal  failure 
has  been  the  use  of  chlorpromazine  25-100  mg.  by 
mouth  to  relieve  the  vomiting.”  Ibid. 

3.  “Before  treating  the  anaemia  it  is  important  to 
remember  that  patients  with  renal  failure  are 
often  unaffected  by  moderately  severe  anemia. 
It  is  therefore  unnecessary  in  many  instance  to 
try  to  treat  the  anemia  unless  the  haemoglobin 
falls  below  approximately  70  per  cent,  when  it 
may  precipitate  cardiac  failure.  It  should  also  be 
remembered  that  in  chronic  renal  failure  a rapid 
rise  in  the  hematocrit  (packed  cell  volume)  after 
a transfusion  may  cause  a sudden  deterioration  in 
renal  function.”  Ibid. 

4.  “Packed  red  cells  are  given  in  small  amounts, 
100-200  ml.  at  intervals  of  two  to  three  days,  dur- 
ing which  creatinine  clearances  and  the  blood  urea 
are  measured.  The  total  number  of  transfusions 
needed  is  determined  by  their  effect  on  renal 
function  and  the  haemoglobin  concentration.” 
Ibid. 

5.  “At  the  present  time  it  is  not  the  custom  to  try 
to  control  the  level  of  blood  urea  by  restriction 
of  protein  unless  the  blood  urea  is  rising  rapidly 
or  is  greater  than  about  100  mg.  per  100  ml.”  IBID. 

6.  “It  is  also  debatable  whether  the  acidosis  of 
chronic  glomerular  nephritis  should  be  treated.  It 
depends  on  whether  the  patient  feels  any  better 
after  treatment.”  Ibid. 

7.  “The  great  Frank  Wilson,  shortly  before  his 
death,  expressed  the  disillusioned  regret  that  most 
people  were  in  greater  danger  of  having  their 
peace  and  happiness  shattered  by  an  erronous 
electrocardiographic  interpretation  than  of  being 
injured  by  an  atomic  bomb.”  Marriott,  Henry  J.  L.: 
Coronary  Mimicry:  Normal  Variants,  and  Physio- 
logical, Pharmacological,  and  Pathological  Influ- 
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ences  That  Simulate  Coronary  Patterns  in  the 
Electrocardiogram,  Ann.  Int.  Med.  52:411  (Feb.) 
1960. 

8.  “.  . . it  has  been  well  pointed  out  that  the  first 
electrocardiogram  is  no  more  reliable  than  is  the 
initial  blood  pressure  reading  in  an  anxious  pa- 
tient.” Ibid. 

9.  “Severe  anemias  may  produce  changes  indis- 
tinguishable from  those  of  coronary  disease;  . . . 
Similarly,  acute  hemorrhage  can  cause  marked 
but  reversible  electrocardiographic  changes  in  both 
those  who  have  and  those  who  have  not  any  evi- 
dence of  coronary  disease.  These  changes,  more- 
over, cannot  always  be  correlated  with  the  degree 
of  shock,  level  of  blood  pressure  or  concentration 
of  hemoglobin.”  Ibid. 

10.  “It  is  probably  true  to  say  that  any  acute  and 
many  chronic  abdominal  disorders  can  seriously 
disturb  the  electrocardiogram.  Among  them,  for 
example,  it  is  well  known  that  such  conditions  as 
acute  appendicitis,  acute  pancreatitis  and  gall- 
bladder disease  can  mimic  the  changes  of  coronary 
insufficiency  or  myocardial  infarction.”  Ibid. 

11.  “The  electrocardiograph  machine  is  an  instru- 
ment of  considerable  precision,  but  the  interpreta- 
tion of  its  precise  record  is  another  matter,  for  the 
electrocardiogram  has  a high  coefficient  of  non- 
specificity, and  it  never  proclaims  the  cause  of 
the  disturbance  it  reveals,  except  by  inference. 
Thus,  while  it  is  important  to  realize  that  a normal 
electrocardiogram  by  no  means  excludes  heart 
disease,  it  is  even  more  important  to  recognize 
the  converse  which  is  indeed  the  main  message 
of  this  review — that  an  abnormal  electrocardio- 
gram does  not  necessarily  indicate  an  abnormal 
heart.”  Ibid. 

12.  “There  is  a strong  possibility  that  neuropsychi- 
atric complications  will  develop  in  cirrhotic  pa- 
tients having  a porta-caval  anastomosis,  presuma- 
bly due  to  the  by-pass  of  nitrogenous  substances 
absorbed  from  the  intestine,  round  the  liver,  to 
the  brain.  . . . Neomycin  improves  the  neuropsy- 
chiatric condition  of  the  patients  after  porta-caval 
anastomosis.”  Sherlock,  Sheila,  et  al.:  Clinicopatho- 
logical  Conference,  A case  of  Juvenile  Cirrhosis 
Demonstrated  at  the  Postgraduate  Medical  School 
of  London,  Brit.  M.J.  1:631  (Feb.  27)  1960. 

continued  on  page  90 
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IN  COLDS  AND  SINUSITIS- 

THE  RIGHT  AMODNT  OF  “INNER  SPACE  ’ 

Neo-Synephrine  hydrochloride  relieves  the  boggy 
feeling  of  colds  immediately  and  safely,  without 
causing  systemic  toxicity  or  chemical  harm  to  nasal 
membranes.  Turbinates  shrink,  sinus  ostia  open, 
ventilation  and  drainage  resume,  and  mouth-breath- 
ing is  no  longer  necessary. 


LABORATORIES 
New  York  18,  N,  Y. 


Gentle  Neo-Synephrine  shrinks  nasal  membranes 
for  from  two  to  three  hours  without  stinging  or 
harming  delicate  respiratory  tissues.  Post-thera- 
peutic turgescence  is  minimal.  Neo-Synephrine  does 
not  lose  its  effectiveness  with  repeated  applications 
nor  does  it  cause  central  nervous  stimulation,  jitters, 
insomnia  or  tachycardia. 

Neo-Synephrine  solutions  and  sprays  produce  shrink- 
age of  tissue  without  interfering  with  ciliary  activity 
or  the  protective  mucous  blanket. 


NEO-SYNEPHRINE 

(Brand  of  phenylephrine  hydrochloride) 

hydrochloride 

NASAL  SOLUTIONS  AND  SPRAYS 


® For  wide  latitude  of  effective  and  safe  treatment, 
Neo-Synephrine  hydrochloride  is  available  in  nasal 
sprays  for  adults  and  children;  in  solutions  from 
%%  to  1%;  and  in  aromatic  solution  and  water 
soluble  jelly. 
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Lifts  depression... 


You  see  an  improvement  within  a few  days 

Thanks  to  your  prompt  treatment  and  the 
smooth  action  of  Deprol,  her  depression 
is  relieved  and  her  anxiety  and  tension 
calmed  •-  often  in  a few  days.  She  eats 
well,  sleeps  well  and  soon  returns  to  her 
normal  activities. 


as  it  calms  anxiety ! 


Smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety... 
rapidly  and  safely 


Balances  the  mood  — no  “seesaw’* 
effect  of  amphetamine-barbiturates 

and  energizers.  While  amphetamines 
and  energizers  may  stimulate  the  patient 
—they  often  aggravate  anxiety  and 
tension. 

And  although  amphetamine-barbiturate 
combinations  may  counteract  excessive 
stimulation— often  deepen  depression. 

In  contrast  to  such  “seesaw”  effects, 
Deprol’s  smooth,  balanced  action  lifts 
depression  as  it  calms  anxiety— both  at  the 
same  time. 


Acts  swiftly  — the  patient  often  feels 
better,  sleeps  better,  within  a few 
days.  Unlike  the  delayed  action  of  most 
other  antidepressant  drugs,  which  may 
take  two  to  six  weeks  to  bring  results, 
Deprol  relieves  the  patient  quickly  — often 
within  a few  days.  Thus,  the  expense  to 
the  patient  of  long-term  drug  therapy  can 
be  avoided. 

Acts  safely  — no  danger  of  liver 
damage.  Deprol  does  not  produce  liver 
damage,  hypotension,  psychotic  reactions 
or  changes  in  sexual  function— frequently 
reported  with  other  antidepressant  drugs. 


Blbliogrraphy  (13  clinical  studies,  858  patientsjil.  Alexander,  L.  (35  patients):  Chemotherapy 
of  depression  — Use  of  meprobamate  combined  with  benactyzine  (2-diethylaminoethyl  benzilate)  hydrochlo- 
ride. J.A.M.A.  165:1019,  March  1,  1958.  2.  Bateman,  J.  C.  and  Carlton,  H.  N.  (50  patients):  Meprobamate 
and  benactyzine  hydrochloride  (Deprol)  as  adjunctive  therapy  for  patients  with  advanced  cancer.  Antibiotic 
Med.  & Clin.  Therapy  6:648,  Nov.  1959.  3.  Beerman,  H.  M.  (44  patients):  The  treatment  of  depression  with 
meprobamate  and  benactyzine  hydrochloride.  Western  Med.  1:10,  March  1960.  4.  Bell,  J.  L,  Tauber,  H., 
Santy,  A.  and  Pulito,  F.  (77  patients):  Treatment  of  depressive  states  in  office  practice.  Dis.  Nerv.  System 
20:263,  June  1959.  5.  Breitner,  C.  (31  patients):  On  mental  depressions.  Dis.  Nerv.  System  20:142,  (Section 
Two),  May  1959.  6.  Gordon,  P.  E.  (50  patients):  Deprol  in  the  treatment  of  depression.  Dis.  Nerv.  System 
21:215,  April  1960.  7.  Landman,  M.  E.  (50  patients):  Clinical  trial  of  a new  antidepressive  agent.  J.  M.  Soc. 
New  Jersey.  In  press,  1960.  8.  McClure,  C.  W.,  Papas,  P.  N.,  Speare,  G.  S.,  Palmer,  E.,  Slattery,  J.  J., 
Konefal,  S.  H.,  Henken,  B.  S.,  Wood,  C.  A.  and  Ceresia,  G.  B.  (128  patients):  Treatment  of  depression  - New 
technics  and  therapy.  Am.  Pract.  & Digest  Treat.  10:1525,  Sept.  1959.  9.  Pennington,  V.  M.  (135  patients): 
Meprobamate-benactyzine  (Deprol)  in  the  treatment  of  chronic  brain  syndrome,  schizophrenia  and  senility. 
J.  Am.  Geriatrics  Soc.  7:656,  Aug.  1959.  10.  Rickels,  K.  and  Ewing,  J.  H.  (35  patients):  Deprol  in  depressive 
conditions.  Dis.  Nerv.  System  20:364,  (Section  One),  Aug.  1959.  11.  Ruchwarger,  A.  (87  patients):  Use  of 
Deprol  (meprobamate  combined  with  benactyzine  hydrochloride)  in  the  office  treatment  of  depression. 
M.  Ann.  District  of  Columbia  28:438,  Aug.  1959.  12.  Settel,  E.  (52  patients):  Treatment  of  depression  in  the 
elderly  with  a meprobamate-benactyzine  hydrochloride  combination.  Antibiotic  Med.  & Clin.  Therapy  7:28, 
Jan.  1960.  13.  Splitter,  S.  R.  (84  patients):  Treatment  of  the  anxious  patient  in  general  practice.  J.  Clin.  & 
Exper.  Psychopath.  In  press,  April-June  1960. 


'Deprol^* 


Dosage:  Usual  starting  dose  is  1 tablet  q.i.d.  When 
necessary,  this  dose  may  be  gradually  increased  up  to 
3 tablets  q.i.d. 

Composition;  1 mg.  2-diethylaminoethyl  benzilate  hydro- 
chloride (benactyzine  HCl)  and  400  mg.  meprobamate. 
Supplied:  Bottles  of  50  light-pink,  scored  tablets.  Write 
for  literature  and  samples. 

WALLACE  LABORATORIES  J Cranburyt  N,  J. 


CD-2843 


effective  control  of  pathogens... with  an  unsurpassed  record  of  safety  and  tolerance 


BRISTOL  LABORATORIES,  Syracuse,  new  York 
Div.  of  Bristol-Myers  Co. 


SUPPLY:  TETREX  Capsules-tetracycline  phosphate 
complex -each  equivalent  to  250  mg.  tetracycline  HCI 
activity.  Bottles  of  16  and  100. 

TETREX  Syrup -tetracycline  (ammonium  polyphosphate 
buffered)  syrup -equivalent  to  125  mg.  tetracycline  HCI 
activity  per  5 ml.  teaspoonful.  Bottles  of  2 fl.  oz.  and  1 pint. 
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ions 


y«caiiT(r 


ISOLYTE® 


IVE  WITH  THOUSANDS  OF  PATIENTS 


the  finest  ‘ 
parenteral 
system  . 


in  each  1 00  mi.t 
0.64  Gm.*; 
^ U.S.P.  0.5  6m.; 
ye  U.5.P.  0.075 
•ete  U.S.P.  0.075 
Cliloride  U.S^P. 
nesium  Chloride 
131  Gm. 


GLENDA|LE,  CALIFORNIA 


Slow  it 
down  with 


SERPASIL  Serpasil  has  proved  effective  as  a heart-slowing  agent  in  the 
(reserpine ciBA)  following  conditionsi  mitral  disease;  myocardial  infarction; 
cardiac  arrhythmias;  neurocirculatory  asthenia;  thyroid  toxicosis;  excitement  and  effort 
syndromes;  cardiac  neurosis;  congestive  failure.  Serpasil  should  be  used  with  caution  In 


patients  receiving  digitalis  and  quinidine.  It  is  not  indicated  in  cases  of  aortic  insufficiency. 


supplied:  Tablets,  0.1  mg.,  0.25  mg.  (scored)  and  1 mg.  (scored).  Complete  information  available  on  request. 


CIBA 


2/2819M9 


SUMMIT-NEW  JERSEY 


“Gratifying”  relief  from 


for  your  patients  with 
'low  back  syndrome’  and 
other  musculoskeletal  disorders 

POTENT  muscle  relaxation 
EFFECTIVE  pain  relief 
SAFE  for  prolonged  use 


stiffness  and  pain 


^r^Lliy  in^  relief  from  stiffness  and  pain 


in  106 -patient  controlled  study 

(as  reported  in  April  1960) 


'‘Particularly  gratifying  was  the  drug’s  [Soma’s] 
ability  to  relax  muscular  spasm,  relieve  pain,  and 
restore  normal  movement ...  Its  prompt  action, 
ability  to  provide  objective  and  subjective  assist- 
ance, and  freedom  from  undesirable  effects  rec- 
ommend it  for  use  as  a muscle  relaxant  and  anal- 
gesic drug  of  great  benefit  in  the  conservative 
management  of  the  low  back  syndrome’.” 

Kestler,  O.:  Conservative  Management  of  '%ow  Back  Syndrome” , 

J.AM.A.  172:  2039  (April  30)  1960. 


FASTER  IMPROVEMENT-=^79yo  complete  or  marked 

improvement  in  7 days  (Kestler) 


EASY  TO  USE— Usual  adult  dose  is  one  350  mg.  tablet 
three  times  daily  and  at  bedtime. 


SUPPLIED:  350  mg.,  white  tablets,  bottles  of  50. 

For  pediatric  use,  250  mg.,  orange  capsules,  bottles  of  50. 

Literature  and  samples  on  request. 


(CARISOPRODOL,  WALLACE) 


WALLACE  LABORATORIES.  CRANBURY,  NEW  JERSEY 


WINE... 

Now  widely  prescribed  for  the  chronic 
invalid,  the  convalescent, 
the  debilitated  oldster 


Physicians  treating  the  aged  and  the  convalescent  have 
for  generations  been  awai;e  of  the  restorative  power  of 
wine.  However,  it  remained  for  recent  research*  to  more 
clearly  define  its  clinical  physiological  action. 

W ine  Increases  Appetite — Goetzl  and  co-workers‘  observed 
a profound  stimulating  effect  on  olfactory  acuity  and 
appetite,  even  in  anorexia. 

Wine  Aids  Gastric  Digestion — Ogden  and  Southard^  re- 
ported a significant  increase  in  gastric  secretion  following 
ingestion  of  moderate  amounts  of  table  wine. 

Wine  Helps  in  Cardiology — Prudent  quantities  of  wine 
are  helpfuP  in  counteracting  depression,  anxiety  and  dis- 
comfort in  sufferers  from  heart  and  coronary  disorders. 

Wine — '^'safest  of  all  sedatives..!'* — A little  Port  or  Sherry 
at  bedtime  offers  a valuable  relaxant  to  the  insomniac  and 
may  obviate  the  need  for  drug-sedative  medication. 

In  brief,  wine  taken  with  discretion  adds  greatly  to  the 
pleasures  of  the  table,  to  physical  comfort  and  to  mental 
serenity  in  the  aged,  as  well  as  in  the  chronic  sufferer  and 
the  convalescent. 

Research  information  on  wine  is  available  on  request. 
Write  for  your  copy  of  *''Uses  of  Wine  in  Medical 
Practice.”  Wine  Advisory  Board,  717  Market  Street, 
San  Francisco  3,  California. 


1.  Goetzl,  F.R.;  Permanente  Found.  M.Bull.  8:72  (April)  1950. 

2.  Ogden,  E.,  and  Southard,  F.D.,  Jr.;  Fed.  Proceedings  5:77  (1946) 

3.  Brooks,  H.:  Med.  J.  & Rec.  127:199  (1928) 

4.  Haggard,  H.W.,  and  Jellinek,  E.M.:  Alcohol  Explored,  New  York, 
Doubleday,  Doran,  1942. 
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Recognizing  that  the  exchange  of  ideas  is  fundamental  to  medical  progress,  Lederle 
continues  its  Symposium  program  with  the  10th  year  of  scheduled  meetings.  Through 
these  Symposia,  sponsored  by  medical  organizations  with  our  cooperation,  over  50,000 
physicians  have  had  the  opportunity  to  hear  and  question  authorities  on  important 
advances  in  clinical  medicine  and  surgery.  You  have  a standing  invitation  to  attend  any 
of  these  Symposia  with  your  wife,  for  whom  a special  program  is  planned. 


ANOTHER  YEAR  OF  SYMPOSIA  . . . 


PORTLAND,  OREGON 

Wednesday,  January  11,  1961 
The  Sheraton-Portland  Hotel 

MONTGOMERY,  ALABAMA 

Friday,  January  13,  1961 
The  Whitley  Hotel 

MINNEAPOLIS,  MINNESOTA 

Monday,  January  16,  1961 
The  Hotel  Leamington 

LEMONT,  ILLINOIS 

Wednesday,  January  18,  1961 
The  White  Fence  Farm 

CINCINNATI,  OHIO 

Sunday,  January  22,  1961 
The  Netherland  Hilton  Hotel 

NEW  DORP,  STATEN  IS.,  N.  Y. 

Wednesday,  February  15,  1961 
The  Tavern-on-the-Green 

CHARLESTON,  SOUTH  CAROLINA 

Thursday,  February  23,  1961 
The  Francis-Marion  Hotel 


ANCHORAGE,  ALASKA 

Saturday,  February  25,  1961 
The  Westward  Hotel 

BAKERSFIELD,  CALIFORNIA 

Friday,  March  3,  1961 
The  Bakersfield  Hacienda 

WILLIAMSBURG,  VIRGINIA 

Wednesday,  March  8,  1961 
The  Williamsburg  Lodge 

ALBUQUERQUE,  NEW  MEXICO 

Saturday,  March  11,  1961 
The  Hilton  Hotel 

OMAHA,  NEBRASKA 

Thursday,  March  16,  1961 
The  Sheraton-Fontenelle  Hotel 

PHOENIX,  ARIZONA 

Saturday,  March  18,  1961 
The  Westward  Ho  Hotel 

LOUISVILLE,  KENTUCKY 

Thursday,  March  23,  1961 
The  Sheraton-Seelbach  Hotel 


BAY  SHORE,  LONG  ISLAND, 
NEW  YORK 

Wednesday,  April  12,  1961 
The  LaGrange  Inn 

BUTTE,  MONTANA 

Saturday,  April  22,  1961 
The  Finlen  Hotel 

ITHACA,  NEW  YORK 

Thursday,  April  27,  1961 
The  Statler  Club 

ERIE,  PENNSYLVANIA 

Wednesday,  May  3,  1961 
The  Hotel  Lawrence 

SACRAMENTO,  CALIFORNIA 

Wednesday,  May  10,  1961 
The  El  Dorado  Hotel 

LOS  ANGELES,  CALIFORNIA 

Wednesday,  June  7,  1961 
The  Statler  Hotel 
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Diet  or  Drugs? 

In  the  long  term  control  of  serum  cholesterol, 
dietary  therapy  can  achieve  the  objective  in  the  manner  most 
closely  approximating  physiological  norm. 


The  long  term  control  of  elevated  serum  cholesterol  through  changes  in  the  dietary 
pattern  of  the  patient  puts  nature’s  own  process  to  work  most  effectively  to  achieve 
the  objectives  of  treatment.  Here  are  the  beneficial  features  of  dietary  therapy: 

Offers  a solution  to  the  related  problems  of  obesity. 

Involves  little  or  no  added  expense  to  the  patient. 

May  be  used  with  complete  safety. 

Produces  no  adverse  side  effects. 

Preferable  for  the  long-term  management  of  a chronic  condition. 

Brings  about  reduction  of  serum  cholesterol  through  physiological 
processes,  as  yet  not  fully  understood. 

Does  not  usually  generate  new  compounds  in  the  blood, 
thus  helping  the  doctor  make  a more  accurate  analysis 
of  blood  serum  cholesterol. 


Elevated  serum  cholesterol  has  now  been  linked 
to  an  imbalance  in  the  ratio  of  the  type  of  fat 
in  the  diet.  Reductions  in  cholesterol  levels  have 
been  achieved  repeatedly,  both  in  medical  re- 
search and  practice,  through  the  control  of 
total  calories  and  through  the  replacement  of 


an  appreciable  percentage  of  saturated  fat  by 
poly-unsaturated  vegetable  oil. 

An  important  measure  in  achieving  replace- 
ment is  the  consistent  use  of  poly-unsaturated 
pure  vegetable  oil  in  food  preparation  in  place 
of  saturated  fat. 


Free  Wesson  recipes  for  delicious  main  dishes,  desserts  and  salad  dressings  are  available 

for  your  patients.  Request  quantity  needed  from  The  Wesson  Peopie,  Dept,.  N,  210  Bafonne  S 


Poly-unsaturated  Wesson  is  unsurpassed  by  any 
readily  available  brand,  where  a vegetable  {salad)  oil  is  medically 
recommended  for  a cholesterol  depressant  regimen. 


\ s 

Wesso/i  is  poly-unsaturated  \ . nmjer  hydrogenated 


Mere  acceptable  to  patlente.  Wesson  is  preferred 
for  its  supreme  delicacy  of  flavor,  increasing  the 
paiataMity  of  food  without  adding  flavor  of  its  own. 

Unsformify  p«  can  depend  «ti.  Wesson  has  a poly- 
unsauu-ikd  r.oi;lt;!il  fcetuii  than  -‘‘0%.  Only  tiu' 
fisn:(jr,l  oils  o?  high  iodinf;  numbs--,  zxr 

■ r^  s sefected  far  Wesson,  and  rto  significant  variations 
.aft*  perniiite^  in  the  22  exactinf,  spsciScations  , 

..  ' fg^uirgd  before  bottling.  ' . , 


giftpejay.  Wesson  is  consistently  priced  fower  »aa 
the  next  largest  sePtr. 


}#w  Orleans  It,  Li 


WESSON’S  IMPORTANT  CONSTITUENTS 
Wesson  is  100%  cottonseed  oi!.,. winterized  and  of  selected  quality 


Unofejc  acid'  glycerides  (pofy-unsaturaied), ...50-55% 

Oleic  acid  glycerides  (mono-unsatiirated 16-20% 

Total  iinsaturated 7C)-75% 

Paimitic,  stearic  and  rayristic  glycerides  (saturated) 25-30% 

Phytostero!  (Predominantly  beta  sitosterol) 0.3-0.5% 

Total  tocopherols 0.09-0.12% 

Never  hydrogenated— -eompletely  salt  free 
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an  antibiotic  improvemeh 
designed  to  provide 
greater  therapeutic  effectiveness 


now 

wv  Puivutes 

Mtosone 


(propionyl  erythromycin  ester  lauryl  sulfate,  Lilly) 


in  a more  acid-stable  form 

assure  adequate  absorption  even  when  taken  with  food 


Ilosone  retains  97.3  percent  of  its  antibacterial  activity  after  exposure  to  gastric 
juice  (pH  1.1)  for  forty  minutes.i  This  means  there  is  more  antibiotic  available 
for  absorption — greater  therapeutic  activity.  Clinically,  too,  Ilosone  has  been 
shown2  3 to  be  decisively  effective  in  a wide  variety  of  bacterial  infections — with 
a reassuring  record  of  safety.^ 

Usual  dosage  for  adults  and  for  children  over  fifty  pounds  is  250  mg.  every  six 
Supplied  in  125  and  250-mg.  Pulvules  and  in  suspension  and  drops. 

1.  Stephens,  V.  C.,  et  a/.;  J.  Am.  Pharm.  A.  (Scient.  Ed.),  48;620,  1959. 

2.  Salitsky,  S.,  et  a!.:  Antibiotics  Annual,  p.  893,  1959-1960. 

3.  Reichelderfer,  T.  E.,  eta!.:  Antibiotics  Annual,  p.  899,  1959-1960. 

4.  Kuder,  H.  V.:  Clin.  Pharmacol.  & Therap.,  in  press. 
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Xhe  article  on  page  29  of  this  journal 
bothers  me.  The  author  has  made  some  im- 
portant points  about  abuses  by  the  V.A.  Hos- 
pital hierarchy  against  John  Q.  Taxpayer 
but,  in  my  opinion,  the  author  feels  so 

strongly  that  he 

Veterans  Hospital 
Abuse — Another 


Side  to  the  Question 


fails  to  be  objec- 
tive and  has  cre- 
ated several  ab- 
surd arguments. 
Let  me  make  a few  rebuttals  to  several  of 
the  points  made  by  Dr.  Koontz. 

Sure,  many  V.A.  hospitals  were  created 
as  juicy  political  plums  and  were  not  needed 
at  the  time.  Many  were  in  isolated  communi- 
ties where  they  could  not  be  adequately  util- 
ized. But  how  about  hospitals  such  as  the 
V.A.  Hospital  in  Denver?  Is  there  any  physi- 
cian here  in  the  Denver  area  who  feels  that 
the  528  V.A.  beds  are  superfluous?  I cannot 
agree  with  Dr.  Koontz  that  there  are  “plenty 
of  vacant  beds  in  the  existing  hospitals.”  An 
excellent  survey  several  years  ago  stated 
that  this  metropolitan  area  was  1,000  beds 
short  of  the  need.  New  beds  have  been  cre- 
ated, but  not  fast  enough. 

Two  hospitals  which  I utilize  have  been 
running  at  93  per  cent  and  87.5  per  cent  of 
occupancy,  more  than  the  occupancy  rate 
recommended  for  best  medical  care  by  the 
American  Hospital  Association.  Every  local 
citizen  who  has  had  to  wait  three  or  four 
days  with  pneumonia  before  getting  into  a 
hospital  knows  darn  well  we  don’t  have 
enough  beds.  Assuming  that  at  least  50  per 
cent  of  V.A.  patients  need  to  be  in  a hospital 
and  that  50  per  cent  of  these  are  local,  if  the 
V.A.  were  to  shut  down,  local  Denver  hos- 
pitals would  have  to  find  room  for  130  addi- 
tional patients. 

The  Denver  V.A.  Hospital  should  not  be 
closed.  Now  that  we  are  “stuck”  with  these 
beds,  they  should  be  used.  With  hospital 
beds  now  “costing”  over  $20,000  each,  it 
would  not  make  sense  to  fail  in  taking  ad- 
vantage of  beds  that  cost  far  less  10  years 
ago.  Who  should  occupy  the  beds?  Perhaps 


non-veterans  in  addition  to  veterans.  Perhaps 
paying  patients  in  addition  to  indigent  pa- 
tients. All  of  us  agree  that  patients  with 
service-connected  injuries  and  ailments  de- 
serve full  care  for  those  injuries  and  ail- 
ments. We  do  not  all  agree  that  non-service- 
connected  conditions  deserve  any  care  in 
government  hospitals.  But  since  the  beds  are 
there,  I see  no  objection  to  indigent  veterans 
receiving  care — if  they  are  really  indigent! 

Several  years  ago  the  V.A.  tried  to  elimi- 
nate abuse  by  the  wealthy  veteran  who 
chisels  free  medical  care  for  himself.  The 
so-called  “pauper’s  oath”  certainly  worked 
with  those  who  were  morally  honest  (or 
scared),  and  those  men  dropped  their  appli- 
cations. But  our  Congress  emasculated  the 
law  by  not  allowing  investigation  of  what 
appeared  to  be  fraudulent  financial  state- 
ments. So  abuses  still  occur  (on  rare  occa- 
sions the  F.B.I.  has  been  called  in) . 

At  any  rate,  the  indigent  sick  are  always 
going  to  have  to  be  cared  for  by  the  rest  of 
us  through  our  taxes.  My  bank  balance  cares 
very  little  whether  those  taxes  are  federal, 
state,  or  local  in  origin.  In  our  area,  the  V.A. 
beds  are  not  a “duplication  of  local  facilities 
for  the  care  of  the  indigent.”  They  are  a 
badly  needed  supplement  to  local  facilities 
and  they  will  not  “necessarily  increase  our 
taxes.”  Very  few  argue  with  the  govern- 
ment’s offer  to  care  for  the  chronic  cases 
(psychiatric,  neurologic,  and  tuberculous) . 
The  remaining  medical  and  surgical  beds 
(about  two-thirds  of  the  total)  report  an 
average  patient  stay  of  19  days. 

Now  let  me  defend  the  residency  program 
a bit.  My  own  residency  was  at  the  Denver 
V.A.  Hospital  and  I look  back  upon  it  as  a 
good  one.  There  are  a surprising  number  of 
V.A.  “graduates”  among  our  local  specialist 
population.  At  an  EKG  committee  meeting 
at  Porter  Hospital  last  month,  five  of  the  10 
doctors  in  attendance  had  had  V.A.  training. 
Why  had  they  preferred  the  V.A.  residency? 
In  my  own  case,  several  good  residencies 
were  available  but  with  a wife  and  three 
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children  to  support  I’m  not  sure  I could  have 
afforded  to  take  a residency  at  any  other 
hospital.  The  V.A.  salaries  were  $2,700,  $3,000 
and  $3,300  for  the  three  years.  Was  that  ex- 
cessive? 

I admit  that  all  private  hospitals  now 
have  a desperate  need  for  interns  and  resi- 
dents, but  don’t  for  a minute  think  that  let- 
ting the  V.A.  hospitals  “die  on  the  vine” 
will  release  doctors  enough  to  alleviate  the 
shortage.  In  the  first  place,  V.A.  Hospitals 
rarely  have  interns,  only  residents.  If  the 
V.A.  Hospitals  were  closed,  a large  number 
of  the  patients  released  would  scoot  into  the 
neighboring  civilian  hospitals,  necessitating 
the  hiring  of  an  almost  equal  number  of 
additional  residents  for  their  care. 

The  argument  that  patients  with  service- 
connected  disabilities  are  neglected  in  favor 
of  care  of  non-service-connected  patients  is 
shameful.  The  doctor  in  training  is  not  inter- 
ested in  whether  the  ailment  was  incurred 
in  service.  If  questioned,  in  many  cases  he 
wouldn’t  even  know.  He’s  interested  in  the 
patient  as  a person  and  as  a “case.”  Sure, 
acute  cases  are  more  exciting  and  more  time 
and  effort  are  devoted  to  them.  This  is  true 
in  any  hospital.  I resent,  however,  the  impli- 
cation that  any  of  us  neglected  the  service- 
connected  cases.  When  and  if  non-service- 
connected  cases  are  barred  completely  from 
V.A.  care,  are  any  enthusiastic  young  doctors 
going  to  be  attracted  to  the  care  of  the 
patients  who  are  left?  And  are  those  patients 
who  are  left  in  the  hospitals  going  to  be 
happy  with  the  quality  of  doctors  who  are 
then  caring  for  them? 

Let  me  also  defend  the  managers  of  V.A. 
Hospitals  who  should  be  righteously  indig- 
nant about  one  statement  made  in  Dr. 
Koontz’s  article.  That  was  the  accusation 
that  “managers  of  the  V.A.  Hospitals  (are) 
admitting  healthy  patients  at  random  and 
keeping  patients  in  the  hospitals  for  weeks 
instead  of  days,  in  order  to  keep  their  census 
up.”  If  Dr.  Koontz  wants  to  blame  someone, 
blame  me  and  other  ex-residents.  At  night 
as  “admitting  O.D.”  I took  my  turn  deciding 
which  patients  were  entitled  to  and  deserv- 
ing of  admission.  During  the  day  the  admit- 
ting physicians  were  responsible. 

After  my  residency,  I spent  six  months 
as  a staff  doctor  in  the  admission  office  where 
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I was  responsible  for  deciding  about  daytime 
admissions.  I was  on  my  own  and  was  never 
instructed  to  drag  people  in  to  fill  up  beds. 
Most  often  the  problem  was  where  to  find  a 
bed  for  a genuinely  acutely  ill  patient.  Last 
year  the  occupancy  rate  was  90  per  cent.  If 
there  were  two  cases  applying  for  one  re- 
maining bed,  the  service-connected  veteran 
always  had  priority.  Whether  service-con- 
nected or  not,  the  vast  majority  of  patients 
were  referred  in  by  grateful  Colorado  physi- 
cians. 

On  the  wards,  as  a resident,  I was  the  one 
who  determined  how  long  my  patient  stayed. 
Medical  school  consultants  and  private  prac- 
titioner consultants  helped  us  decide  on  man- 
agement and  disposition  of  the  cases  and 
either  slowed  us  down  or  sped  us  up  as  indi- 
cated. Perhaps  we  kept  many  cases  too  long 
but  that  wasn’t  because  the  manager  told  us 
to  do  so.  The  cases  were  often  excellent  for 
teaching  and,  like  all  residents,  we  were 
reluctant  to  part  with  the  good  ones.  Also, 
of  course,  we  residents  were  not  the  family 
doctors  and  we  could  not  have  patients  “drop 
into  the  office  every  three  to  five  days”  after 
discharge.  Patients  put  no  economic  pressure 
to  bear  on  us  for  early  discharge  relative  to 
their  hospital  expenses  since  those  were 
“free.”  However,  almost  all  the  patients  were 
men  who  were  bread-winners  for  their  fami- 
lies, many  being  paid  by  the  hour,  and  most 
of  these  didn’t  let  us  forget  that  they  needed 
to  get  back  to  work  as  soon  as  they  were 
able. 

I do  not  like  “sops”  and  doles  any  more 
than  the  next  man,  and  I’m  in  favor  of  cut- 
ting down  on  this  particular  government  sop. 
But  let’s  not  cut  off  our  noses  to  spite  our 
faces  insofar  as  hospital  beds  are  concerned. 
Let’s  use  intelligent  arguments  and  realize 
that  there  are  two  sides  to  this  question  just 
like  there  are  to  every  question.  And,  finally, 
rather  than  just  offering  a list  of  complaints, 
let’s  work  on  some  practical  solutions! 

James  R.  Leake,  M.D. 


Reserve  these  dates 

February  28-March  3,  Colorado  State  Medical 
Society  Midwinter  Clinical  Session,  Denver.  April 
7-8,  Montana  Medical  Association  Interim  Session, 
Helena.  May  17-20,  New  Mexico  Medical  Society 
Annual  Meeting,  Santa  Fe. 
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Veterans  hospital  abuse  and  misuse* 


Amos  R.  Koontz,  M.D.,  Baltimore,  Maryland 


Many  readers  of  this  article, 
especially  many  veterans,  will  no  doubt 
be  surprised  at  the  title  of  it. 

However,  the  title  was  not  used 
inadvisedly  or  without  forethought. 

Neither  is  the  article  written  by  a 
non-veteran  about  men  who  wore  the 
uniform,  the  author  himself  being  a 
member  of  the  American  Legion, 
and  having  served  in  France  for 
20  months  in  World  War  I 
and  in  the  Pacific  for  43  months 
in  World  War  II. 

This  article  is  not  written  from  the 
point  of  view  of  a veteran  or  a 
non-veteran,  but  from  the  point  of  view 
of  the  average  American  citizen, 
who  is  interested  in  the  welfare  of  his 
country. 

By  the  enactment  of  a seemingly  harmless 
law,  a great  abuse  in  veterans’  medical  care 
has  come  about.  In  the  1920’s  a law  was 
passed  which  allowed  veterans  with  non- 
service-connected disabilities,  who  were  un- 
able to  pay  the  cost  of  private  care,  to  be 

‘Condensed  from  a paper  originally  published  in  the  April 
issue  of  the  Journal  of  the  Mississippi  State  Medical  Associa- 
tion, and  copyright,  1960,  by  the  Mississippi  State  Medical 
Association.  Reprinted  by  special  permission. 
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taken  care  of  in  VA  hospitals  if  there  was 
space  available.  That  “if”  was  the  Ubangi  in 
the  cordwood.  (I  have  to  speak  carefully — 
the  Supreme  Court  may  be  listening.)  It 
seems  a very  harmless  provision  of  the  law 
to  allow  a needy  veteran  hospital  care  if 
there  is  space  available  in  the  veterans  hos- 
pitals. (No  thought  was  apparently  given  by 
the  Congress,  which  passed  the  law,  to  the 
doctrine  of  local  self-government,  upon  which 
this  coimtry  was  founded,  and  to  the  fact 
that  the  care  of  the  needy  is  a local  responsi- 
bility, and  not  a federal  responsibility.)  But 
what  happened?  It  is  common  knowledge 
that  the  privilege  has  been  abused  in  the 
most  flagrant  fashion. 

The  empire  builders 

These  things  are  so  palpably  wrong  as  to 
be  revolting  to  any  citizen  with  a sense  of 
decency  and  fair  play.  The  unsavory  condi- 
tion has  been  partly  responsible  for  a large 
percentage  of  the  original  consultants,  among 
whom  were  many  outstanding  medical  fig- 
ures, either  resigning  outright  or  becoming 
inactive  in  their  VA  consulting.  Many  of  the 
original  chiefs  of  service  have  left  the  VA 
hospitals  because  they  were  frustrated  by  the 
inept  policies  and  practices  of  the  Veterans 
Administration. 

But  what  an  opportunity  for  the  empire 
builders!  And  you  may  be  sure  they  were 
not  long  in  grasping  the  opportunity.  Poli- 
ticians (not  statesmen)  eager  for  the  veter- 
ans’ votes  clamored  to  build  more  and  more 
VA  hospitals,  even  when  there  were  plenty 
of  vacant  beds  in  the  existing  hospitals.  This 
was  really  a dish  for  a congressman  if  he 
could  get  the  hospital  built  in  his  own  dis- 
trict. The  result  is  that  now  we  have  many 


more  veterans  hospitals  than  we  need  (172, 
which  treat  approximately  500,000  patients  a 
year)  and  as  a rule  they  are  about  half 
empty.  This  is  part  of  the  price  that  average 
citizen  John  Q.  Smith  pays  for  getting  his 
congressman  re-elected.  A further  result  is 
that  now  more  than  85  per  cent  of  the  pa- 
tients in  our  general  VA  hospitals  have  non- 
service-connected  disabilities.  This  has  re- 
sulted in  several  evils,  which  will  be  dis- 
cussed seriatim. 

System — bad  for  veteran 

The  system  is  bad  for  the  veteran.  Many 
veterans  with  some  semblance  of  pride  left, 
who  would  ordinarily  never  think  of  asking 
for  free  medical  care,  seeing  many  other 
non-indigent  veterans  with  non-service-con- 
nected  ailments  getting  on  the  gravy  train, 
say  “Why  shouldn’t  I?”  This  is  a natural  re- 
action. Their  taxes  are  paying  for  free  medi- 
cal care  for  their  fellow  veterans  and,  al- 
though realizing  it  is  wrong,  they  do  it  also 
as  a matter  of  self-defense.  The  same  thing 
was  true  of  the  soldiers’  bonus  in  the  1930’s. 
Many  veterans  were  opposed  to  it  and  wrote 
their  senators  and  congressmen  asking  them 
to  vote  against  it.  Yet  when  the  bill  was 
passed,  they  took  their  share  also,  because 
their  taxes  went  into  the  kitty. 

Even  if  only  indigent  non-service-con- 
nected  cases  were  accepted  in  veterans  hos- 
pitals, the  system  would  still  be  wrong  be- 
cause it  is  a duplication  of  local  facilities  for 
the  care  of  the  indigent.  This  duplication 
necessarily  increases  our  taxes.  But  who 
would  dare  think  of  taxes  any  more  except 
the  politicians  who  impose  them  on  us?  We 
are  supposed  to  bow  our  heads  and  accept 
the  inevitable. 

One  of  the  worst  features  of  the  VA  hos- 
pitals, loaded  with  non  - service  - connected 
cases,  is  the  effect  that  the  system  has  on 
our  civilian  hospitals.  This  is  the  way  it  came 
about:  It  is  common  knowledge  that  before 
World  War  II  our  veterans  hospitals  were 
rather  miserable  institutions,  where  veterans 
did  not  get  the  best  medical  care.  After  World 
War  II  the  government  took  steps  to  remedy 
this  situation.  As  most  veterans  hospitals 
were  located  near  medical  schools,  the  medi- 
cal schools  were  asked  to  form  Deans’  Com- 


mittees, who  would  furnish  consultants  for 
the  VA  hospitals.  The  object  of  this  was  to 
improve  the  medical  care.  (Definite  efforts 
were  also  made  to  improve  the  staffs  of  the 
VA  hospitals.) 

Effect  on  civilian  hospitals 

The  medical  schools  accepted  this  func- 
tion as  a patriotic  duty  and  responded  nobly. 
The  consultants  appointed  by  them  gave  the 
VA  hospitals  an  academic  status.  The  con- 
sultants are  largely  responsible  for  the  ex- 
cellence of  the  residency  training  programs. 
The  medical  schools  naturally  thought  that 
the  part  they  were  playing  in  the  program 
was  to  provide  better  care  for  disabled  vet- 
erans with  service-connected  disabilities,  who 
were  returning  in  great  numbers  from  over- 
seas. But  that  is  not  the  way  it  turned  out. 
The  affiliation  of  the  medical  schools  with 
the  VA  hospitals  enabled  the  latter  to  build 
up  tremendous  residency  training  programs 
and  this  resulted  in  enormous  expansion  of 
the  patient  load.  This  expansion  could  only 
have  been  obtained  by  the  VA  hospitals  tak- 
ing in  veterans  with  non-service-connected 
disabilities,  as  the  number  with  service-con- 
nected disabilities  gradually  petered  out.  The 
VA  officials  readily  admit  that  they  could 
not  carry  on  their  residency  training  pro- 
grams without  the  admission  of  veterans 
with  non-service-connected  disabilities.  The 
medical  schools  have  played  an  unwitting 
part  in  their  program. 

What  do  the  medical  schools  get  out  of 
it?  Of  course,  the  fees  for  the  consultants  go 
to  the  individual  consultants.  The  medical 
schools  do,  however,  get  some  VA  grants  for 
research.  I am  told,  though,  that  these  grants 
are  given  sporadically  and  that  the  medical 
schools  cannot  count  on  a continuing  pro- 
gram. They  will  get  an  organization  set  up 
for  a certain  research  project  only  to  find 
that  the  organization  has  to  be  disbanded  at 
the  end  of  the  year  because  of  a failure  to 
continue  the  grant  for  the  research.  But  this 
is  not  the  real  question.  The  real  question  is: 
Is  the  affiliation  of  our  medical  schools  with 
the  VA  hospitals  in  the  public  interest?  I 
doubt  if  the  medical  schools  have  taken  the 
trouble  to  re-evaluate  the  situation.  What 
started  out  as  a patriotic  duty  became  a 
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habit,  which  is  natural,  but  hardly  desirable. 
But  even  if  the  medical  schools  thoroughly 
disapproved  of  the  present  system,  and  I be- 
lieve that  most  of  them  do,  they  could  hardly 
take  the  stand  necessary  to  abolish  the  Deans’ 
Committees  because  there  would  immediate- 
ly be  raised  a hue  and  cry  to  the  effect  that 
they  were  against  veterans.  They  are,  there- 
fore, in  a dilemma  not  of  their  own  making. 
However,  the  present  system  has  resulted  in 
three  evils  not  at  all  anticipated  when  it  was 
started. 

In  the  first  place,  the  building  up  of  the 
residency  systems  in  the  VA  hospitals  has 
resulted  in  a depletion  of  the  number  of  resi- 
dents available  for  our  civilian  hospitals. 
This  has  caused  the  civilian  hospitals  to  ac- 
cept foreign  interns,  many  of  whom  are  good, 
but  many  of  whom  are  undesirable,  especial- 
ly because  of  language  difficulties.  If  the 
almost  3,000  residents  now  in  VA  hospitals 
were  freed  for  positions  in  civilian  hospitals, 
the  resident  problem  in  civilian  hospitals 
would  be  solved. 

Duplication  of  effort 

In  the  second  place,  it  has  resulted  in  a 
most  undesirable  type  of  empire  building. 
More  and  more  veterans  hospitals  have  been 
built  (and  probably  will  continue  to  be  under 
the  present  system).  Politicians  anxious  to 
get  votes  are  only  too  ready  to  jump  on  the 
bandwagon  and  squander  our  money  need- 
lessly in  a double  duplication  of  effort — 
namely,  double  facilities  for  the  indigent  (so- 
called)  and  double  facilities  for  residency 
training. 

In  the  third  place,  the  most  blatant  of  all 
the  abuses  of  the  present  system  is  the  la- 
mentable fact  that  patients  with  non-service- 
connected  disabilities  get  better  care  than 
those  with  service-connected  disabilities.  The 
reason  for  this,  of  course,  is  that  those  in  the 
former  class  are  mostly  acute  cases  and  there- 
fore of  more  interest  to  the  resident  staff 
and  for  teaching  purposes.  Those  of  the  latter 
class  are  chronic  cases  and  of  not  so  much 
interest,  and,  therefore,  they  get  less  atten- 
tion. Thus  we  see  that  the  entire  object  of 
the  VA  hospitals — the  care  of  veterans  dis- 
abled in  war — has  become  thwarted  by  the 
empire  building  bureaucrats. 


Solution 

What  to  do  about  it?  We  have  been  work- 
ing on  the  problem  in  Maryland  for  several 
years.  Our  State  Medical  Society  House  of 
Delegates  passed  resolutions  favoring  admis- 
sion only  of  patients  with  service-connected 
disabilities  to  VA  hospitals.  We  wrote  to  the 
other  states  and  got  them  to  support  us.  At 
the  Dallas  meeting  of  the  A.M.A.  last  Decem- 
ber, we  succeeded  in  getting  the  A.M.A. 
House  of  Delegates  to  pass  a resolution  re- 
questing a Congressional  hearing  in  the  mat- 
ter. We  believe  if  there  was  an  adequate  Con- 
gressional hearing  and  the  abuses  of  vet- 
erans’ medical  care  were  aired  before  the 
public,  we  could  get  corrective  legislation. 
We  cannot  do  it  unless  the  public  is  aware. 
We  can’t  do  it  either  without  the  help  of  all 
the  state  medical  societies  and  without  all 
the  doctors  getting  their  congressmen  to  re- 
quest corrective  legislation. 

There  are  people  who  say  that  it  is  im- 
possible to  get  any  legislation  affecting  the 
veteran.  They  say  that  the  veterans  are  the 
politicians’  pets.  I might  point  out  that  labor 
is  also  the  pet  of  the  politicians.  Yet  in  the 
last  session  of  Congress,  a fairly  strong  labor 
bill  was  forced  through,  really  against  the 
will  of  Congress,  who  had  no  appetite  for 
anything  but  a weak  bill,  because  of  the 
grassroots  pressure.  We  can  do  the  same 
thing  with  regard  to  the  abuses  in  veterans’ 
medical  care,  but  it  will  take  a lot  of  doing 
on  the  part  of  all  of  us.  The  A.M.A.  resolu- 
tion calling  for  a Congressional  hearing  was 
referred  to  the  A.M.A.  Council  on  Legislative 
Activities.  I attended  a meeting  of  the  coun- 
cil in  January  and  a committee  was  ap- 
pointed to  start  working  right  away  paving 
the  groundwork  for  a Congressional  hearing 
as  soon  as  the  Presidential  election  is  over. 

Result  of  legislation 

Should  legislation  be  passed  denying  all 
but  service-connected  cases  admission  to  VA 
hospitals,  the  VA  hospitals  would  die  on  the 
vine  (except  those  for  tuberculous  and  psy- 
chiatric patients) . There  would  not  be  enough 
patients  to  keep  them  going.  What,  then, 
would  happen  to  the  service-connected  cases? 
They  could  be  readily  taken  care  of  either 
in  our  many  service  hospitals  or  public  health 
hospitals,  or  preferably  at  home  on  a home 
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town  care  basis.  This  would  save  us  lots  of 
money  (about  a billion  a year)  and  it  is  high 
time  that  we  were  forcing  our  legislators  to 
cut  down  on  their  extravagant  spending. 

Abolishment  of  committees 

Should  the  desired  legislation  not  be 
passed,  then  I think  our  Deans’  Committees 
should  be  abolished.  As  pointed  out  before, 
the  medical  schools  are  hardly  in  a position 
to  take  the  initiative.  The  initiative  could 
readily  come  either  from  the  Council  on 
Medical  Education  and  Hospitals  of  the 
A.M.A.,  or  from  the  Association  of  American 
Medical  Colleges,  or  preferably  from  both. 
I feel  sure  that  these  bodies  will  not  act  un- 
less pressure  is  put  upon  them.  This  could 
come  from  all  of  our  state  medical  societies 
and  the  A.M.A.  Our  state  medical  societies 
could  force  the  A.M.A.  into  action  just  as  we 
did  in  the  Congressional  hearing  matter.  It 
is  up  to  us.  We  are  still  (somewhat)  masters 
of  our  fate.  If  the  Deans’  Committees  were 
abolished,  the  residency  training  programs  in 
VA  hospitals  would  fall  through  and  then 
there  would  be  no  further  need  for  their 
taking  patients  with  non-service-connected 
conditions.  Then  we  would  not  have  the 
managers  of  VA  hospitals  admitting  healthy 
patients  at  random  and  keeping  patients  in 
the  hospitals  for  weeks,  instead  of  days,  in 
order  to  keep  their  census  up. 

Before  closing  this  article,  I cannot  resist 
the  temptation  to  say  something  about  the 


cause  of  all  the  phony  things  we  see  going 
on  around  us  in  this  once  sane  country  of 
ours.  With  sops  to  veterans,  sops  to  farmers, 
sops  to  labor,  sops  to  every  imaginable  pres- 
sure group,  our  country  is  rapidly  going  on 
the  rocks.  I wonder  if  the  American  people 
are  still  tough  enough  to  reverse  the  trend. 
Or  are  they  becoming  irretrievably  soft — so 
soft  that  they  no  longer  care  anything  for 
liberty,  but  only  for  the  type  of  “security” 
furnished  by  a socialistic  and  paternalistic 
government.  History  has  shown  us  that  we 
cannot  continue  the  present  trend  and  sur- 
vive. Those  of  us  who  are  still  tough  must 
form  the  hard  core  for  the  regeneration  of 
our  once  great  nation. 

Spengler  and  interior  decay 

Spengler  in  his  The  Decline  of  the  West 
has  shown  that  all  the  great  civilizations  of 
the  past  have  declined,  not  from  outside 
sources,  but  from  an  interior  decay.  Socialism 
in  one  form  or  another  has  been  responsible 
in  each  instance.  The  peoples  of  the  various 
civilizations  lost  their  tough  fiber,  and,  in- 
stead of  maintaining  their  sturdy  independ- 
ence and  individualism,  began  to  seek  the 
ease  and  comfort  that  socialistic  self-seeking 
politicians  offered  them.  Thus  fell  Greece 
and  Rome.  Thus  were  nations  and  empires 
emasculated.  Some  of  our  present  day  West- 
ern nations  have  reduced  themselves  to  the 
same  pitiable  state.  Let  us  take  heed  from 
their  example  and  not  follow  suit.  • 


Directory  listings 

The  Rocky  Mountain  Medical  Directory  listing 
members  of  the  six  states  participating  in  the 
Rocky  Mountain  Medical  Journal  will  go  to  press 
the  first  of  the  year.  In  the  past,  every  member  in 
each  of  the  participating  states  received  a post- 
card asking  for  corrections  or  additions  in  their 
listing.  Unfortunately,  experience  has  shown  only 
a 50  per  cent  return  on  these  postcards  and  after 
the  directory  has  been  mailed,  numerous  com- 
plaints have  been  received  about  incorrect  listings. 
At  least  two-thirds  of  the  complaints  are  from 
physicians  who  have  not  returned  their  corrected 
cards. 

A new  system  for  publishing  the  directory  has 
been  adopted  this  year  and  each  State  Medical 
Society  Secretary  has  agreed  to  be  responsible  for 
submitting  the  corrected  copy  for  his  state.  All 
members  of  the  six  Rocky  Mountain  states  should 


check  their  listing  as  it  now  appears  in  the  1960 
Directory  of  Members,  and  if  there  are  any  changes 
or  corrections  to  be  made,  notify  the  Executive 
Secretary  of  your  State  Medical  Society. 

Physicians  who  have  been  elected  to  member- 
ship in  the  six  states  after  the  1960  Directory  was 
published  and  are  not  as  yet  listed  should  be 
certain  that  the  Executive  Secretary  of  their 
State  Society  has  their  correct  address.  We  are 
endeavoring  to  publish  an  up-to-date  directory, 
one  which  will  be  of  value  to  everyone,  and  in 
order  to  do  this  we  will  need  the  cooperation  of 
every  member  who  is  listed  or  who  should  be 
listed,  and  is  not.  The  information  we  will  require 
for  a complete  listing  is  name,  office  address  (one 
only,  if  you  maintain  two  offices  give  the  major 
office  address),  phone  number,  specialty  (if  limit- 
ed please  indicate  with  an  asterisk  [*]),  and  type 
of  practice. 


32 


Rocky  Mountain  Medical  Journal 


Jerked  elbow* 


W.  E.  Hess,  M.D.,  Salt  Lake  City 


Ages  two  to  six  are  subject  to  this 
easily  diagnosed  and  treated  condition. 


Subluxation  of  the  radial  head  from  un- 
der the  annular  ligament  in  children  has  been 
called  many  different  names:  Pulled  el- 
bow^’^,  nursemaid’s  elbow’^,  sprain  of  elbow, 
luxation  by  elongation®,  and  Malgaigne’s 
luxation®.  I have  elected  to  designate  it  jerked 
elbow  for  two  reasons.  First,  the  elbow  is 
jerked  by  a parent,  sibling,  baby  tender,  or 
playmate,  and  secondly,  the  one  supplying 
the  force  is  a “jerk”  as  far  as  the  child  is  con- 
cerned. It  commonly  occurs  as  the  parent  is 
leading  the  child  through  a store  by  one  hand 
at  a rapid  gait.  The  child  holds  back  because 
the  enticing  displays  command  more  atten- 
tion than  just  a passing  glance.  The  impatient 
parent  jerks  the  child  forward  by  the  hand 
with  the  resulting  subluxation.  I speak  as  a 
parent  with  first-hand  experience.  Occasion- 
ally, it  occurs  at  play  with  older  children  and 
rarely  as  the  child  falls  out  of  the  crib  catch- 
ing the  slats  with  one  hand. 

Pathology 

The  subject  is  presented  at  this  time  be- 
cause the  syndrome  seems  to  be  extremely 
puzzling  to  the  uninitiated.  Mothers  have 
told  me  many  times  the  family  physician  has 
examined  the  child,  may  or  may  not  have 
taken  an  x-ray,  and  then  advised  her  to  give 
the  child  an  aspirin  and  bring  him  back  the 
next  day.  After  a restless  night  for  child  and 
mother,  she  seeks  and  obtains  more  defini- 
tive treatment.  The  pathology^  is  thought 

‘From  the  Orthopedic  Department  of  the  Salt  Lake  Clinic, 
333  South  Ninth  East,  Salt  Lake  City,  Utah. 


to  be  an  incomplete  luxation  of  the  proximal 
end  of  the  radius®’^’®’®’’^’®  produced  by  a sud- 
den longitudinal  pull.  In  a child  age  two  to 
six,  the  circumference  of  the  radial  head  is 
the  same  or  smaller  than  the  radial  neck®. 
Thus,  there  is  little  to  keep  the  annular  liga- 
ment from  subluxating  to  a position  between 
the  capitellum  and  the  radial  head  when  the 
elbow  is  hyperextended.  By  seven  or  eight 
years  of  age,  the  radial  head  is  relatively 
larger  and  jerked  elbow  does  not  occur. 

The  clinical  picture  is  that  of  a crying 
child,  two  to  six  years  of  age,  carried  in  by  a 
parent,  the  child  holding  one  arm  stiffly  with 
the  elbow  in  mild  flexion  (a  position  of  110 
to  135  degrees)  and  the  forearm  in  mid- 
pronation. The  child  screams  and  bitterly 
resists  any  handling  of  the  involved  arm. 
X-rays,  if  taken,  are  negative.  The  diagnostic 
features  are  little  or  no  swelling,  pain  on  any 
attempted  movement,  negative  x-rays,  and 
the  arm  held  as  described  above.  After  one 
sees  a few  of  these,  he  has  no  difficulty  with 
the  diagnosis,  and  x-rays  are  rarely  necessary. 


Fig.  1.  Lateral  view  illustrates  proximal  displace- 
ment of  the  annular  ligament  with  impingement. 
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However,  for  the  beginner,  who  might  con- 
fuse the  picture  with  a supracondylar  or 
condylar  fracture,  x-rays  should  be  made. 

Treatment 

The  treatment  is  simple.  The  child’s  hand 
is  grasped  with  one  hand  and  his  elbow  with 
the  other.  The  forearm  is  then  supinated 
with  a quick,  deft  motion.  There  is  an  audible 
and  palpable  click  at  the  elbow,  the  child 
cries  out,  and  then  within  a very  few  minutes 
he  discovers  he  can  move  his  elbow  once 
again  without  pain.  Very  infrequently,  when 
supination  fails  to  produce  the  click  or  reduc- 
tion, pronation  has  accomplished  the  desired 
result.  The  ordinary  after  care  consists  only 
of  advice  to  the  parents  not  to  jerk  or  allow 
anyone  else  to  jerk  the  child’s  arm.  If  the 


Every  statistic  represents  a human  life. 
Too  many  are  the  result  of  preventable 
accidents.  Only  two-fifths  of  these 
are  due  to  automobiles. 


Accidents  were  the  fourth  leading  cause  of 
death  for  Colorado  residents  and  also  for  the 
United  States  in  1958,  as  they  were  a decade 
ago.  The  accidental  deaths  of  Colorado  resi- 
dents, within  and  outside  the  state,  numbered 
1,003  out  of  14,391  deaths  from  all  causes  in 
1958,  and  856  out  of  the  total  12,375  deaths  in 
1949.  In  both  years  the  accident  fatalities 
equalled  almost  7 per  cent  of  the  deaths  from 
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same  child  returns  with  a recurrent  episode,  I 
then  apply  a posterior  molded  plaster-of- 
paris  splint  and  sling  for  approximately  two 
weeks.  The  recurrence  rate  in  my  hands  is 
less  than  15  per  cent.  Some^  recommend  ap- 
plication of  a collar  and  cuff  sling  at  the  time 
of  reduction.  There  is  no  objection  to  this  but 
my  experience  with  this  treatment  has  been 
that  these  youngsters  have  no  subsequent 
pain  and  therefore  either  remove  the  device 
themselves  or  enlist  the  sympathetic  aid  of 
a parent  or  friend. 

Summary 

In  summary,  jerked  elbow  is  a painful 
condition  of  childhood  ages  two  to  six,  easily 
diagnosed  and  easily  treated  if  one  is  aware 

of  the  problem.  • references  on  page  54 

Accident  fatalities 
in  Colorado 

Roy  L.  Cleere,  M.D.,*  Denver 

all  causes.  The  accidental  deaths  in  the  Unit- 
ed States  represented  about  5.5  per  cent  of 
the  total  deaths  in  1958,  as  estimated  from  a 
10  per  cent  sample  of  the  death  certificates, 
in  comparison  with  somewhat  more  than  6 
per  cent  of  the  total  deaths  in  1949. 

As  shown  by  the  chart  and  Table  2 regard- 
ing fatalities  from  motor  vehicle  accidents 
and  from  all  other  accidents  per  100,000 
population,  the  annual  rates  for  each  of  these 
categories  continued  higher  for  Colorado  res- 
idents than  for  the  United  States  during  the 
10-year  period,  with  a few  exceptions.  Table 
1 gives  the  basic  statistics  on  the  accident 
fatalities  and  on  population  estimates  for 
Colorado.  On  an  average,  the  motor  vehicle 
accident  deaths  equalled  two-fifths  of  the 
total  fatalities  from  accidental  causes  in  both 
the  first  and  second  halves  of  the  period. 
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Death  rates  from  motor  vehicle  accidents 
and  all  other  accidents,  Colorado 
residents  and  United  States,  1949-1958 
(Deaths  per  100,000  estimated  population 
at  midyear) 


1 1 I 

Period  First  Five  Years  Second  FiveYears 


TABLE  1 

Motor  vehicle  and  other  accident  deaths 
Colorado  residents,  in  and  out  of 
state  and  estimated  midyear 
population 


Year 

Deaths  from  accidents 
Motor  vehicle  All  other 

Estimated 

population 

1949 

312 

544 

1,249,000 

1950 

405 

532 

1,325,100 

1951 

349 

565 

1,376,000 

1952 

381 

528 

1,431,000 

1953 

345 

513 

1,456,000 

1954 

403 

521 

1,499,000 

1955 

385 

559 

1,547,000 

1956 

406 

556 

1,628,000 

1957 

410 

585 

1,663,000 

1958 

397 

606 

1,711,000 

The 

motor  vehicle 

accident  deaths 

include  fatalities 

from  both  traffic  and  noritraffic  accidents  involving 
motor  vehicles. 

The  residence  allocation  of  the  state  statistics  is 
according  to  the  place  of  usual  residence  shown  on  the 
death  certificates. 

Sources;  Population — estimates  by  the  U.  S.  Bureau 
of  the  Census:  deaths — annual  vital  statistics  tabulations, 
Records  and  Statistics  Section,  Colorado  State  Depart- 
ment of  Public  Health. 


TABLE  2 

Motor  vehicle  and  other  accident  death 
rates  Colorado  residents,  in  and  out 
of  state,  and  U.  S. 

(Deaths  per  100,000  midyear  population) 


Year 

Motor  vehicle 

Colo.  Res.  U.  S. 

All  other 

Colo.  Res.  U.  S. 

1949 

25.0 

21.3 

43.5 

39.3 

1950 

30.6 

23.1 

40.1 

37.5 

1951 

25.4 

24.1 

41.0 

38.4 

1952 

26.6 

24.3 

36.9 

37.5 

1953 

23.7 

24.0 

35.2 

36.1 

1954 

26.9 

22.1 

34.7 

33.8 

1955 

24.9 

23.4 

36.1 

33.5 

1956 

24.9 

23.7 

34.2 

33.0 

1957 

24.6 

22.9 

35.2 

32.7 

1958 

23.2 

21.5 

35.4 

31.1 

The  motor  vehicle  accident  deaths  include  fatalities 
from  both  traffic  and  nontraffic  accidents  involving 
motor  vehicles. 

The  residence  allocation  of  the  state  statistics  is  ac- 
cording to  the  place  of  usual  residence  shown  on  the 
death  certificates. 


In  order  to  average  the  year  to  year  fluc- 
tuations and  analyze  the  main  trends  for 
Colorado  residents  and  also  for  the  United 
States,  the  median  death  rates  from  motor 
vehicle  accidents  and  from  other  accidents 
in  the  first  five  of  the  10  years  were  com- 
pared with  the  median  rates  for  the  second 
five  years.  It  was  found  that  the  proportion- 
ate decrease  in  the  median  rates  was  less  for 
motor  vehicle  accident  deaths  than  for  the 
other  accident  deaths,  both  for  Colorado  resi- 
dents and  for  the  United  States.  The  decrease 
in  the  median  rates  was  considerably  greater 
for  the  United  States  than  for  Colorado  resi- 
dents in  the  instance  of  motor  vehicle  acci- 
dents, but  about  the  same  as  regards  other 
accidents.  The  figures  are  as  follows: 


Colo.  Res. 

u.  s. 

Motor  vehicle  accidents 

Median  rate  1949-1953  

...25.4 

24.0 

Median  rate  1954-1958  

...24.9 

22.9 

Per  cent  decrease  in  median 

...  2.0 

4.6 

All  other  accidents 

Median  rate  1949-1953  

...40.1 

37.5 

Median  rate  1954-1958  

...35.2 

33.0 

Per  cent  decrease  in  median 

...12.2 

12.0 

The  age  distributions  of  the  motor  vehicle 
accident  deaths  and  the  deaths  from  other 
accidents  of  Colorado  residents,  within  and 
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outside  the  state,  in  1958  are  shown  in  Table 
3 according  to  broad  age  categories.  Motor 
vehicle  accident  fatalities  were  most  numer- 
ous in  the  age  group  25  through  44  years; 
other  accidental  deaths  were  most  common 
in  the  group  aged  65  and  older. 

The  number  of  accident  deaths  that  occur 
within  the  state,  regardless  of  the  residence 
status  of  the  victims,  is  of  concern  to  the 
physicians,  hospital  staffs,  and  others  who 
deal  with  the  emergencies.  In  Table  4,  there- 
fore, information  for  1958  is  presented  re- 
garding the  number  of  accidental  deaths  of 
Colorado  residents  outside  the  state,  of  Colo- 
rado residents  within  the  state,  and  of  non- 
residents of  Colorado  who  died  in  this  state 
from  accidental  causes. 

A total  of  105  Colorado  residents  died  out 
of  the  state  from  accidental  causes,  accord- 
ing to  the  interstate  notifications  received  by 
the  Records  and  Statistics  Section;  and  898 
died  in  Colorado.  In  addition,  150  nonresi- 
dents died  in  Colorado  from  accidents.  Since 
this  classification  is  based  on  the  place  of 
occurrence  of  the  deaths,  not  of  the  accidents, 
it  reflects  any  movement  of  fatal  accident 
victims  across  the  state  boundaries  for  care 
before  death.  The  residence  status  is  based 
on  the  usual  place  of  residence  shown  on  the 
death  certificates. 

The  898  accidental  deaths  of  Colorado  res- 
idents in  the  state  in  1958  are  distributed  in 
Table  4 according  to  12  groupings  of  the 
external  causes  of  injury.  Motor  vehicle  ac- 
cidents head  the  list,  followed  by  falls  in 
second  rank.  These  two  categories  account  for 
60  per  cent  of  the  898  fatalities;  motor  ve- 
hicle accidents  for  37  per  cent  and  falls  for 
23  per  cent.  Cross  tabulations  of  the  fatalities 
from  specific  types  of  accidents  with  age  of 
the  victims  reveal  many  variations  in  the  age 
distributions,  as  would  be  expected  from  the 
descriptions  of  the  cause  groups  in  Table  4. 
Although  not  abstracted  in  this  brief  article, 
the  cross  tabulations  with  age  and  with  other 
factors  are  analyzed  in  special  studies  from 
time  to  time. 

Use  of  statistics 

The  statistical  review  and  analyses  sum- 
marized in  this  report  were  made  by  the 
Research  and  Reports  Service  of  the  Colo- 
rado State  Department  of  Public  Health. 


TABLE  3 

Accident  deaths,  motor  vehicle  and  other, 
1958,  by  age  group,  Colorado  residents, 
in  and  out  of  state 


Age  group  Motor  vehicle  AU  other 


All  ages  397  606 

Under  5 28  93 

5-14  27  45 

15-24  96  45 

25-44  103  108 

45-64  79  92 

65  and  older 64  223 


The  residence  allocation  is  according  to  the  place 
of  usual  residence  shown  on  the  death  certificates. 


TABLE  4 

Accident  deaths  1958,  by  external  cause 
of  injury,  Colorado  residents,  in  and 
out  of  state  and  nonresidents 
in  state 


Residence  status  and  type  of  accident  Deaths 

Deaths  of  Colorado  residents 1,003 

Out  of  the  state  105 

Motor  vehicle,  including  nontraffic....  65 

Other  40 

In  the  state  898 

Motor  vehicle,  including  nontraffic....  332 
Falls,  except  in  motor  vehicle  and 

other  transportation  205 

Fire,  steam,  explosion,  corrosive 

liquid,  hot  substance,  etc 61 

Drowning  and  submersion,  including 
submersions  with  small  watercraft  60 
Mechanical  suffocation,  from  inhala- 
tion, ingestion,  smothering,  etc 52 

Poisoning,  by  solids  and  liquids; 

gas  and  vapors  34 

Firearms,  excluding  injuries  in  war 

operations 33 

Transportation,  except  elsewhere 

indicated  31 

Medical,  surgical,  therapeutic  mis- 
adventures, etc 26 

Machinery,  except  in  road  transport 

or  on  watercraft  25 

Results  of  heat,  cold,  thirst,  hunger, 

lightning,  cataclysm,  etc 20 

All  other  19 

Deaths  of  nonresidents  in  Colorado 150 

Motor  vehicle,  including  nontraffic....  87 
Other  63 


The  residence  allocation  is  according  to  the  place  of 
usual  residence  shown  on  the  death  certificates. 

The  accident  classification  is  a condensation  of  the 
External  Cause  Code  for  accidents,  in  the  International 
Classification  of  Diseases,  Injuries  and  Causes  of  Death, 
1955  Revision,  according  to  which  the  deaths  were 
tabulated. 
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They  are  based  on  detailed  annual  state  and 
county  statistics  on  accidental  deaths  such  as 
the  Records  and  Statistics  Section  has  ma- 
chine tabulated  ever  since  1940,  and  upon 
series  of  National  Office  of  Vital  Statistics 
publications  kept  in  the  department’s  statis- 
tical reference  collections. 

The  accident  death  records  and  tabula- 
tions are  used  by  the  department  in  answer- 
ing numerous  inquiries  regarding  specific 
types  of  accident  fatalities  and  in  providing 
information  routinely  to  various  other  agen- 
cies. For  example,  summaries  of  the  acci- 
dental deaths  that  occur  in  the  state  are  sent 
monthly  to  the  National  Safety  Council  for 
its  compilations  on  work,  home,  motor-ve- 
hicle, and  other  public  accidents  subdivided 
by  external  cause  of  injury  and  age  of  victim. 
Copies  of  these  summaries  and  also  copies  of 
the  poisoning  death  certificates  are  sent  to 
the  Poison  Control  Center,  situated  at  the 
Denver  Department  of  Health  and  Hospitals, 


a project  now  financially  aided  by  the  State 
Department  of  Public  Health. 

Application  of  recent  National  Health 
Survey  rates  on  injuries  per  100  population 
to  the  estimated  population  of  Colorado  in 
1958  indicated  that  there  may  be  about  475 
times  as  many  nonfatal  injuries  as  deaths 
from  accidents  among  Coloradans,  or  an 
estimated  476,425  injuries  plus  the  1,003  fa- 
talities of  Colorado  residents  in  1958.  Preven- 
tion of  this  toll  of  injury  and  death  is  a 
tremendous  problem.  It  is  being  attacked  in 
many  ways  by  many  types  of  organizations, 
including  government  agencies,  traffic  con- 
trol authorities,  industries,  schools,  medical 
societies,  civic  associations  and  numerous 
other  groups.  Nevertheless,  need  to  accelerate 
the  downward  course  of  the  accident  death 
and  disability  rates  is  great,  and  development 
of  more  effective  control  measures  should  be 
stimulated  and  coordinated  in  all  possible 
ways.  • 


Old  age  pension  medical  care  plan 

Policy  and  benefit  changes  in  Colorado 

Paul  Hartendorp,  M.D.,*  Denver 


This  plan  as  conceived  and 
now  operating  is  good  for  the 
pensionees  and  is  good  for 
our  profession.  Every  plan  of  this  type 
is  beset  with  problems,  chiefly  financial 
and  due  largely  to  overutilization. 

Every  participating  physician 
must  be  thoughtful  and  unselfish, 
doing  his  part  to  make  it  survive. 

Because  of  increasing  costs  of  all  types  of 
medical  care,  and  because  of  the  large  and 

*Director,  Division  of  Medical  Services,  Colorado  State  Depart- 
ment of  Public  Welfare. 
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increasing  rate  of  utilization  of  medical  ben- 
efits provided  by  the  Old  Age  Pension  Medi- 
cal Care  Fund  to  recipients,  32,733,  or  56.06 
per  cent  of  the  52,000  eligible  pensioners,  it 
has  become  necessary  to  review  carefully  the 
operation  procedure  and  cost  structure  of  the 
whole  program.  This  includes  the  following: 
Drugs  in  nursing  homes,  hospitalization, 
nursing  home  care,  physicians’  services,  and 
transportation. 

A study  of  expenditures  has  indicated  that 
if  the  current  rate  continues  there  will  be  an 
overexpenditure  of  more  than  $1,200,000  for 
the  year.  As  the  state  Constitution  limits  the 
expenditure  to  $10,000,000,  retrenchment  of 
the  present  program  is  urgently  needed.  In 
consideration  of  how  this  may  be  accom- 
plished, the  following  alternatives  are  sug- 
gested: 
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1.  Impose  a 21-day  limit  for  hospitalization 
per  admission.  Last  year,  1959,  there  were 
22,113  hospital  admissions.  14,236  people  were 
hospitalized  for  a total  of  261,328  days  in  84 
hospitals;  8,591  were  men,  and  13,522  were 
women.  Average  length  of  stay  was  11.8  days. 
About  10  per  cent  of  the  total  caseload  re- 
quired more  than  30  days  in  hospital  stay. 
Average  cost  per  day  was  $20.53;  average  cost 
per  admission  was  $242.63.  It  has  been  esti- 
mated that  a 21-day  limit  of  hospital  stay 
would  effect  a decrease  of  approximately 
$600,000. 

Action  taken  by  the  State  Board  of  Public 
Welfare  at  its  last  regular  meeting  on  August 
11,  1960,  revoked  the  30-day  regulation  for 
hospital  care  to  21  days  of  hospital  care  per 
admission,  with  the  provision  that  in  the 
event  of  extremely  severe  illness  where  ad- 
ditional hospitalization  is  imperative,  or 
where  nursing  home  care  is  inadequate,  or 
not  available  because  of  no  nursing  home  in 
the  county,  or  where  the  hospital  is  the  only 
place  where  care  can  be  obtained,  then  the 
attending  physician  should,  on  the  14th  day 
of  hospital  stay,  make  his  request  for  addi- 
tional hospitalization  on  Form  MED-7,  to- 
gether with  sufficient  relevant  medical  in- 
formation, in  order  that  the  processing  of 
these  requests  be  expedited.  The  Form  MED-7 
is  supplied  to  all  hospitals  by  Blue  Cross. 

The  Board  of  Welfare  has  also  imposed  a 
30-day  interval  from  date  of  discharge  to  re- 
admission, when  extension  of  hospitalization 
beyond  the  21-day  period  has  not  been  prop- 
erly requested,  or  has  been  denied  by  review 
of  request  per  letter  or  telephone  communica- 
tion. There  have  been  instances  where  pa- 
tients discharged  from  one  hospital  were 
readmitted  on  the  same  day,  or  the  following 
day,  to  the  same  or  another  hospital,  even 
though  the  need  for  continued  hospitalization 
was  not  medically  necessary,  but  for  the  pur- 
pose of  circumventing  the  30-day  regulation. 
It  is  self-evident  that  considerable  expense 
can  be  avoided  by  enforcing  this  provision. 

2.  Require  prior  authorization  or  consulta- 
tion by  two  or  more  physicians  and  the  Di- 
rector of  the  County  Welfare  Department  for 
elective  surgery,  i.e.,  for  hernias  without  ob- 
structive symptoms,  pelvic  repair  in  extreme- 
ly old  persons,  and  also  any  type  of  surgery 


for  cosmetic  reasons  only.  (The  details  of 
prior  authorization  will  be  determined  at  a 
later  date  by  joint  action  of  the  Department 
of  Welfare  and  the  State  Medical  Society.) 
It  is  expected  that  decreased  expenditures  of 
some  $200,000  will  be  effected. 

3.  Discontinue  the  Home  and  Doctor’s  Of- 
fice Call  Program.  Only  25  per  cent  of  OAP 
recipients  needed  this  service  last  year.  There 
has  been  some  misuse  of  this  program  by  non- 
eligible  recipients,  and  we  have  no  facilities 
for  good  control  of  improper  billing  to  Colo- 
rado Medical  Service.  Although  this  is  not  a 
large  program,  its  limitations  and  effective- 
ness are  questioned.  The  dollar  amount  ex- 
pended could  be  used  to  better  advantage, 
and  amounts  to  an  estimated  saving  of 
$500,000. 

4.  Abolish  transportation  benefits.  This  ac- 
counts for  around  $60,000  per  year.  Nearly 
all  of  our  recipients  have  or  are  able  to  ob- 
tain their  own  transportation.  Exception  may 
be  made  in  extreme  cases  only. 

5.  A.  Better  selective  screening  of  nursing 
home  applicants  in  determining  the  need  for 
nursing  home  care  is  needed.  4,907  persons — 
8.40  per  cent — received  this  care  in  1959.  It 
has  been  suggested  that  we  discontinue  the 
classification  of  nursing  home  patients,  and 
the  Group  Rating  of  nursing  homes  and,  in 
place  of  this,  scale  the  rate  of  payment  ac- 
cording to  the  quality  of  the  home;  make 
additional  payment  to  the  base  rate  for  extra 
equipment,  better  than  ordinary  physical 
plant,  recreation  area,  spaciousness,  and  at- 
tractiveness of  surrounding  grounds;  this  to 
be  graded  on  a simple  point  system  for  the 
purpose  of  computing  the  additional  amount 
paid  to  the  nursing  home  (details  to  be  de- 
termined later). 

B.  Explore  the  establishing  of  homes  for 
the  aged;  for  persons  not  in  need  of  nursing 
home  care  but  who,  because  of  enfeeblement 
of  age  and  need  for  domicilliary  care,  require 
this  type  of  shelter  and  supervised  living. 

6.  A $25.00  or  $30.00  deductible  plan,  or  a 
requirement  of  the  patient  to  be  financially 
liable  for  the  first  two  or  three  days  of  hos- 
pital care  in  order  that  utilization  for  minor- 
type  illness  be  lessened,  and  prevent  the  large 
number  of  two  and  three-day  hospital  bills 
we  are  now  required  to  pay.  • 
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Cushing’s  syndrome: 
trends  in  diagnosis* 

Edward  H.  Rynearson,  M.D.,  William  E.  Mayberry,  M.D.,  Rochester,  Minnesota 


Tests  stimulating  and  others 
suppressing  the  adrenal  cortex 
form  the  basis  of  many  of  our  tests 
for  Cushing  s syndrome.  More 
research  is  still  needed,  however. 

In  a series  of  100  cases  of  Cushing’s  syn- 
drome seen  at  the  Mayo  Clinic,  the  most 
common  signs  and  symptoms  have  been 
rounding  of  the  face,  hypertension,  truncal 
obesity,  plethora  of  the  face,  hirsutism,  cervi- 
codorsal  hump,  purple  striae,  acne  and  kera- 
tosis pilaris,  ecchymoses,  and  amenorrhea,  in 
that  order  (Table  1) . Until  recent  years, 


TABLE  1 

Cushing’s  syndrome:  clinical  signs  and 
symptoms  in  100  cases 


Rounding  of  the  face  92 

Hypertension  (over  150/90)  90 

Truncal  obesity  84 

Plethora  of  the  face  81 

Hirsutism*  74 

Cervicodorsal  hump  67 

Purple  striae  64 

Acne  and  keratosis  pilaris 64 

Ecchymoses  62 

Amenorrheat  35 


•There  were  81  females,  including  one  child. 

tThere  were  63  females  between  the  ages  of  29  and  45. 


•Read  at  the  56th  Annual  Meeting  of  the  Wyoming  State 
Medical  Society,  Jackson  Hole,  Wyoming,  June  11  to  14,  1959. 
Prom  the  Mayo  Clinic  and  Mayo  Foundation,  which  is  a part 
of  the  Graduate  School  of  the  University  of  Minnesota. 


when  measurements  of  plasma  and  urinary 
steroids  became  available,  the  more  helpful 
laboratory  findings  were  those  of  lympho- 
penia, hyperglycemia,  alkalinity  of  urine, 
hypopotassemia,  alkalosis,  hypochloremia, 
polycythemia,  and  hypernatremia  (Table  2). 


TABLE  2 

Cushing’s  syndrome:  laboratory  findings 
in  100  cases 


Lymphopenia  81 

Hyperglycemia*  57 

Alkaline  urine  37 

Hypopotassemia  35 

Alkalosis 26 

Hypochloremia  15 

Polycythemia  12 

Hypernatremia  5 


*Data  obtained  from  67  cases  in  which  carbohydrate 
metabolism  was  adequately  studied. 


Steroid  production 

As  the  biochemical  measurement  of  plas- 
ma steroids  and  the  urinary  metabolites  of 
adrenal  steroids  have  become  available,  we 
have  relied  increasingly  on  these  determina- 
tions in  the  diagnosis  of  Cushing’s  syndrome. 
Especially  we  have  done  so  in  the  less  char- 
acteristic and  atypical  cases.  Routinely  in  sus- 
pected cases  we  measure  the  urinary  17- 
ketosteroids,  urinary  corticosteroids,  and  plas- 
ma corticosteroids. 

The  urinary  17-ketosteroids  are  so  named 
because  of  the  presence  of  a ketone  group  at 
carbon  atom  17  of  the  steroid  nucleus,  and 
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this  is  a colorimetric  identifying  mark  of  the 
neutral  17-ketosteroids.  The  precursors  of 
these  metabolites  are  found  in  both  the 
adrenal  cortices  and  the  testes,  and  perhaps 
to  a small  extent  in  the  ovaries.  It  is  esti- 
mated that  the  testes  add  perhaps  50  per 
cent  to  the  production  from  the  adrenal  cor- 
tices. Because  of  variations  through  the  day, 
the  measurement  is  made  from  a 24-hour 
collection  of  urine.  In  our  laboratory  normal 
values  range  from  6 to  21  mg.  per  24  hours 
for  men  and  4 to  17  mg.  per  24  hours  for 
women.  Sprague^,  in  analyzing  our  clinical 
data  regarding  this  determination,  has  found 
that  the  excretion  of  17-ketosteroids  is 
usually  high  in  adrenal  carcinoma,  low  in 
adenoma,  and  intermediate  in  hyperplasia, 
but  that  the  overlapping  among  the  three  is 
so  great  that  the  test  does  not  differentiate 
reliably  in  the  single  case. 

As  measured  by  the  formaldehydogenic 
method,  the  urinary  corticosteroids  include 
the  intact  adrenal  hormones  and  their  me- 
tabolites that  still  retain  the  characteristic 
side  chain  of  two  carbon  atoms.  Small  varia- 
tions in  the  procedure  may  give  different 
results,  and  therefore  values  from  different 
laboratories  may  not  agree.  Neither  the  tes- 
tes nor  the  ovaries  produce  gluco-corticoids, 
and  the  normal  values  for  men  and  women 
do  not  differ  significantly.  Normal  values  in 
our  laboratory  range  from  0.4  to  1.0  mg.  per 
24  hours.  In  Cushing’s  syndrome  associated 
with  adenoma,  hyperplasia,  or  carcinoma, 
elevated  values  are  common.  Such  an  eleva- 
tion may  be  associated  with  any  severe  stress, 
however,  and  single  determinations  should 
not  be  relied  upon. 

Under  normal  conditions  practically  all 
the  gluco-corticoid  activity  of  the  plasma  is 
due  to  hydrocortisone.  The  determination  of 
plasma  17-hydroxycorticosteroids  (hydrocor- 
tisone) is  a colorimetric  process  using  10  ml. 
of  plasma.  The  plasma  concentrations  in  man 
are  subject  to  diurnal  variation,  but  values 
determined  at  8 a.m.  and  4 p.m.  give  a fairly 
good  representation  of  their  status  during 
the  daylight  period.  Normal  values  range 
from  10  to  22  micrograms  per  100  ml.  of 
plasma  at  8 a.m.  and  from  1 to  15  micrograms 
at  4 p.m.  In  Cushing’s  syndrome  the  values 
characteristically  are  elevated  throughout 
the  day,  with  little  or  none  of  the  normal 


decrease  in  the  4 p.m.  value.  The  enigma  of 
the  borderline  case  is  not  resolved  by  this 
test  alone,  however,  because  of  its  wide  range 
of  normal  values. 

Newer  tests 

Since  the  nature  of  the  disorder  producing 
Cushing’s  syndrome  has  some  bearing  on  the 
treatment,  diagnostic  methods  short  of  ex- 
ploration have  been  sought;  and  the  newer 
tests  distinguish  among  the  causes  besides 
diagnosing  the  syndrome.  The  suggested 
methods  may  be  categorized  as  (1)  tests 
stimulating  the  adrenal  cortex  with  ACTH 
and  (2)  tests  suppressing  the  adrenal  cortex 
by  use  of  exogenous  steroids  such  as  dexa- 
methasone  or  9a-fluorohydrocortisone. 

These  newer  tests,  along  with  reports  of 
chromophobic  pituitary  adenomas  in  some 
patients  with  adrenal  hyperplasia  following 
total  adrenalectomy,  have  stimulated  a re- 
newal of  the  argument  as  to  the  cause  of 
hyperplasia.  The  benign  and  malignant  tu- 
mors of  the  adrenal  cortex  that  produce 
Cushing’s  syndrome  are  analogous  to  hyper- 
functioning and  autonomous  tumors  arising 
in  other  endocrine  glands.  Time  does  not  per- 
mit discussion  of  this  interesting  subject, 
except  to  say  that  while  the  immediate  cause 
of  the  signs  and  symptoms  of  Cushing’s  syn- 
drome is  the  excess  secretion  of  hydrocorti- 
sone or  similar  steroids,  the  ultimate  cause 
of  the  adrenocortical  hyperfunction  or  hyper- 
plasia is  unknown.  Although  Paris  and  asso- 
ciates^ were  unable  to  detect  circulating 
ACTH  in  patients  with  hyperplasia,  it  should 
be  remembered  that  present  methods  of 
assay  are  not  sensitive  enough  to  measure 
the  activity  of  circulating  corticotropin  in 
normal  subjects.  Consequently,  a modest  in- 
crease in  such  activity  could  be  present  and 
escape  detection  by  present-day  methods  of 
assay. 

ACTH  stimulation 

Forsham  and  associates®,  in  1948,  pointed 
to  the  response  of  the  adrenal  cortex  to  exog- 
enous ACTH  as  a quantitative  test  of  adrenal 
function.  Soffer  and  associates^,  in  1950,  first 
demonstrated  that  administration  of  cortico- 
tropin resulted  in  an  excessive  response  by 
the  hyperplastic  adrenal.  Thorn  and  associ- 
ates®*®, in  1953,  revealed  that  changes  in  the 
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24-hour  excretion  values  of  urinary  17-ketos- 
teroids  and  17-hydroxy  corticosteroids  during 
administration  of  ACTH  had  proved  useful 
as  an  index  of  adrenocortical  capacity.  Fol- 
lowing the  introduction  by  Nelson  and  Sam- 
uels'^ of  a method  for  determining  amounts 
of  17-hydroxycorticosteroids  in  blood,  the 
tests  for  the  measurement  of  plasma  levels 
of  cortisol  following  administration  of  ACTH 
were  introduced.  Eik-Nes  and  associates®  were 
the  first  to  report  results  of  this  test  from 
normal  and  abnormal  adrenal  states.  These 
several  publications  provided  the  stimulus 
for  a great  number  of  reports  concerning  the 
measurement  of  plasma  levels  of  cortisol  and 
urinary  levels  of  17-ketosteroids  and  corti- 
costeroids following  administration  of  ACTH 
in  a variety  of  adrenal  abnormalities. 

At  the  present  time  we  rarely  use  the 
ACTH  stimulation  test  in  either  the  diagnosis 
of  Cushing’s  syndrome  or  the  preoperative 
separation  of  patients  with  Cushing’s  syn- 
drome due  to  adrenocortical  hyperplasia  from 
those  whose  disease  is  related  to  an  adreno- 
cortical tumor.  Although  the  patient  whose 
syndrome  is  associated  with  an  adrenal  cor- 
tical carcinoma  does  not  respond  to  a four- 
hour  infusion  of  ACTH  with  an  increase  in 
plasma  cortisol  levels,  both  the  patient  whose 
Cushing’s  syndrome  is  associated  with  hyper- 
plasia of  the  adrenal  cortex  and  the  patient 
whose  disease  is  due  to  a benign  adrenocorti- 
cal adenoma  have  an  exaggerated  increase 
in  plasma  cortisol  levels;  the  physician  cannot 
always  be  sure  of  separating  the  two  under- 
lying factors.  Also,  the  response  to  this  stimu- 
lus in  the  patient  with  Cushing’s  syndrome 
caused  by  hyperplasia  overlaps  to  some  ex- 
tent the  response  in  the  normal  person.  For 
these  reasons,  we  have  done  practically  no 
ACTH  stimulation  tests  the  past  three  years, 
relying  instead  on  the  suppression  test. 

At  the  present  time  we  employ  the  stimu- 
lation tests  in  Cushing’s  syndrome  most  often 
in  an  effort  to  diagnose  certain  borderline 
cases,  and  occasionally  in  an  attempt  to  de- 
cide whether  the  lesion  of  the  adrenal  cortex 
is  hyperplastic  or  anaplastic.  As  we  admin- 
ister the  test,  25  units  of  ACTH  are  suspended 
in  1,000  ml.  of  saline  and  administered  intra- 
venously over  an  eight-hour  period.  Baseline 
urinary  steroid  values  are  determined  for  a 
24-hour  period  prior  to  the  test.  The  plasma 


cortisol  level  is  determined  prior  to  institu- 
tion of  the  intravenous  drip  and  after  two 
and  eight  hours  of  its  administration.  A 24- 
hour  collection  of  urine  is  made  on  the  day 
of  the  test  and  the  concentrations  of  17-ketos- 
teroid  and  corticosteroid  are  determined.  The 
procedure  may  be  repeated  for  two  to  three 
consecutive  days,  depending  upon  the  re- 
sponse. 

It  has  been  found  by  a number  of  other 
investigators,  as  well  as  by  us,  that  a great 
deal  of  overlapping  occurs  in  the  adrenal 
responses  of  normal  people  and  of  those  with 
Cushing’s  syndrome  due  to  hyperplasia,  ade- 
noma, or  carcinoma.  Usually  the  rise  in 
urinary  17-ketosteroids  is  of  impressive  size 
only  in  those  patients  with  syndromes  con- 
sisting primarily  of  virilization.  Urinary  cor- 
ticosteroids increase  by  three  to  five  times 
in  normal  persons,  and  by  larger  multiples 
in  patients  whose  syndrome  is  due  to  hyper- 
plasia or  benign  anaplasia,  but  increase  little 
if  at  all  in  those  whose  syndrome  is  due  to 
carcinoma. 

Cortisone  suppression  tests 

Ingle  and  KendalP  showed  in  1937  that 
the  administration  of  corticosteroids  over  a 
long  period  depressed  adrenocortical  func- 
tion. Sprague  and  associates^®  later  found 
inactivation  of  the  adrenal  cortex  in  man 
following  the  administration  of  cortisone,  as 
judged  by  the  urinary  excretion  of  17-ketos- 
teroid  and  the  response  of  the  eosinophils. 
This  work  has  formed  the  basis  for  the  later 
tests  of  adrenal  suppression.  The  basis  for 
the  suppression  tests  is  that  the  secretion  of 
cortisol  is  controlled  by  the  concentration  of 
circulating  ACTH,  and  through  a feedback 
mechanism  the  secretion  of  ACTH  is  con- 
trolled by  the  plasma  concentration  of  cor- 
tisol. 

The  earlier  suppression  tests  employed 
the  only  available  steroid,  cortisone;  and  sup- 
pression was  manifested  by  a reduction  of 
urinary  17-ketosteroids.  Values  for  plasma 
cortisol  and  urinary  corticosteroid  could  not 
be  relied  upon,  because  the  exogenously  ad- 
ministered steroid  was  included  in  their  frac- 
tions. On  the  availability  of  9a-fluorohy- 
drocortisone,  having  a gluco-corticoid  effect 
20  times  that  of  hydrocortisone.  Jailer  and 
associates'^  reported  its  suppressive  influence 
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on  cortical  function  in  adrenal  hyperplasia. 
Laidlaw  and  associates'^,  however,  employ- 
ing the  drug  in  treating  four  patients  with 
hyperplasia,  were  unable  to  detect  suppres- 
sion of  adrenocortical  function.  A number  of 
investigators  have  reported  results  indicating 
that  the  plasma  cortisol  concentrations  in 
patients  with  Cushing’s  syndrome  fail  to 
suppress  adrenocortical  function  in  the  same 
fashion  as  do  corresponding  amounts  in  nor- 
mal subjects. 

Use  of  neiver  steroids 

With  the  recent  introduction  of  the  more 
potent  synthetic  steroids,  several  investi- 
gators have  used  these  compounds  in  per- 
forming suppression  tests.  De  Gennes  and 
associates'®  have  reported  recently  the  sup- 
pressive effect  of  2 to  4 mg.  of  9a-fluoro- 
hydrocortisone  per  day  for  two  to  four  days. 
In  four  normal  controls  suppression  was  al- 
most complete,  while  among  four  patients 
with  hyperplasia  only  one  responded  with 
suppression. 

At  the  present  time  we  are  employing 
dexamethasone  in  suppression  tests  at  the 
Mayo  Clinic.  We  give  2 mg.  in  four  divided 
doses  daily  for  three  days.  If  no  suppression 
occurs,  we  interpret  this  as  evidence  that  the 
patient  has  Cushing’s  syndrome.  We  increase 
the  dosage  to  6 or  8 mg.  per  day.  If  the  plasma 
and  urinary  steroids  are  lessened  by  the 
larger  dosage,  we  consider  the  results  sug- 
gestive of  hyperplasia;  if  no  suppression  oc- 
curs, we  interpret  this  as  suggestive  of  a 
benign  tumor  or  carcinoma.  Our  experience 
with  the  suppression  test  is  too  small  to 
justify  any  definite  conclusions;  however,  the 
results  to  date  are  encouraging  (Fig.  1). 

At  the  meeting  of  the  Endocrine  Society 
in  Atlantic  City,  June,  1959,  Dr.  Grant 
Liddle'®  presented  the  results  of  the  suppres- 
sion test  in  patients  with  Cushing’s  syndrome. 
In  his  hands  the  test  not  only  was  satisfac- 
tory in  establishing  the  presence  of  Cushing’s 
syndrome,  but  was  accurate  in  distinguishing 
between  patients  with  Cushing’s  syndrome 
associated  with  adrenal  cortical  hyperplasia 
and  those  whose  disease  was  due  to  adreno- 
cortical tumor. 

Dr.  Liddle  found  further  that  the  admin- 
istration of  6 or  8 mg.  of  dexamethasone  in 
four  divided  doses  during  the  day  did  result 


in  a significant  suppression  of  the  plasma 
levels  of  17-hydroxycorticosteroids  in  cases 
of  Cushing’s  syndrome  associated  with  adre- 
nocortical hyperplasia.  This  decrease,  while 
quite  definite  and  significant,  was  not  so 
great  as  one  would  expect  in  a normal  indi- 
vidual: usually  the  plasma  levels  dropped  to 
the  range  of  10  micrograms  per  100  ml. 

In  addition  to  the  patients  with  Cushing’s 
syndrome  and  hyperplasia,  he  has  had  oppor- 
tunity to  study  several  patients  with  Cush- 
ing’s syndrome  associated  with  adrenocortical 
tumor.  In  these  cases  the  dosage  of  2 mg.  of 
dexamethasone  daily  and  also  that  of  6 or  8 
mg.  of  dexamethasone  daily  failed  to  cause 
any  significant  fall  in  the  plasma  levels  of 
17-hydroxycorticosteroids.  Consequently,  Dr. 
Liddle  believes  that  the  so-called  suppression 
test  carried  out  at  the  two  different  levels 
(2  mg.  and  6 or  8 mg.  daily)  not  only  is  a 
useful  procedure  in  establishing  the  diagnosis 
of  Cushing’s  syndrome,  but  also  may  prove  to 
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Fig.  1.  Results  of  suppression  test  in  10  patients 
with  Cushing’s  syndrome  and  10  patients  without. 
Plasma  levels  of  17-hydroxycorticosteroids  were 
determined  by  a modification  of  the  method  of 
Silber  and  Porter  prior  to  administration  of 
steroids  and  on  the  third  day  of  administration 
of  dexamethasone  or  delta-l-9-alpha-fluorohydro- 
cortisone.  From  unpublished  data,  courtesy  of 
Dr.  R.  M.  Salassa.^^ 
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be  a reliable  procedure  for  the  preoperative 
differentiation  of  the  cases  of  Cushing’s  syn- 
drome due  to  hyperplasia  from  those  in  which 
it  is  due  to  adrenocortical  tumor. 

Pituitary  physiology 

At  a conference  on  the  basic  physiology 
and  clinical  application  of  the  anti-inflam- 
matory adrenal  steroids  held  at  the  Stanford 
University  School  of  Medicine  on  March  20, 
1959,  Dr.  Liddle  had  described  the  results  of 
his  investigations  of  various  disorders  of  the 
pituitary — and,  in  a few  cases,  Cushing’s 
syndrome — with  Su-4885  (a  chemical  that  in- 
hibits 11-beta-hydroxylation  in  the  adrenal 
cortex).  Some  patients  who  had  a disorder 
of  the  pituitary  such  as  acromegaly,  chromo- 
probe adenoma,  diabetes  insipidus,  or  crani- 
opharyngioma, who  had  normal  baseline 
levels  of  urine  and  plasma  17-hydroxycorti- 
costeroids  and  did  not  have  frank  clinical 
evidence  of  anterior  pituitary  insufficiency, 
failed  to  show  a significant  rise  in  the  urinary 
levels  of  17-hydroxycorticosteroids  during 
the  administration  of  Su-4885.  This  result  he 
attributed  to  “limited  pituitary  reserve.”  A 
normal  individual  shows  a prompt  rise  in 
blood  and  urinary  levels  of  17-hydroxycorti- 
costeroids  during  the  administration  of  Su- 
4885.  This  exogenous  compound  interferes 
with  the  synthesis  of  hydrocortisone,  result- 
ing in  fall  of  the  plasma  levels  of  this  steroid 
and  a consequent  increase  in  the  release  of 
ACTH,  which  stimulates  the  adrenal  cortex. 
The  stimulation  results  in  the  appearance  of 
large  quantities  of  compound  S in  the  plasma 
and  tetrahydro  S in  the  urine,  and  a corre- 
sponding increase  in  the  values  for  17-hy- 
droxycorticosteroids.  The  rise  in  urinary  and 
plasma  17-hydroxycorticosteroids  is  depend- 
ent, however,  upon  an  intact,  functioning 
adrenal  cortex  and  an  intact  anterior  pitui- 
tary, at  least  so  far  as  ACTH  is  concerned. 
Patients  with  limited  pituitary  reserve  usual- 
ly respond  to  exogenous  ACTH;  but,  as  men- 
tioned before,  they  do  not  respond  to  the 
administration  of  Su-4885 — presumably  be- 
cause their  pituitary  is  damaged  and  is  not 
capable  of  releasing  ACTH  at  an  increased 
rate  in  response  to  the  fall  in  serum  levels 
of  hydrocortisone. 

In  the  few  patients  with  Cushing’s  syn- 


drome whom  Dr.  Liddle  has  studied,  the 
administration  of  Su-4885  results  in  prompt 
further  increase  in  the  urinary  and  plasma 
levels  of  17-hydroxycorticosteroids  when  the 
syndrome  is  associated  with  adrenocortical 
hyperplasia.  In  a patient  with  Cushing’s  syn- 
drome associated  with  adrenocortical  tumor, 
however,  his  administration  of  Su-4885  was 
followed  by  a slight  decrease  of  urinary  and 
plasma  levels  of  17-hydroxycorticosteroids. 

Conclusion 

Thus,  in  June  of  1959,  we  are  pleased  to 
see  so  much  progress  in  helping  physicians 
to  become  more  accurate  in  the  diagnosis  of 
Cushing’s  syndrome;  it  is  obvious  that  more 
remains  to  be  done.  • 
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Nephrotomography 
and  intravenous  aortography 

Walter  S.  Keyting,  M.D.*,  Virgil  R.  Condon,  M.D.f,  and  A.  L.  Daywitt,  M.D.lj:,  Denver 


An  interesting  diagnostic  aid  in  renal 
cysts  and  neoplasms,  vesicular  renal 
lesions,  and  external  masses. 


This  examination  is  of  great  value  in  con- 
sistently and  accurately  differentiating  renal 
cysts  from  neoplasms.  It  also  will  demon- 
strate abnormal  vascular  lesions  in  the  kid- 
ney as  well  as  in  extrarenal  masses.  The  diag- 
nosis of  cysts  is  based  on  the  relative 
avasularity  of  the  cyst  with  well-demarcated 
margins.  Neoplasms  may  show  an  abnormal 
vascular  bed  on  the  arteriogram  phase  film 
as  well  as  increased  or  normal  opacity  dur- 
ing the  nephrogram. 

Anatomical  and  physiological 
basis  of  nephrotomography 

Three  basic  anatomical  portions  of  renal 
structure  are  studied  during  this  examina- 
tion. The  first  or  arteriogram  films  show  the 
major  vascular  supply  of  the  kidney  as  well 
as  other  major  abdominal  vessels.  These  films 
are  taken  about  10-14  seconds  following  the 
start  of  rapid  intravenous  injection  of  con- 
trast material.  Following  this  is  the  phase  in 
which  the  capillary  bed  of  the  kidney  is  filled 
with  contrast  media.  In  general,  this  is  ap- 
parent about  4-6  seconds  after  the  arterio- 
gram. There  is  probably  some  contribution 
to  this  phase  by  glomerular  and  tubular 
filtrate®.  This  phase  is  present  for  approxi- 
mately 30  seconds,  and  timing  of  this  ex- 


‘Assistant  Chief,  tSenior  Resident,  tChief  of  Radiology  Serv- 
ice, Veterans  Administration  Hospital,  Denver. 


posure  is  less  critical.  The  final  part  of  the 
examination  consists  of  visualization  of  the 
renal  collecting  system,  usually  of  sufficient 
concentration  to  nearly  equal  the  quality  of 
retrograde  pyelographyh 

History 

Historically,  nephrotomography  had  its  be- 
ginning in  1932  when  Wesson  and  Fulmer 
first  described  the  nephrogram  effect  as  it 
was  seen  in  obstructive  uropathy^®.  In  1938, 
Steinberg  and  Robb  actually  visualized 
nephrograms  during  their  studies  on  cardiac 
and  mediastinal  structures  with  angiogra- 
phy®. In  1942,  Hellmer  described  intravenous 
nephrography  as  such  and  Pendergrass  sug- 
gested the  addition  of  body  section  radi- 
ographyh  Weens  and  Florence,  in  1947,  again 
described  nephrography  technic  with  the  ad- 
dition of  tomograms  and  ureteral  constric- 
tion®. 

Weens,  et  ah,  gave  the  first  complete  de- 
scription of  the  technic  with  the  use  of  70  per 
cent  Diodrast  in  1951’®.  In  1953,  Porporis,  et 
ah,  used  70  per  cent  Urokon  sodium  for 
nephrography*,  and  in  1954  and  1955,  Evans, 
Monteith  and  Dubilier  published  the  first 
complete  study  on  nephrotomography  with 
added  emphasis  on  the  arteriogram  films^. 
In  1956,  Finby,  Pokes,  and  Evans  used  90 
per  cent  Hypaque  in  nephrotomography®  and, 
since  then,  there  have  been  many  articles 
describing  the  technic,  the  use  of,  and  the  in- 
terpretation of  nephrotomograms. 

Contrast  media 

In  order  to  obtain  sufficient  contrast  it  is 
necessary  to  use  more  concentrated  media 
than  is  generally  used  in  routine  pyelography. 
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Some  of  the  earlier  workers  used  70  per 
cent  Diodrast^®,  but  with  the  development 
of  90  per  cent  Hypaque^  and  70  per  cent 
Urokon^,  these  media  have  become  more 
popular.  Animal  studies  by  Porporis,  et  al., 
showed  a kidney  tolerance  up  to  2.5  gm/kg. 
without  evidence  of  kidney  damage  or  other 
serious  reaction.  There  are  23  grams  present 
in  50  ml.  of  90  per  cent  Hypaque,  and  if  the 
results  are  interchangeable  and  if  the  kidney 
functions  normally,  the  70  kg.  man  should 
tolerate  175  gm.  or  about  350  ml.  Finby®  in  his 
study  with  90  per  cent  Hypaque  noted  few 
serious  reactions;  however,  there  was  ap- 
proximately 80  per  cent  thrombosis  at  the  in- 
jection site.  Only  one  in  50  cases  developed 
any  phlebitis.  It  should  be  mentioned  that  in 
the  use  of  the  concentrated  contrast  media 
that  warming  the  solutions  before  injection 
speeds  the  injection  rate.  We  currently  have 
been  using  between  50  and  100  ml.  of  85  or 
90  per  cent  Hypaque.  In  case  of  extravasa- 
tion, 1 ml.  of  hyaluronidase  is  injected  into 
the  area  of  infiltration. 


Fig.  1.  Two  cysts  of  the  left  kidney  shown  by 
nephrotomogram.  These  are  lucent  defects  be- 
cause of  avascularity . 


Circulation  time 

In  order  to  obtain  consistent  arteriograms, 
some  method  of  timing  of  the  circulation  is 
needed.  Porporis*,  in  1953,  used  P®*  with  a 
scintillation  counter  over  the  femoral  ar- 
teries. Evans*  measured  the  circulation  time 
with  Decholin  and  added  ¥2-!  ¥2  seconds  onto 
the  arm  to  tongue  time.  Van  Velzer  and 
Lanier  used  I*^*  with  a scintillation  counter 
over  the  abdominal  aorta*.  It  is  felt  that  tim- 
ing by  means  of  a radioisotope  is  more  ac- 
curate and  yields  more  consistent  results. 
Good  arteriograms  were  obtained  in  approxi- 
mately 50  per  cent  of  the  studies  reviewed*. 
In  our  study,  when  running  P®*  timing  simul- 
taneously with  Decholin  the  I*®*  time  is  con- 
sistently several  seconds  faster  than  Decho- 
lin. 

Tomography 

The  earlier  method  of  nephrography  con- 
sisted of  exposing  one  KUB  film  during  the 
time  of  capillary  filling.  This  certainly  was 
valuable;  however,  at  times  there  remained 


Fig.  2.  Lucent  defect  in  left  kidney,  a cyst.  Tumor 
versus  cyst  could  not  be  distinguished  by  IVP  or 
retrograde  studies. 
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certain  doubts  following  the  examination  in 
regard  to  areas  of  lucency  over  the  kidney. 
In  the  studies  performed  by  Evans,  et  al.,^  the 
value  of  the  tomogram  in  producing  a more 
precise  picture  of  the  renal  parenchyma  was 
demonstrated.  This  method  eliminates  the 
superimposed  bowel  pattern  and  more  clearly 
delineates  kidney,  cyst,  or  tumor  margins. 

Contraindications  and  complications 

As  in  other  intravenous  contrast  media 
studies,  iodine  sensitivity,  allergies  and  severe 
renal  disease  are  contraindications.  Venous 
thrombosis  was  not  unusual  but  easily 
treated,  and  significant  phlebitis  was  not  no- 
ticed. Porporis*  using  Urokon  70  in  a series  of 
556  cases  had  only  two  serious  reactions,  and 
Zink  in  350  cases  had  one  case  of  mild 
cyanosis  and  shock,  all  three  of  which  re- 
sponded well  to  adequate  therapy. 

Evaluation  of  the  examination 


Arteriogram  films:  These  films  can  be  ex- 
pected to  reveal  disease  present  in  major 


Fig.  3.  Highly  vascular  lesion,  left  kidney,  shown 
by  nephrotomogram,  a hypernephroma.  Renal 
vein  involvement  was  correctly  predicted  because 
of  nonfunction  on  IV P. 


vessels,  such  as  arteriosclerotic  plaques, 
thromboses,  or  aneurysms,  as  well  as  vascu- 
lar invasion  by  tumors.  Frequently  aberrant 
vessels  as  well  as  variations  in  the  size  of 
renal  arteries  can  be  visualized’’ . This  is  of 
particular  value  in  the  study  of  renal  hyper- 
tension. In  addition,  renal  vessels  will  be  dis- 
placed around  benign  cysts  while  tumors 
show  an  abnormal  tumor  bed  stain.  Also, 
since  it  is  usually  possible  to  get  satisfactory 
intravenous  aortograms,  this  method  will 
save  the  patient  the  need  for  a general  anes- 
thetic and  translumbar  aortic  puncture  with 
its  inherent  risk. 

Capillary  phase:  These  films  reveal  areas 
of  relative  radiolucency  representing  cystic 
areas  as  opposed  to  neoplastic  masses  that 
show  abnormal  radiodensity  or  density  equal 
to  renal  parenchyma^  Cysts  are  well  demar- 
cated with  smooth  margins  and  are  definitely 
radiolucent-.  Neoplasms  are  less  well  margi- 
nated  and  may  have  an  indistinct  margin 
as  well  as  a slightly  lucent  center  if  the 
lesion  is  necrotic  centrally.  These  findings  are 
accentuated  by  the  use  of  tomography, 
usually  at  two  different  levels.  If,  as  stated  by 


Fig.  4.  Another  highly  vascular  lesion  of  the  left 
kidney,  a hypernephroma. 
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Spence\  a substantial  per  cent  of  hemor- 
rhagic cysts  are  malignant,  these  would  be 
missed  on  nephrotomograms;  however,  defi- 
nite proof  of  this  statement  seems  lacking. 

Excretory  films:  These  films  reveal  the 
finding  that  normally  would  be  seen  on  rou- 
tine IV  urography  studies  in  relation  to  dis- 
placement or  abnormalities  of  collecting  sys- 
tem structures.  However,  it  should  be  men- 
tioned that  the  quality  of  these  examinations 
frequently  approaches  the  quality  of  retro- 
grade examinations.  Also,  a certain  measure 
of  renal  function  can  be  determined  by  the 
excretory  films.  We  find  it  of  considerable 
value  to  include  a tomogram  in  the  excretory 
series. 

Current  technic 

1.  Preliminary  timing  using  50  micro- 
curies of  RISA  and  scintillation  counting  over 
the  abdominal  aorta  is  carried  out  with  the 
routine  iodine  uptake  apparatus  and  a graphic 
recording  of  the  count  rate  is  obtained. 


Fig.  5.  Aortogram  from  venous  side  shows  aneu- 
rysm at  level  of  renal  arteries  and  aneurysmal 
dilatation  of  the  lower  abdominal  aorta.  Nephro- 
gram film  4 seconds  later  revealed  lower  aneurysm 
to  be  in  left  hypogastric. 


2.  Preliminary  scout  KUB  tomogram  is 
obtained.  This  serves  to  check  the  level  for 
the  nephrotomograms  as  well  as  the  usual 
purposes  of  the  scout  film.  The  tomograms 
are  cut  approximately  1 to  3 cm.  dorsal  to 
the  coronal  plane. 

3.  Injection — the  antecubital  area  is  anes- 
thetized with  Xylocaine.  Thirteen  gauge 
needles  attached  to  50  ml.  syringes  filled 
with  90  per  cent  Hypaque  and  inserted  per- 
cutaneously  bilaterally  and  a test  dose  is 
given.  Then  rapid  manual  injection  is  accom- 
plished, the  needles  are  withdrawn,  and  the 
area  is  bandaged. 

4.  The  following  series  of  films  is  ob- 
tained: 

a.  Arteriogram  film — KUB  technic  at  the 
precise  predetermined  circulation  time,  using 
2-second  exposure. 

b.  Nephrogram  film — KUB  technic  with 
rapid  manual  change. 

c.  Nephrotomograms  (2  films)  at  levels 
2 cm.  apart.  (These  first  four  films  are  taken 
within  approximately  30  seconds.) 

d.  Routine  excretory  urogram  films  in- 


Fig.  6.  Relatively  normal  aortogram  from  venous 
side.  There  is  an  atheromatous  plaque  of  the 
superolateral  aspect  of  the  right  common  iliac. 
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eluding  oblique  films  at  12  minutes  and  one 
tomogram  at  10  minutes. 

Complications  in  our  experience 

Nausea  and  vomiting  is  comparable  to 
that  seen  with  routine  intravenous  urog- 
raphy. Flushing  is  present  in  almost  all 
cases  but  passes  quickly  and  is  not  a signifi- 
cant factor.  Thrombosis  at  the  injection  site 
has  been  noted  but  not  to  the  extent  described 
by  many  authors.  Extravasation  has  been  in- 
frequent but  successfully  treated  by  hyalu- 
ronidase  (one  case  of  minimal  necrosis). 
Phlebitis  has  been  rare,  with  only  one  case 
of  minor  phlebitis  that  responded  rapidly 
to  local  measures. 


Results  and  conclusion 

We  feel  that  this  examination  offers  a 
consistently  reliable  method  of  differtiation 
of  cysts  and  neoplasms,  plus  offering  other 
findings  of  diagnostic  value.  It  must  be  ad- 
mitted that  the  method  is  not  infallible,  and 
if  there  is  any  reasonable  doubt  as  to  the  diag- 
nosis, exploratory  surgery  is  indicated.  How- 


Fig.  7.  Aneurysm  of  mid-abdominal  aorta  below 
renals  plus  severe  atheromatous  disease  distally. 
Hypogastrics  are  blocked.  Note  intact  renal  arteries 
and  superior  mesenteric  from  left  side  of  aorta. 


ever,  many  cases  will  be  quite  diagnostic, 
and  certainly  when  the  two  lesions  can  be 
differentiated,  a poor  risk  patient  can  be 
spared  exploratory  surgery.  We  have  not 
been  able  to  make  unequivocable  diagnoses  in 
all  cases  and  have  not  been  100  per  cent 
accurate;  however,  in  the  two  proved  mis- 
diagnoses the  lesions  which  were  thought  to 
be  tumors  were  proved  to  be  cysts.  Con- 
sidering the  technic  of  the  examination,  this 
is  the  type  of  error  to  be  expected  and  this 
is  not  felt  to  be  detrimental  to  the  patient 
or  the  examination. 

In  addition,  the  arteriogram  films  have 
demonstrated  aortic  aneurysms,  arterioscle- 
rotic plaques,  aberrant  vessels,  and  in  one 
case  of  hypertension,  a small  renal  artery  and 
kidney  were  visualized.  This  finding  was  con- 
firmed at  autopsy.  Recently,  diagnostic  aorto- 
grams  have  been  abtained  in  over  75  per  cent 
of  our  examinations. 

As  mentioned  previously,  the  excretory 
urogram  films  were  of  a much  better  quality 
and,  in  general,  were  comparable  to  those 
seen  in  retrograde  pyelography.  • 


Fig.  S.  Graph  recording  7"'  circulation  time,  ante-- 
cubital  vein  to  abdominal  aorta  at  level  of  renal 
arteries.  references  on  page  54 
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LOMOTIU 

EXACT 
TASLET  SIZE 


A NEW  THERAPEUTIC  ENTITY  FOR  DIARRHEA 


L O M O T I L 

SELECTIVELY  LOWERS  PROPULSIVE  MOTILITY 


LOMOTIL  represents  a major  advance  over  the 
opium  derivatives  in  controlling  the  propulsive 
hypermotility  occurring  in  diarrhea. 

Precise  quantitative  pharmacologic  studies  dem- 
onstrate that  Lomotil  controls  intestinal  propulsion 
in  approximately  Hi  the  dosage  of  morphine  and 
Ho  the  dosage  of  atropine  and  that  therapeutic 
doses  of  Lomotil  produce  few  or  none  of  the  diffuse 
untoward  effects  of  these  agents. 

Clinical  experience  in  1,3 1 4 patients  amply  sup- 
ports these  findings.  Even  in  such  a severe  test  of 
antidiarrheal  effectiveness  as  the  colonic  hyperac- 
tivity in  patients  with  colectomy,  Lomotil  is  effec- 
tive in  significantly  slowing  the  fecal  stream. 

Whenever  a paregoric-like  action  is  indicated, 
Lomotil  now  offers  positive  antidiarrheal  control 
. . . with  safety  and  greater  convenience.  In  addition. 


EFFICACY  AND  SAFETY  of  Lomotil  are  indicated  by  its  low  median  effective 
dose.  As  measured  by  inhibition  of  charcoal  propulsion  in  mice,  Lomotil  was 
effective  in  about  Vu  ^1^^  dosage  of  morphine  hydrochloride  and  in  about  V20 
dosage  of  atropine  sulfate. 


as  a nonrefillable  prescription  product,  Lomotil 
offers  the  physician  full  control  of  his  patients’ 
medication. 

PRECAUTION:  While  it  is  necessary  to  classify 
Lomotil  as  a narcotic,  no  instance  of  addiction  has 
been  encountered  in  patients  taking  therapeutic 
doses.  The  abuse  liability  of  Lomotil  is  comparable 
with  that  of  codeine.  Patients  have  taken  therapeu- 
tic doses  of  Lomotil  daily  for  as  long  as  300  days 
without  showing  withdrawal  symptoms,  even  when 
challenged  with  nalorphine. 

Recommended  dosages  should  not  be  exceeded. 

DOSAGE : The  recommended  initial  dosage  for 
adults  is  two  tablets  (5  mg.)  three  or  four  times 
daily,  reduced  to  meet  the  requirements  of  each 
patient  as  soon  as  the  diarrhea  is  controlled.  Main- 
tenance dosage  may  be  as  low  as  two  tablets  daily. 
Lomotil,  brand  of  diphenoxylate  hydrochloride 
with  atropine  sulfate,  is  supplied  as  unscored,  un- 
coated white  tablets  of  2.5  mg.,  each  containing 
0.025  mg.  (H400  gr.)  of  atropine  sulfate  to  dis- 
courage deliberate  overdosage. 

Subject  to  Federal  Narcotic  Law. 

Descriptive  literature  and  directions  for  use  available 
in  Physicians'  New  Product  Brochure  No.  81  from 

G.  D.  S EARLE  & CO. 

P. 0.  Box  5110,  Chicago  80,  Illinois 
Research  in  the  Service  of  Medicine 
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Rautrax-N  lowers  high  blood  pressure  gently, 
gradually  . . . protects  against  sharp  fluctuations 
in  the  normal  pressure  swing.  Rautrax-N  com- 
bines Raudixin,  the  cornerstone  of  antihyperten- 
sive therapy,  with  Naturetin,  the  new,  safer 
diuretic-antihypertensive  agent.  The  comple- 
mentary action  of  the  components  permits  a 
lower  dose  of  each  thus  reducing  the  incidence 
of  side  effects.  The  result:  Maximum  effective- 
ness, minimal  dosage,  enhanced  safety.  Rautrax-N 
also  contains  potassium  chloride  — for  added 
protection  against  possible  potassium  depletion 
during  maintenance  therapy. 


Supply:  Rautrax-N  — capsule-shaped  tablets  -- 
50  mg.  Raudixin,  4 mg.  Naturetin,  and  400  mg. 
potassium  chloride.  Rautrax-N  Modified  •—  cap- 
sule-shaped tablets  — 50  mg.  Raudixin,  2 mg. 
Naturetin,  and  400  mg.  potassium  chloride.  For 
complete  information  write  Squibb,  745  Fifth 
Avenue,  New  York  22,  N.  Y. 

§ Rautrax-N 

Squibb  Standardized  Whole  Root  Rauwolfia  Serpentina  (Raudixin) 

and  Benzydroflumethiazide  (*Naturetin)  with  Potassium  Chloride 

WAUPIKN,®  RAUTftAI,®  AND  HATuneTin'^  ADC  TKAOCMAItKt, 


Squibb  Quality— ’TI10 
Priceless  lugredieat 


SCQJIBB 
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Note  the  two  tablets  on  the  shelf  above.  Left,  old-style  sugar-coated  Dayalets-M®.  Right, 
the  same  formula,  but  Filmtab-coated— potency’s  assured,  but  old-style  bulk  is  cut  30%. 


ON  COATS: 

STYLES  CHANGE  IN  VITAMINS,  TOO 


Coat  styles  change— whether  it's  a blazer  or  a B-complex  vita- 
min. Not  long  ago,  for  instance,  “Vitamins  by  Abbott"  were 
dressed  up  with  a new-style  coating— Filmtab® . 

The  most  obvious  result  was  a marked  reduction  in  tablet  size- 
up  to  30%  in  some  products.  The  tablets  themselves  were  bril- 
liant in  a variety  of  rainbow  colors.  They  wouldn't  chip  or  stick 
together  in  the  bottle.  All  vitamin  tastes  and  odors— gone. 

Such  were  the  aesthetic  gains.  Behind  these,  a significant 
pharmaceutical  advance:  with  Filmtab,  deterioration  is  slowed 


to  an  irreducible  minimum,  because  the  coating  process  is 
essentially  a water-free  procedure. 

Finally— most  important— Filmtab  guarantees  that  the  content 
of  each  tablet  matches  the  formula  printed  on  the  label.  While 
the  person  taking  the  vitamins  may  not  worry  much  about  rigid 
stability,  Abbott  does.  Assures  it,  through  Filmtab. 

In  short,  Filmtab's  a name  that  stands  for  quality,  stability, 
potency.  The  very  best  in  vitamin  coatings.  Filmtab  doesn't  add 
a penny  to  the  cost.  And  it's  a name  found  only  on 


a VITAMINS  by  ABBOTT 


NEWEST 
NUTRITIONAL 
PRODUCT 
FROM  ABBOTT 


To  meet  special  nutritional  needs  of  growing  teenagers. 


DAYTEENS 

TRADEMARK 


• RICH  IN  IRON,  CALCIUIVI,  VITAMINS-IMPORTANT  FACTORS 
FOR  THE  GROWTH  YEARS 

• FILMTAB-COATED  TO  CUT  SIZE  AND  ASSURE  FULL  POTENCY 

• HANDSOME  TABLE  BOTTLES  AT  NO  EXTRA  COST  (lOO-SlZE) 

• ALSO  SUPPLIED  IN  BOTTLES  OF  250  AND  1000. 

NOW,  DAYTEENS  JOINS  THE  COMPLETE  LINE 
OF  QUALITY  VITAMINS  BY  ABBOTT: 


FiLMTAB 

DAYALETS® 

Table  bottles  of  100 
Bottles  of  50  and  250 

DAYALETS-M® 
Apothecary  bottles 
of  100  and  250 

Extra-potent  maintenance 
formulas— ideal  for  the 
“nutritionally  run-down” 


FILMTAB 

OPTILETS® 

FILMTAB 

PPTILETS-M® 

Table  bottles  of 
30  and  100 
Bottles  of  1000 

Therapeutic  formulas 
for  more  severe  de- 
ficiencies—illness, 
infection,  etc.  ! 


\ FILMTAB 

; SUR-BEX®  with  C 

< Table  bottle  of  60 

Bottles  of  100, 

500  and  1000 

Therapeutic  formula  of 
the  essential  B-complex 
plus  C,  for  convalescence, 
stress,  post-surgery,  etc. 


EACH  DAYTEENS  FILMTAB®  REPRESENTS: 

Vitamin  A (5000  units)  1.5  mg. 

Vitamin  D (1000  units)  25  meg. 


Thiamine  Mononitrate  (Bi) 2 mg. 

Riboflavin  (B2) 2 mg. 

Nicotinamide 20  mg. 

Pyridoxine  Hydrochloride 0.5  mg. 

Vitamin  B12  (as  cobalamin  concentrate) 2 meg. 

Calcium  Pantothenate 5 mg. 

Ascorbic  Acid  (C) 50  mg. 

Iron  (as  sulfate) 10  mg. 

Copper  (as  sulfate) 0.15  mg. 

Iodine  (as  calcium  iodate) 0.1  mg. 

Manganese  (as  sulfate) 0.05  mg. 

Magnesium  (as  oxide) 0.15  mg. 

Calcium  (as  phosphate) 250  mg. 

Phosphorus  (as  calcium  phosphate) 193  mg. 
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A monthly  news  summary  from  the  nation’s 
capital  hy  the  Washington  Office  of  the  A.M.A. 

Election  of  Sen.  John  F.  Kennedy  as  President 
made  it  probable  that  the  issue  of  providing  health 
care  for  the  aged  under  Social  Security  again 
will  be  raised  in  Congress  next  year. 

Kennedy  will  go  into  the  White  House  pledged 
“to  the  immediate  enactment  of  a program  of 
medical  care  for  the  aged  through  Social  Security.” 
His  intentions  present  a serious  challenge  to  the 
nation’s  physicians  who  have  vigorously  opposed 
use  of  the  Social  Security  system  to  provide  health 
care  for  the  aged. 

Kennedy’s  program  would  provide  what  he 
described  as  “a  life  policy  of  paid-up  medical  in- 
surance” for  older  persons.  “It  would  provide 
them  hospital  benefits,  nursing  home  benefits  and 
x-rays  and  laboratory  tests  on  an  out-patient 
basis,”  he  said  in  his  campaign  for  the  Presidency. 

He  said  the  Kerr-Mills  legislation  enacted  into 
law  last  summer  is  inadequate.  The  medical  pro- 
fession supports  this  federal-state  program  to  pro- 
vide health  care  for  needy  and  near-needy  aged 
persons.  In  approving  the  Kerr-Mills  program. 
Congress  rejected  the  Social  Security  approach 


espoused  by  Kennedy  and  union  labor  leaders. 

Kennedy’s  medical  program  also  included:  fed- 
eral grants  for  construction,  expansion  and  mod- 
ernization of  medical,  dental  and  public  health 
schools;  federal  loans  and  scholarships  for  medical 
students;  federal  grants  for  renovating  older  hos- 
pitals; increased  federal  financial  support  for 
medical  research,  including  basic  research,  and 
expansion  of  federal  programs  for  rehabilitation 
of  handicapped  or  disabled  persons. 

Food  and  Drug  Administration  employees  have 
been  cleared  of  conflict-of-interest  charges  brought 
up  in  the  Senate  Antitrust  and  Monopoly  Sub- 
committee’s investigation  of  the  drug  industry. 

A three-member  investigating  group  appointed 
by  Arthur  S.  Flemming,  Secretary  of  Health,  Edu- 
cation and  Welfare,  examined  the  financial  records 
of  900  FDA  employees.  The  special  investigators 
then  reported: 

“On  the  basis  of  all  the  evidence  before  us, 
it  is  our  judgment  that  there  are  no  present  em- 
ployees of  the  FDA  whose  sources  of  personal  in- 
come are  incompatible  with  their  government 
employment.” 

The  investigators  continued  to  analyze  “a  mass 
of  fact  and  opinion”  in  connection  with  charges 
that  there  has  been  too  close  a relationship  be- 
tween some  FDA  employees  and  drug  companies 
which  they  check  for  conformance  to  government 
regulations. 

The  investigators  anticipated  that  their  final 
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report  would  show  the  possibility  of  organization 
or  procedural  improvements  in  the  FDA. 

The  charges  were  triggered  by  disclosure  at  the 
subcommittee  investigation  that  Dr.  Henry  A. 
Welch,  Director  of  the  FDA’s  Antibiotics  Division, 
had  received  $287,000  over  eight  years  as  a writer 
and  editor  for  antibiotics  publications.  After  the 
disclosure,  Flemming  ousted  Welch  from  the  gov- 
ernment post. 

The  Federal  Children’s  Bureau  reported  that 
the  infant  death  rate  in  the  United  States  has  de- 
clined since  1958  but  still  shows  the  effect  of  a 
1957-’58  setback. 

There  was  a steady  decline  in  U.  S.  infant 
deaths  during  the  1950’s  but  increases  in  1957  and 
1958.  Since  then,  the  infant  death  rate  has  headed 
downward  again  but  still  hasn’t  made  up  the  lost 
ground,  even  though  the  provisional  rates  for  1959 
(26.4  deaths  under  one  year  per  1,000  live  births) 
and  the  first  half  of  1960  (25.9  per  1,000)  showed 
improvements. 

In  1915,  when  data  were  first  gathered  on  in- 
fant mortality  in  this  country,  the  rate  was  99.9 
per  1,000.  By  1940,  this  had  been  cut  to  47  and  by 
1950,  it  had  been  reduced  to  29.2. 

An  all-time  low  of  26  was  registered  in  1956. 
It  edged  up  to  26.3  in  1957  and  27.1  in  1958. 

According  to  the  1959  United  Nations  Demo- 
graphic Yearbook,  nine  other  countries  reported 
lower  infant  mortality  rates  than  the  United  States 
in  1958.  They  were;  Sweden  15.8,  Netherlands  17.2, 
Australia  20.5,  Norway  20.5,  Switzerland  22.2, 
United  Kingdom  23.3,  Denmark  23.4,  New  Zealand 
23.4  and  Finland  24.5. 

Russia  reported  a rate  of  81  in  1950  and  40.6 
in  1957,  latest  year  for  which  data  were  reported. 

Persons  with  heart  and  blood  vessel  diseases 
have  been  urged  to  consult  their  physicians  about 
routine  vaccination  against  influenza. 

In  a joint  statement,  the  American  Heart  Asso- 
ciation and  the  National  Heart  Institute  of  the 
U.  S.  Public  Health  Service  said  that  “evidence 
of  the  past  three  years  abundantly  confirmed  that 
dangers  of  influenza  are  much  greater  for  patients 
with  heart  or  lung  disease  than  for  others.”  The 
risk  was  described  as  “particularly  high  for  those 
with  lung  congestion  due  to  heart  disease.” 

The  joint  statement  added  that  three  recent 
influenza  epidemics  had  “again  emphasized  the 
fact  that  individuals  with  cardiovascular  or  pul- 
monary disease  are  more  susceptible  to  the  haz- 
ards of  influenza  than  is  the  general  population.” 
The  epidemics  were  in  the  fall  of  1957,  the  spring 
in  1958  and  early  this  year. 

The  increased  risk  was  shown  both  by  more 
severe  illness  and  by  higher  fatality  rates  among 
patients  with  heart  and  blood  vessel  disease,  the 
statement  said. 

The  association  and  the  federal  agency  said 
influenza  virus  vaccine  had  been  shown  “of  defi- 
nite value”  in  preventing  the  disease.  Side  reac- 
tions were  reported  as  “extremely  few.” 
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Abstract  of  Minutes* 

House  of  Delegates  of  tbe 
Colorado  State  Medical  Society 

Ninetieth  Annual  Session 

September  14  to  17,  1960 

Stanley  Hotel,  Estes  Park,  Colorado 

FIRST  MEETING 
Wednesday,  September  14,  1960 

Speaker  William  M.  Covode  called  the  House 
to  order  at  10:00  a.m.  and  he  and  Vice  Speaker 
H.  R.  Bull  alternated  in  presiding  throughout  the 
session.  Dr.  John  A.  Davis,  Chairman,  reported 
for  the  Committee  on  Constitution,  By-Laws  and 
Credentials,  certifying  Delegates’  names  as  printed 
on  pages  4 and  5 of  the  Handbook  with  the  excep- 
tion of  the  Delegate  from  the  Otero  County  Medi- 
cal Society,  which  he  reported  as  delinquent  in 
filing  its  annual  report. 

Fifty-five  Delegates  answered  the  initial  roll 
call,  more  than  a quorum.  Before  adjournment, 
attendance  of  accredited  Delegates  increased  to  62. 
On  motions  of  Dr.  John  A.  Davis,  the  Delegate 
from  Otero  County  was  seated  in  spite  of  that 
Society’s  delinquency  and  the  credentials  report  of 
Dr.  Davis’  committee  was  adopted. 

By  action  of  the  House  at  the  February,  1960, 
interim  meeting,  the  first  order  of  business  at 
this  Annual  Session  was  consideration  of  the  Con- 
stitution and  By-Law  amendments  proposed  one 
year  ago  and  approved  by  the  House  in  February. 
This  special  unfinished  business  was  printed  be- 
ginning on  page  9 of  the  Handbook. 

Following  explanations  by  Speaker  Covode,  Dr. 
Cyrus  W.  Anderson,  Chairman  of  the  Ad  Hoc 
Committee  on  By-Law  Revision,  and  Dr.  John 
Davis  for  the  Committee  on  Constitution,  By-Laws 
and  Credentials,  Dr.  Davis  moved  that  the  amend- 


‘Condensed  from  the  permanently  filed  shorthand  record  of 
Bertram  Naster,  Certified  Shorthand  Reporter.  Reports  re- 
ferred to  but  not  reproduced  herein  were  distributed  to  all 
members  of  the  House  of  Delegates  at  the  90th  Annual  Ses- 
sion, in  the  printed  “House  of  Delegates  Handbook,”  or  were 
distributed  to  all  members  of  the  House  in  mimeographed 
form.  Copies  of  all  such  reports  are  on  file  with  the  Executive 
Office  of  the  Society,  and  with  the  Secretary  of  each  com- 
ponent Society,  available  for  study  by  any  member  of  the 
Society. 
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ments  to  the  Constitution  and  By-Laws  as  printed 
in  the  Handbook  be  adopted.  The  motion  carried 
without  dissent,  and  the  Speaker  declared  the 
Constitution  and  By-Laws  so  amended. 

On  behalf  of  the  Constitution  and  By-Laws 
Committee,  Dr.  Davis  then  introduced  the  follow- 
ing additional  By-Law  amendments  to  be  con- 
sidered at  this  session: 

“On  page  11  of  the  Handbook,  in  Chapter  VI,  Section  1, 
at  the  bottom  of  the  page,  insert  a sentence  as  follows:  ‘The 
Chairman  or  Acting  Chairman  of  the  Board  of  Councilors 
and  of  the  Grievance  Committee  shall  be  ex-officio  members 
of  the  Nominating  Committee,  without  right  of  vote.’ 

“On  page  14  of  the  Handbook,  in  Chapter  VHI,  Section  2, 
after  the  words  ‘shall  form  the  Advisory  Committee,’  add  the 
following:  ‘The  two  Immediate  past  Presidents  of  the  Society 
may  attend  the  Advisory  Committee  as  ex-officio  members, 
without  privilege  of  vote.’ 

“On  the  same  page  and  same  section,  delete  the  words 
beginning  with  ‘and  shall’  and  ending  in  ‘public  relations.’ 
The  committee  considers  that  this  is  superfluous  and  un- 
necessary. 

“Then  in  your  By-Laws  booklet  on  page  34,  Section  4 
under  Chapter  XI,  ‘Component  Societies,’  the  section  entitled 
‘Jurisdiction  over  Physicians  in  District,’  the  committee 
recommends  that  the  following  be  added:  ‘Physicians  in 
full-time  state  or  federal  governmental  service  of  a national 
or  state-wide  nature  may  elect  to  be  members  of  the  society 
of  their  residence  or  central  place  of  employment.’  ” 

The  above  proposals  were  re-referred  to  the 
Committee  on  Constitution,  By-Laws  and  Cre- 
dentials in  its  reference  committee  capacity  for  a 
later  report. 

The  Speaker  ruled  that  to  avoid  confusion  at 
this  Annual  Session  he  would  continue  to  recog- 
nize the  nomenclature  of  boards,  committees  and 
subcommittees  as  printed  in  the  Handbook,  rather 
than  the  new  nomenclature  under  the  amendments 
just  adopted,  pending  completion  of  reference 
committee  reports  at  this  session. 

With  Vice  Speaker  Bull  presiding,  Speaker 
Covode  then  addressed  the  House  briefly  and  an- 
nounced that  the  Hon.  Stephen  L.  R.  McNichols, 
Governor  of  Colorado,  would  address  the  House 
today.  He  asked  President  John  L.  McDonald  to 
introduce  the  Governor. 

Governor  McNichols  then  addressed  the  House 
at  length,  expressing  his  appreciation  for  the 
Society’s  cooperation  in  developing  a new  ap- 
proach to  the  problems  of  mental  health  in  Colo- 
rado, presenting  the  state’s  financial  problems 
with  regard  to  the  old-age  pension  medical  care 
plan,  and  requesting  continued  cooperation  of  the 
Society  and  the  medical  profession  in  holding 
down  the  costs  of  this  program. 

Speaker  Covode  thanked  Governor  McNichols 
and  assured  him  that  the  Society  would  give 
serious  consideration  to  all  of  his  proposals. 

Minutes  of  the  House  meetings  at  the  Febru- 
ary, 1960,  Clinical  Session  were  presented,  and 
there  being  no  corrections  or  objection,  they  were 
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approved  as  published  in  the  May,  1960,  issue  of 
the  Rocky  Mountain  Medical  Journal. 

President  McDonald  presented  the  annual  re- 
port of  the  Board  of  Trustees  as  published  in  the 
Handbook,  a mimeographed  supplement  present- 
ing the  annual  audit  by  an  independent  firm  of 
certified  public  accountants,  and  a mimeographed 
supplement  presenting  actions  of  the  Board  of 
Trustees  subsequent  to  the  publication  of  the 
Handbook.  He  then  asked  Dr.  Carl  W.  Swartz, 
member  of  the  Board  of  Trustees,  Chairman  of  the 
Finance  Committee,  and  Chairman  of  the  Board’s 
Ad  Hoc  Committee  on  Retirement  Plan,  to  pre- 
sent an  additional  supplemental  report. 

Dr.  Swartz  addressed  the  House  as  follows: 

“You  have  in  your  hands  two  brochures,  one  of  which  is 
a copy  of  the  trust  agreement  with  the  bank.  The  other  is 
the  brochure  of  the  investment  program  itself, 

“Your  ad  hoc  committee  was  created  by  action  of  the 
House  last  February.  It  has  met  and  studied  this  problem 
from  every  possible  aspect.  Its  subcommittees  have  spent 
many  hours  in  discussions.  It  was  felt  best  to  proceed  with 
or  without  the  passage  of  Keogh-type  legislation,  but,  of 
course,  it  is  perfectly  adaptable  to  such  legislation  as  we  now 
know  it,  if  such  is  passed.  At  least  we  will  have  a vehicle 
for  a good  investment  program  available  to  Colorado  doctors, 
even  if  no  legislation  passes. 

“Bids  were  solicited  from  three  leading  Denver  banks  to 
act  as  our  trust  department.  Their  three  replies  were  carefully 
studied  and  the  Colorado  National  Bank  was  selected  as  the 
most  satisfactory  to  our  needs  and  wishes. 

“Specifications  were  then  drawn  up  for  presentation  to 
16  insurance  companies  for  bids  on  an  insurance  program  to 
fit  the  needs  of  our  plan.  Bids  were  received  from  six  com- 
panies. These  were  weighed  and  compared,  and  the  best  bid 
was  found  to  be  a combination  of  a Colorado  company  and 
a national  company.  Extreme  interest  and  cooperation  of 
these  companies  have  made  our  work  load  easier. 

“After  your  Board  of  Trustees  had  accepted  the  bid  of 
these  companies,  some  other  companies  have  seemed  more 
interested  and  have  circularized  some  of  our  membership. 
Remember  that  these  same  companies  had  a chance  to  bid 
earlier  and  failed  to  show  enough  interest  to  put  in  a com- 
petitive bid. 

“Progress  has  been  made  possible  through  the  combined 
efforts  of  the  committee,  its  co-ordinator  and  adviser,  Mr. 
J.  Merle  Lemley,  the  bank’s  trust  officers,  and  the  active 
and  progressive  actions  of  the  insurance  companies  selected. 

“At  this  time,  I should  like  to  introduce  Mr.  Merle  Lemley 
and  to  introduce  the  representatives  of  the  bank  and  the 
insurance  companies  involved.” 

Mr.  Lemley  addressed  the  House  briefly  and 
introduced  Mr.  Stuart  Ferris,  Vice  President  of  the 
Security  Life  and  Accident  Company  of  Denver, 
and  Mr.  Kenneth  Caughey,  a trust  officer  of  the 
Colorado  National  Bank,  each  of  whom  thanked 
the  Society  for  the  confidence  placed  in  their 
institutions.  Mr.  Lemley  outlined  the  eight  months 
of  specialized  work  and  research  that  had  gone 
into  development  of  the  Colorado  State  Medical 
Society  Unified  Retirement  Investment  Trust. 
President-elect  Cyrus  W.  Anderson  closed  the  dis- 
cussion, paying  high  compliments  to  Mr.  Lemley 
and  the  other  experts  who  developed  the  plan  with 
the  ad  hoc  committee. 

Speaker  Covode  referred  all  the  reports  of  the 
Board  of  Trustees  to  the  Reference  Committee  on 
Board  of  Trustees  and  Executive  Office,  including 
the  special  report  of  the  Ad  Hoc  Committee  on 
Retirement  Plan. 

The  Chair  again  recognized  President  McDon- 
ald to  present  nominations  on  behalf  of  the  Board 


of  Trustees  for  Certificates  of  Service.  The  follow- 
ing citations  were  read: 

CITATION 

WILLIAM  H.  HALLEY,  M.D. 

Lest  it  be  forgotten  by  younger  members  of  our  profession, 
let  our  opinion  be  recorded  that  Dr.  William  H.  Halley  did 
more  than  any  other  Coloradan — and  he  was  one  of  a scant 
dozen  similar  leaders  in  the  nation — to  bring  about  a modern- 
ization of  the  American  Medical  Association  in  those  post- 
war years  of  1947  to  about  1954.  The  1947  modernization  of 
our  own  Colorado  State  Medical  Society  in  which  Dr.  Halley 
played  a major  role,  formed  a pattern  for  the  A.M.A.  re- 
organization. 

He  entered  the  House  of  Delegates  of  the  A.M.A.  in 
January,  1947,  with  the  prestige  of  a Past  President  of  both 
the  Denver  County  and  the  Colorado  State  Medical  Societies, 
and  was  one  of  a small  group  who  in  three  years  attracted 
under  their  leadership  a majority  of  that  House.  He  and 
they  inspired,  “needled,”  if  you  will,  and  finally  convinced 
their  confreres  to  the  end  that  the  House  of  Delegates  itself, 
rather  than  a small  hierarchy  dominated  by  one  ambitious 
personality,  would  thereafter  establish  policies  for  American 
Medicine.  Much  of  this  was  accomplished  by  Dr.  Halley’s 
column,  “Silhouettes  from  the  A.M.A.  House  of  Delegates,” 
which  he  wrote  monthly  for  our  Rocky  Mountain  Medical 
Journal  through  1947,  ’48,  ’49.  Those  writings,  together  with  an 
independent  public  relations  survey  report  to  the  A.M.A., 
are  properly  credited  with  causing  the  creation  and  develop- 
ment of  a modern  public  relations  program  and  department 
of  our  national  organization.  For  many  years  national  ob- 
servers referred  to  California,  Colorado  and  Michigan  as  the 
“big  three”  states  which  led  the  A.M.A.  to  its  modern 
democratization.  Dr.  Halley  was  the  man  most  responsible 
for  Colorado’s  inclusion  as  one  of  the  “big  three,”  and  we 
should  all  remember  that  Colorado  had  only  1 per  cent  of 
the  membership  in  the  A.M.A.  House  of  Delegates. 

On  occasion.  Dr.  Halley’s  pen  and  speech  alike  could  be 
charged  with  acid  when  deep  etching  was  needed,  but  both 
were  always  guided  by  his  abiding  principle  that  the  interests 
of  his  own  and  every  physician’s  patients  came  first.  Even 
when  cutting  sharply  into  the  center  of  the  problem,  his 
actions  and  his  words  always  bespoke  a kindly  and  under- 
standing tolerance  of  all  men’s  honest  errors  in  judgment. 

The  burdens  of  his  heavy  practice  were  never  too  great 
to  prevent  Dr.  Halley  from  serving  actively  and  with  dis- 
tinction on  committees  and  in  minor  offices  where  personal 
recognition  seldom,  if  ever,  resulted.  Some  physicians  have 
retired  from  service  to  their  state  medical  societies,  “retired 
on  their  laurels,”  so  to  speak,  after  having  achieved  and 
completed  the  high  office  of  President.  In  contrast.  Dr. 
Halley’s  greatest  services  to  our  Society  and  to  American 
Medicine  were  performed  throughout  the  15  years  following 
his  1941  Presidency  of  our  Society. 

Your  Board  of  Trustees  is  therefore  convinced  that 
William  H.  Halley,  M.D.,  has  richly  earned  and  deserves  the 
Certificate  of  Service  of  the  Colorado  State  Medical  Society, 
and  on  its  own  motion  so  nominates  him  to  the  House  of 
Delegates. 

CITATION 

BRADFORD  MURPHEY,  M.D. 

“Dr.  Bradford  Murphey  has  given  generously  and  un- 
selfishly of  his  time,  energy  and  counsel  to  the  profession, 
governmental  bodies  and  voluntary  health  agencies  in  the 
interest  of  medicine  and  public  health  and  welfare  for  two 
decades. 

“He  participated  in  the  establishment  of  programs  which 
have  altered  the  position  of  the  medical  profession  in  the 
fields  of  legislative  activity  and  public  relations.  The  United 
Public  Health  League,  which  he  helped  to  found  in  1945,  was 
the  forerunner  of  the  Washington  office  of  the  American 
Medical  Association.  The  League  was  organized  to  represent 
the  views  of  physicians  from  11  Western  states  before  Con- 
gressional bodies  considering  legislation  of  a medical  nature. 

“When  Raymond  Rich  and  Associates  were  retained  by 
the  State  Medical  Society  to  study  the  public  relations  of 
the  medical  profession  in  Colorado,  Dr.  Murphey  assisted 
in  setting  up  the  study  and  worked  for  implementation  of 
recommendations  arising  from  it.  He  was  also  a charter 
member  of  Colorado’s  original  Code  of  Cooperation  Committee 
representing  medicine,  hospitals,  press  and  radio. 

“In  addition  to  three  years’  service  on  the  State  Medical 
Society’s  Board  of  Trustees,  Dr.  Murphey  has  served  as 
President  of  the  Denver  Medical  Society,  is  currently  on  its 
Board  of  Trustees  and  is  Chairman  of  the  Library  Policy 
Committee,  among  many  other  assignments. 

“At  the  same  time  he  was  active  in  medical  society 
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affairs.  Dr.  Murphey  found  time  to  ably  represent  the  medical 
profession  as  an  official  spokesman  or  private  public  service- 
minded  individual  to  several  social  and  voluntary  health 
organizations.  His  service  on  civic  projects  as  a citizen  and 
medical  society  representative,  encompasses  participation  in 
conferences  and  on  Councils  sponsored  by  local,  state  and 
national  governmental  units,  and  he  continues  to  serve  many 
worthy  projects  and  programs  concerned  with  improvement 
of  the  welfare  and  health  of  his  fellow  man. 

“No  one  physician  more  richly  deserves  the  Certificate 
of  Service,  the  highest  recognition  his  medical  society  can 
confer  upon  him.” 

Your  Board  of  Trustees  has  considered  the  above  citation 
submitted  by  the  Denver  Medical  Society,  heartily  endorses 
it,  and  so  nominates  Dr.  Murphey. 

CITATION 

CARL  A.  McLAUTHLIN,  M.D. 

“Dr.  Carl  A.  McLauthlin  has  served  his  profession  and 
the  public  faithfully  and  conscientiously  through  his  many 
years  of  volunteer  service  at  the  Denver  General  Hospital. 
He  has  served  the  Colorado  State  Medical  Society  as  an 
elected  delegate  to  its  House  of  Delegates  and  has  been  a 
leader  of  his  colleagues  as  President  of  his  component  society 
and  later  as  Chairman  of  its  Board  of  Trustees. 

“He  was  active  in  the  planning  and  construction  stages  of 
the  Denver  Medical  Society  Library  which  upon  completion 
has  been  able  to  offer  improved  library  services  and  facilities 
to  all  physicians  in  the  Rocky  Mountain  region,  and  a con- 
venient location  in  which  to  hold  meetings. 

“Dr.  McLauthlin  was  instrumental  in  establishing  the 
first  Emergency,  Referral  and  Information  Service  in  this 
region  almost  12  years  ago.  This  has  been  a valuable  service 
offered  to  the  public  without  charge.  Under  his  guidance, 
this  service  has  grown  and  expanded  until  it  now  processes 
almost  60,000  calls  a year.  The  confidence  of  patients,  co- 
operation and  faith  of  physician  participants  and  the  leader- 
ship of  Dr.  McLauthlin  have  been  factors  which  have  given 
the  profession  this  public  service  project  of  which  it  can  be 
justly  proud. 

“Dr.  McLauthlin’s  keen  interest  in  the  education  of  new 
physicians  has  resulted  in  the  establishment  of  an  interest- 
free  loan  fund  to  aid  needy  and  worthy  medical  students  at 
the  University  of  Colorado  School  of  Medicine.  This  fund  was 
established  by  Miss  Grace  I.  McNaught  in  the  memory  of  her 
father.  Dr.  Francis  H.  McNaught,  a pioneer  Colorado  physician. 

“In  a sincere  and  quiet  manner.  Dr.  McLauthlin  has 
worked  for  the  best  interests  of  the  medical  profession  and 
he  has  earned  one  of  life’s  greatest  rewards,  the  satisfaction 
of  accomplishment.” 

Your  Board  of  Trustees  has  considered  the  above  citation 
submitted  by  the  Denver  Medical  Society,  approves  it,  and 
so  nominates  Dr.  McLauthlin  for  this  Society’s  Certificate  of 
Service. 

On  motion  of  Dr.  John  H.  Amesse,  unanimously 
carried  with  applause,  the  House  confirmed  the 
above  nominations  for  Certificates  of  Service. 

The  Handbook  reports  of  the  Board  of  Coun- 
cilors and  Grievance  Committee  were  received  and 
referred  to  the  Reference  Committee  on  Profes- 
sional Relations. 

Under  the  order  of  optional  individual  reports 
by  officers,  President  McDonald  then  addressed 
the  House  at  length.*  Dr.  McDonald’s  report  was 
referred  to  the  Reference  Committee  on  Legisla- 
tion and  Public  Relations. 

The  Handbook  report  for  the  A.M.A.  Delegation 
and  their  reports  appearing  in  the  August  and 
September  issues  of  the  Rocky  Mountain  Medical 
Journal  were  introduced  by  Dr.  Kenneth  C.  Saw- 
yer, senior  A.M.A.  Delegate,  who  informally  ex- 
panded these  reports  with  discussion  of  procedures 
at  the  A.M.A.  House  of  Delegates. 

Dr.  I.  E.  Hendryson,  A.M.A.  Delegate,  pointed 
out  that  since  the  reports  had  been  written  by 
Dr.  Sawyer  they  failed  to  mention  honors  and  rec- 

♦Dr.  McDonald’s  report  separately  published.  See  page  40  of 
the  November,  1960,  issue  of  the  Rocky  Mountain  Medical 
Journal. 
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ognition  which  Dr.  Sawyer  had  received.  Dr. 
Hendryson  paid  high  tribute  to  Dr.  Sawyer  for 
his  accomplishments  in  the  A.M.A.  House. 

The  Handbook  reports  of  the  Foundation  Ad- 
vocate and  the  Executive  Secretary  were  received 
and  referred  to  the  Reference  Committee  on  Board 
of  Trustees  and  Executive  Office. 

A mimeographed  supplemental  report  of  the 
Executive  Secretary,  suggesting  that  certain  long- 
established  Standing  Rules  of  the  House  of  Dele- 
gates might  be  considered  for  inclusion  in  the 
By-Laws  which  will  be  reprinted  soon,  in  any 
case,  was  referred  to  the  Reference  Committee  on 
Constitution,  By-Laws  and  Credentials. 

On  behalf  of  the  Board  of  Councilors,  the 
Executive  Secretary  presented  another  mimeo- 
graphed supplement  wherein  the  Board  of  Coun- 
cilors recommended  a By-Law  amendment  to  give 
physicians  in  full-time  governmental  employment 
eligibility  for  membership  in  the  component  so- 
ciety holding  jurisdiction  over  their  residences. 
This  was  also  referred  to  the  Reference  Committee 
on  Constitution,  By-Laws  and  Credentials. 

The  House  recessed  at  12:15  p.m.  for  lunch 
and  reconvened  at  2:00  p.m.  with  a quorum 
present. 

Speaker  Covode  appointed  Drs.  Robert  E.  Mc- 
Curdy, Thomas  H.  Mahoney,  Jr.,  and  Freeman 
Longwell  as  Sergeants-at-Arms.  He  appointed  Drs. 
J.  V.  Carris  and  Terry  Gromer  to  the  Reference 
Committee  on  Board  of  Trustees  and  Executive 
Office  to  replace  absentees  and  similarly  appointed 
Dr.  William  H.  Ryder  to  the  Reference  Committee 
on  Legislation  and  Public  Relations. 

Handbook  reports  of  the  following  committees 
were  referred  to  reference  committees  as  listed 
in  the  Handbook: 

Health  Education  and  School  Health, 

Library  and  Medical  Literature, 

Medical  Education  and  Hospitals, 

Medical  Student  Loan  Fund, 

Medical  Service, 

Medicolegal  Committee, 

Public  Health  Committee,  including  mimeo- 
graphed supplement  for  its  Mental  Health  Sub- 
committee, 

Public  Policy  Committee,  including  a mimeo- 
graphed supplement  for  its  Subcommittee  on  Pub- 
licity, 

Rocky  Mountain  Medical  Conference, 

Scientific  Program, 

Advisory  Committee  on  Workmen’s  Compensa- 
tion Affairs, 

Advisory  Committee  to  Colorado  Association 
of  Medical  Assistants, 

A.M.E.F.  Committee, 

Military  Affairs  Committee, 

Representatives  to  Adult  Education  Council, 
Representatives  to  State  Welfare  Department 
Advisory  Committee,  including  a verbal  supple- 
ment by  Dr.  John  I.  Zarit  which  was  discussed  by 
Drs.  I.  E.  Hendryson,  Frank  Stander,  John  B. 

continued  on  page  60 
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Rapid  peak  attainment  — for  early  control  — 
KYNEX®  Sulfamethoxypyridazine  reaches  peak 
plasma  levels  in  1 to  2 hours*  ^ ...  or  approximately 
one-half  the  time  of  other  once-a-day  sulfas.^  Unin- 
terrupted control  is  then  sustained  over  24  hours  with 
the  single  daily  dose  . . . through  slow  excretion  with- 
out renal  alteration. 

High  free  levels  — for  dependable  control  — 
More  efficient  absorption  delivers  a higher  percentage 
of  sulfamethoxypyridazine  ~ averaging  20  per  cent 
greater  at  respective  peaks  than  glucuronide-conver- 
sion  sulfas.^  Of  the  total  circulating  levels,  95  per  cent 
remains  in  the  fully  active,  unconjugated  form  even 
after  24  hours.® 


Extremely  low  toxicity^  . . . only  2.7  per  cent 
incidence  in  recommended  dosage  — Typical  of 
KYNEX  relative  safety,  toxicity  studies®  in  223 
patients  showed  TOTAL  side  effects  (both  subjective 
and  objective)  in  only  six  cases,  all  temporary  and 
rapidly  reversed.  Another  evaluation'*  in  110  patients 
confirmed  the  near-absence  of  reactions  when  given 
at  the  recommended  dosage.  High  solubility  of  both 
free  and  conjugated  product®  obviates  renal  compli- 
cations. No  crystalluria  has  been  reported. 

Successful  against  these  organisms:  strepto- 
cocci, staphylococci,  E.  coli,  A.  aerogenes,  paracolon 
bacillus,  Gram-negative  rods,  pneumococci,  diphthe- 
roids, Gram-positive  cocci  and  others. 


1.  Boger,  W.  P.;  Strickland,  C.  S.,  and  Gylfe,  J.  M.:  Antibiotic  Med.  & Clin.  Ther.  3i378,  (Nov.)  1956.  2.  Boger,  W.  P.:  Antibiotics  Annual 
1958-1959,  New  York,  Medical  Encyclopedia,  Inc.,  1959,  p.  48.  3.  Sheth,  U.  K.;  Kulkarni,  B.  S.,  and  Kamath,  P.  G.:  Antibiotic  Med.  & Clin. 
Ther.  5:604  (Oct.)  1958.  4.  Vinnicombe,  J.;  Ibid.  5:474  (July)  1958.  5.  Anderson,  P.  C.,  and  Wissinger,  H.  A.:  U.  S.  Armed  Forces  M.  X 10:1051 
(Sept.)  1959.  6.  Roepke,  R.  R.;  Maren,  T.  H.,  and  Mayer,  E.:  Ann.  New  York  Acad.  Sc.  60:457  (Oct.)  1957. 
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once-a-day  sulfa . . . 


NOTE:  investigators  note  a tendency  of  some  patients  to 
misinterpret  dosage  instructions  and  take  KYNEX  on  the 
familiar  q.i.d.  schedule.  Since  one  KYNEX  tablet  is  equiva- 
lent to  eight  to  twelve  tablets  of  other  sulfas,  even  mod- 
erate o.verdosage  may  produce  side  effects.  Thus,  the 
single  dose  schedule  must  be  stressed  to  the  patient. 

KYNEX  Tablets,  0.5  Gm.,  bottles  of  24  and  100.  Dosage; 
Adults,  0.5  Gm.  (1  tablet)  daily,  following  an  initial  first 
day  dose  of  1 Gm.  (2  tablets). 

KYNEX  Acetyl  Pediatric  Suspension,  cherry-flavored,  250 
mg.  sulfamethoxypyridazine  activity  per  teaspoonful  (5  cc.). 
Bottles  of  4 and  16  fl.  oz.  Recommended  Dosage:  Children 
under  80  lbs.:  1 teaspoonful  (250  mg.)  for  each  20  lb.  body 
weight,  the  first  day,  and  Va  teaspoonful  per  20  lb.  per  day 
thereafter.  For  children  80  lbs.  and  over:  4 teaspoonfuls 
(1.0  Gm.)  initially  and  2 teaspoonfuls  daily  thereafter.  Give 
immediately  after  a meal. 


Sulfamethoxypyridazine  Lederle 


NEW- for  acute  G.U.  infection  AZO-KYNEX®  Phenylazodiaminopyridine  HCI  — Sulfa- 
methoxypyridazine Tablets,  contains  125  mg.  KYNEX  in  the  shell  with  150  mg. 
phenylazodiaminopyridine  HCI  in  the  core.  Dosage:  2 tablets  q.i.d.  the  first  day; 
1 tablet  q.i.d.  thereafter. 


LEDERLE  LABORATORIES,  a Division  of  AMERICAN  CYANAMID  COMPANY,  Pearl  River,  New  York 
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Farley,  and  finally  by  Dr.  Zarit. 

The  following  supplement  to  the  report  of  the 
Medical  Service  Committee  was  submitted  by  Dr. 
John  B.  Grow: 

The  Service  League  Community  Blood  Bank  of  Pueblo, 
Colorado,  will  be  nonfunctioning  as  of  March  1,  1961.  It  has 
served  southeastern  Colorado,  including  Pueblo,  La  Junta, 
Rocky  Ford,  Monte  Vista  and  Alamosa,  for  seven  years.  It 
received  its  original  counseling  and  advice  from  the  Belle 
Bonfils  Memorial  Blood  Bank  of  Denver,  Colorado. 

The  St.  Mary-Corwin  Hospital  and  Parkview  Hospital,  both 
of  Pueblo,  will  now  have  self-operating  hospital  blood  banks. 
This  has  created  the  situation  whereby  the  Service  League 
Community  Blood  Bank  cannot  operate  as  a self-supporting, 
nonprofit  organization. 

It  has  been  requested  by  the  Service  League  Community 
Blood  Bank  of  Pueblo,  Colorado,  that  the  Belle  Bonfils 
Memorial  Blood  Bank,  Denver,  Colorado,  serve  the  areas  of 
La  Junta,  Rocky  Ford,  Monte  Vista  and  Alamosa.  The  Belle 
Bonfils  Memorial  Blood  Bank  has  accepted  this  responsibility 
and  is  offering  its  services  to  all  areas  in  Colorado  which 
need  its  service. 

The  Public  Policy  Committee  of  the  Coiorado  State  Medical 
Society  formulated  in  1958  a program  for  the  Belle  Bonfils 
Memorial  Blood  Bank  to  provide  blood  service  to  every  area 
in  Colorado  requesting  it.  The  Blood  Bank  is  willing  to  go 
into  all  areas  and  provide  blood  for  them.  Such  requests 
have  been  fulfilled  in  Fort  Collins,  Loveland,  Longmont  and 
Brighton,  Colorado,  in  1959  and  1960. 

Dr.  Thomas  H.  Mahoney  read  the  following 
report  for  the  Blue  Shield  Fee  Schedule  Advisory 
Committee  which  was  referred  to  the  Reference 
Committee  on  Insurance  and  Prepayment  Plans; 

The  regular  semiannual  meeting  of  the  Advisory  Com- 
mittee was  held  Tuesday  evening,  September  13,  1960,  at  the 
Stanley  Hotel. 

Pursuant  to  the  House  of  Delegates’  instruction  that  the 
committee  restudy  the  assistant  surgeon  fee  problem,  a special 
subcommittee  met  on  June  4th  to  review  the  many  sugges- 
tions received  up  to  that  time.  These  were  summarized  for 
consideration  by  the  fuU  committee;,  consequently,  the  meet- 
ing Tuesday  evening  was  devoted  mainly  to  a review  of  the 
entire  matter,  so  that  the  wishes  of  all  component  societies 
could  be  heard  and  evaluated. 

After  lengthy  discussion,  it  was  the  consensus  that  the 
time  spent  was  probably  the  most  equitable  basis  on  which 
to  determine  the  payment  to  be  made  for  assistant  surgeon 
services,  and  the  following  allowances  were  adopted: 

Preferred  “A”:  $25  for  the  first  hour;  $5  for  each  additional 
half-hour. 

Preferred:  $20  for  the  first  hour;  $5  for  each  additional 
half-hour. 

Standard  “A”:  $15  for  the  first  hour;  $5  for  each  additional 
half-hour. 

The  committee  agreed,  furthermore,  that  in  all  cases  the 
time  of  the  assistant  surgeon  would  be  less  than  that  of  the 
anesthesia,  and  in  no  instance  should  it  be  longer.  In  addition, 
it  was  understood  that  the  basic  provisions  relative  to  the 
designation  of  surgical  procedures  as  eligible  for  assistant 
surgeon  benefit  and  the  use  of  interns  or  residents  where 
present  and  qualified  would  be  continued. 

It  is  recommended,  therefore,  that  the  above  method  be 
adopted  and  referred  to  the  Blue  Shield  Board  of  Trustees 
for  their  approval. 

There  were  also  a number  of  requests  for  revisions  of  fees 
for  certain  surgical  procedures.  These  were  adopted  in  the 
main,  with  some  modifications  to  conform  with  the  over-all 
fee  schedules  of  the  four  Plans.  A few  requests  were  denied 
as  actuarily  impossible.  JOHN  H.  AMESSE,  Chairman. 

There  were  no  further  annual  reports,  and  the 
Secretary  reported  there  was  no  unfinished  busi- 
ness. 

The  first  order  of  new  business  was  the  elec- 
tion of  a Nominating  Committee,  and  the  follow- 
ing Delegates  were  elected  without  opposition,  by 
acclamation: 

J.  Leonard  Tillquist,  Clear  Creek  Valley, 
Charles  G.  Freed,  Denver, 


William  S.  Abbey,  Larimer, 

Milton  L.  Wiggins,  El  Paso, 

Paul  B.  Stidham,  Mesa, 

John  B.  Farley,  Pueblo, 

Byron  A.  Yost,  Boulder. 

Dr.  Edward  S.  Miller  addressed  the  House  as 
follows: 

“Mr.  Speaker,  pursuant  to  the  directive  of  the  House  of 
Delegates  at  its  last  Midwinter  Session,  representatives  of 
the  Colorado  Medical  Service  and  the  Colorado  Society  of 
Internal  Medicine  have  met  regularly  to  resolve  problems 
relating  to  internal  medicine.  I wish  to  report  that  our  meet- 
ings have  been  amicable,  honest,  and  forthright.  Each  side 
has  learned  much  concerning  the  problems  of  the  other. 
Certain  general  principles  have  been  discussed  and  agreed 
upon,  and  an  agenda  for  systematic  approach  to  our  differ- 
ences has  been  outlined. 

“At  the  present  time,  we  are  exploring  a plan  which  we 
hope  will  be  mutually  acceptable.  The  details  of  the  plan 
necessarily  require  prolonged  discussion,  which  has  not  as 
yet  been  completed.  We  are  therefore  unable  to  report  a 
specific  solution  at  this  Annual  Meeting.  It  is  hoped  that 
such  a report  can  be  presented  at  the  Midwinter  Session. 

“As  a representative  of  the  Colorado  Society  of  Internal 
Medicine,  I wish  to  thank  the  Blue  Shield  representatives 
for  their  courtesy,  their  time  and  their  effort,  and  their 
evident  good  faith.” 

Dr.  Miller’s  report  was  referred  to  the  Refer- 
ence Committee  on  Insurance  and  Prepayment 
Plans. 

Dr.  William  R.  Lipscomb  addressed  the  House 
to  urge  support  of  the  high  school  essay  contest 
sponsored  annually  by  the  Association  of  Ameri- 
can Physicians  and  Surgeons.  His  report  was 
greeted  with  applause  and  was  referred  to  the 
Reference  Committee  on  Legislation  and  Public 
Relations. 

Dr.  Harry  C.  Hughes,  President  of  Colorado 
Medical  Service,  Inc.,  reported  the  great  growth 
of  Blue  Shield  in  recent  years  and  the  importance 
of  its  liaison  with  the  Society.  His  report  was 
referred  to  the  Reference  Committee  on  Insurance 
and  Prepayment  Plans. 

Dr.  S.  C.  Percefull  introduced  the  following 
resolution  which  was  referred  to  the  Reference 
Committee  on  Insurance  and  Prepayment  Plans: 

RESOLUTION 

WHEREAS,  It  appears  to  the  members  of  the  Arapahoe 
County  Medical  Society  that  the  large  majority  of  subscribers 
to  the  Blue  Shield  would  prefer  more  adequate  fee  schedule 
coverage  for  services  by  physicians  in  the  nonsurgical  special- 
ties, and 

WHEREAS,  Internists  have  withdrawn  from  membership 
in  the  Blue  Shield  because  of  inadequate  fees  provided  by 
the  plan,  be  it 

RESOLVED,  That  the  House  of  Delegates  request  the  Blue 
Shield  and  the  Blue  Shield  Fee  Schedule  Advisory  Committee 
to  continue  work  in  the  direction  of  providing  adequate  fee 
schedule  coverage  for  medical  services  by  physician  members 
of  the  Blue  Shield,  and  that  the  Colorado  Society  of  Internal 
Medicine  be  encouraged  to  rejoin  the  Blue  Shield  Plan. 

Dr.  Harlan  E.  McClure  introduced  the  follow- 
ing resolution  which  was  referred  to  the  Reference 
Committee  on  Legislation  and  Public  Relations: 

WHEREAS,  The  Board  of  Health  and  Hospitals  of  the 
City  and  County  of  Denver  and  the  Mayor  of  Denver  have 
taken  steps  to  terminate  a long-standing,  antiquated  contract 
between  the  City  of  Denver  and  the  University  of  Colorado; 
and 

WHEREAS,  The  Denver  General  Hospital  has  organized  a 
new  provisional  volunteer  staff  of  qualified,  licensed  members 
of  this  Society  to  help  care  for  the  indigent  patients  of 
Denver  as  well  as  promote  graduate  training  of  physicians; 
and 

WHEREAS,  The  Denver  General  Hospital  will  employ  a 
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full-time  staff  of  highly  qualified  directors  in  all  major 
medical  fields;  and 

WHEREAS,  A nationally  recognized  consultant  has  been 
retained  by  the  City  of  Denver  to  assist  in  the  reorganization 
of  the  Department  of  Health  and  Hospitals  as  well  as  to  plan 
the  building  of  a new,  modern,  and  efficient  hospital;  and 

WHEREAS,  The  Board  of  Health  and  Hospitals  has  in- 
vited the  University  of  Colorado  School  of  Medicine  to 
continue  to  utilize  the  facilities  of  the  Denver  General  Hospital 
for  the  teaching  of  medical  students  and  the  training  of 
interns  and  residents;  and 

WHEREAS,  This  Society  is  keenly  Interested  in  good 
patient  care,  good  graduate  training,  and  good  medical 
teaching;  therefore,  be  it 

RESOLVED,  That  the  Colorado  State  Medical  Society 
extend  its  congratulations  to  the  Board  of  Health  and  Hos- 
pitals and  to  the  Mayor  of  Denver  for  their  strong  and 
progressive  steps  taken  to  provide  qualified  full-time  depart- 
ment heads  to  work  with  qualified,  volunteer  staff  members, 
widely  representative  of  the  community,  in  a new  and  more 
adequate  community  hospital  and  thus  promote  better  patient 
care,  better  graduate  training,  and  better  student  teaching 
to  a large  and  important  population  segment  of  our  state. 
We  welcome  the  Denver  General  to  Colorado’s  ever-growing 
family  of  newer  and  better  independent  hospitals. 

Dr.  Charles  G.  Freed  introduced  the  following 
resolution  on  behalf  of  the  Physicians  Adoption 
Committee  of  Denver,  which  was  referred  to  the 
Reference  Committee  on  Miscellaneous  Business: 

RESOLUTION 

The  Increasing  requests  for  adoption  of  children,  together 
with  tragic  situations  resultant  from  placement  through  chan- 
nels other  than  official  agencies,  call  for  a real  attempt  by 
physicians,  in  close  cooperation  wtih  legal  and  social  service 
disciplines,  to  standardize  and  elevate  the  quality  of  adoptive 
practices.  The  medical  societies  of  Utah,  Maryland,  North 
Carolina  and  Ohio  have  recognized  that  participation  of 
physicians  in  direct  or  unprotected  adoptions  may  constitute 
an  unethical  practice  as  well  as  jeopardize  the  welfare  of 
parties  in  the  adoption.  Accordingly,  they  have  passed  reso- 
lutions in  support  of  official  agency  placement.  Also,  adoption 
committees  of  the  American  College  of  Obstetrics  and  Gyne- 
cology, American  Academy  of  Pediatrics,  the  A.M.A.  and 
the  American  Academy  of  General  Practice  endorse  the 
cooperative  participation  of  the  three  major  disciplines  in  all 
adoptions,  e.g.,  medicine,  law  and  social  service. 

In  the  best  interests  of  the  child,  natural  parents  and 
adoptive  parents  and  with  concern  for  the  implications  of 
unethical  practices  on  the  part  of  physicians  participating  in 
Independent  placements,  this  committee  recommends: 

1.  Recognition  of  the  unique  and  vital  contributions  of, 
and  importance  of,  cooperation  between  the  three  major 
disciplines  involved  in  adoptions. 

2.  Discouragement  of  physicians  from  participation  in  any 
direct  or  unprotected  placement  of  a child  for  adoption. 

3.  Utilization  of  the  services  of  authorized  agencies. 

On  motion  of  Dr.  John  A.  Davis,  seconded  and 
carried  without  dissent,  the  House  went  into 
Executive  Session  where  it  heard  confidential 
matters.  On  arising  from  Executive  Session,  the 
Speaker  and  the  Secretary  made  routine  announce- 
ments, and  the  Speaker  then  declared  the  House 
adjourned  until  2:30  p.m.  on  September  15. 
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SECOND  MEETING 
Thursday,  September  15,  1960 

Speaker  Covode  called  the  House  to  order  at 
2:30  p.m.  and  following  certification  of  several 
Alternates  to  be  seated  in  the  absence  of  their 
regular  Delegates,  the  roll  disclosed  50  accredited 
members  of  the  House  present,  more  than  a 
quorum.  Before  adjournment,  the  roll  call  totaled 
57. 

Before  opening  the  House  for  business.  Speaker 
Covode  declared  his  intention  to  open  the  House 
with  an  invocation,  and  expressed  the  hope  that 
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this  would  become  a custom.  Speaker  Covode  gave 
the  following  invocation: 

“To  the  God  to  whom  any  man  in  this  audience  turns, 
when  he  feels  that  need,  we  make  this  appeal:  Help  us  in 
our  deliberations  to  solve  our  problems  in  a fashion  acceptable 
to  You.  Strengthen  us  against  the  temptations  of  personal 
gain  and  factionalism,  so  that  we  may  be  led  to  wise  deci- 
sions. Soften  our  tongues  in  debate.  We  thank  You  for  these 
majestic  surroundings  in  which  we  hold  this  meeting,  and 
for  the  privileges  we  enjoy  individually  and  as  a profession, 
in  this  wonderful  and  free  country.  Amen.” 

On  motion  seconded  and  carried  without  dis- 
sent, the  House  dispensed  with  the  reading  of  the 
minutes  of  its  first  meeting. 

President  McDonald  presented  the  following 
report  which  was  referred  to  the  Reference  Com- 
mittee on  Insurance  and  Prepayment  Plans; 

At  the  September  14  meeting  of  the  Board  of  Trustees, 
it  voted  to  renew  the  Medicare  Contract,  effective  October  1, 
on  exactly  the  same  terms  as  the  one  that  will  expire  the  end 
of  this  month. 

The  Board  approved  the  nominations  offered  by  President- 
elect Anderson  for  membership  on  the  five  administrative 
councils  under  the  new  By-Laws.  Thus  the  Board,  agreeing 
with  Dr.  Anderson’s  nominations,  has  no  further  nominations 
of  its  own  to  offer  at  this  time. 

The  Board  also  received  a letter  and  supporting  documents 
from  Dr.  Harry  C.  Hughes  as  President  of  our  Blue  Shield 
Plan,  reiterating  a previous  request  of  the  joint  Policy 
Committee  of  Blue  Cross  and  Blue  Shield  that  this  Society 
undertake  a new  endeavor  toward  minimizing  overutilization 
of  hospital  facilities.  I will  quote  the  pertinent  sentences 
from  that  letter: 

“The  recently  announced  Blue  Cross  rate  adjustment, 
made  necessary  by  increased  hospital  costs,  appears  to  be 
fairly  • well  understood  and  consequently  accepted  by  the 
subscribing  public.  However,  further  increases  in  the  Blue 
Cross  costs  must  be  avoided,  if  at  all  possible,  or  we  will 
find  this  important  health  protection  program  priced  beyond 
the  reach  of  the  average  working  family. 

“.  . . It  is  hoped  that  the  Colorado  State  Medical  Society 
might  offer  to  join  hands  with  the  Colorado  Hospital  Asso- 
ciation in  sponsoring  the  formation  of  Admission  and  Dis- 
charge Committees  in  all  the  hospitals  of  this  state. 

“Since  the  discussion  of  this  subject  by  the  Public  Policy 
Committee,  the  Pueblo  County  Medical  Society — through  its 
members  on  the  hospital  staffs  in  Pueblo — have  established 
such  committees  and  they  are  reported  to  be  functioning  with 
reasonable  success.” 

The  Chair  introduced  several  special  guests  of 
the  House,  including  Dr.  Allan  L.  Haynes,  Presi- 
dent of  the  New  Mexico  Medical  Society,  Dr. 
Wesley  Hall,  President  of  the  Nevada  State  Medi- 
cal Association,  and  Dr.  George  M.  Fister  of  Ogden, 
a member  of  the  Board  of  Trustees  of  the  Ameri- 
can Medical  Association.  Dr.  Fister  addressed  the 
House  briefly  with  greetings  from  the  A.M.A.,  and 
urged  more  physicians  to  take  part  in  local,  state, 
and  national  political  activity. 

Secretary  Sethman  read  a telegram  of  greetings 
to  the  House  from  Louis  H.  Bauer,  M.D.,  Secretary 
General  of  the  World  Medical  Association. 

Dr.  Paul  B.  Stidham,  Chairman,  read  the  fol- 
lowing report  which  was  adopted  section  by 
section  and  as  a whole  without  dissent: 

Report  of  the  Reference  Committee  on 
Board  of  Trustees  and  Executive  Office 

Your  reference  committee  recommends  approval  of  the 
report  of  the  Board  of  Trustees  as  carried  on  pages  17  through 
21  of  the  Handbook  and  of  the  supplemental  report  as  carried 
on  page  22. 

Your  committee  recommends  approval  of  the  report  of 
the  Foundation  Advocate  as  carried  on  page  25  of  the  Hand- 
book. 

Your  committee  recommends  approval  of  the  report  of  the 
Executive  Secretary  as  carried  on  pages  25  through  31  of  the 
Handbook. 


Your  committee  recommends  approval  of  the  supplemental 
report  of  the  Board  of  Trustees  dated  August  31,  1960,  as 
regards  payment  of  Journal  income  to  the  Society;  the 
honorarium  to  speakers  at  the  Society’s  sessions;  the  nomina- 
tion of  certificates  of  service;  and  the  recommendation  of 
the  Ad  Hoc  Committee  on  Retirement  Plan  and  the  report 
of  the  Retirement  Plan. 

The  ad  hoc  committee  took  into  consideration  the  plan 
as  developed  by  the  Montana  State  Medical  Association  (pre- 
sented to  the  House  by  Dr.  H.  C.  Hughes)  and  rejected  it, 
primarily  because  of  the  compulsory  aspect  of  the  plan. 
With  this  your  reference  committee  is  in  full  agreement. 

Your  reference  committee  wishes  to  thank  the  Board  of 
Trustees  and  the  Executive  Secretary  for  their  hard  work 
during  the  past  year  and  to  compliment  them  on  the  retire- 
ment plan  which  has  been  offered  to  the  members  of  the 
Colorado  State  Medical  Society. 

PAUL  B.  STIDHAM,  Chairman 
F.  W.  BARROWS  TERRY  J.  GROMER 

S.  P.  ESPOSITO  HOWARD  T.  ROBERTSON 

Dr.  William  S.  Curtis,  Chairman,  read  the  fol- 
lowing report  of  the  Reference  Committee  on 
Legislation  and  Public  Relations,  which  was  adopt- 
ed section  by  section  and  as  a whole  without  dis- 
sent: 

Report  of  the  Reference  Committee  on 
Legislation  and  Public  Relations 

Your  reference  committee  has  studied  the  reports  of  the 
subcommittees  of  the  Medical  Service  Committee  carried  on 
pages  34,  35,  and  36  of  your  Handbook  and  has  the  following 
comments  and  recommendations: 

Your  reference  committee  recommends  approval  of  the 
report  of  the  Subcommittee  on  Blood  and  Tissue  Banks  as 
printed  on  page  34  of  the  Handbook  and  the  oral  supple- 
mental report  read  for  Dr.  Rettberg  by  Dr.  Grow. 

Your  committee  recommends  approval  of  the  report  of 
the  Subcommittee  on  Emergency  Medical  Service  as  printed 
on  pages  34  and  35  of  the  Handbook  and  commends  them 
for  their  varied  and  progressive  activities. 

Your  committee  received  no  report  from  the  Subcommittees 
on  Hospital-Professional  Relations,  Medical  Care  of  Veterans 
and  Physician-Nurse  Relationships;  therefore  recommends  ap- 
proval of  the  statements  printed  on  pages  35  and  36  under 
these  headings. 

Your  committee  recommends  approval  of  the  report  of  the 
Subcommittees  on  Indigent  Medical  Services,  on  Prepayment 
Services  and  on  Professional  Insurance  as  carried  on  page  36 
of  the  Handbook. 

Your  committee  was  given  the  first  paragraph  of  the 
report  of  the  Subcommittee  on  Industrial  Health  of  the 
Public  Health  Committee  printed  on  pages  40  and  41  of  the 
Handbook.  The  recommendation  made  and  the  report  titled 
“An  Expanded  Program  in  Occupational  Health  for  the  State 
of  Colorado  Department  of  Public  Health,”  dated  October, 
1959,  were  studied.  Your  committee  felt  that,  even  though 
the  thought  contained  in  the  recommendation  may  be  com- 
mendable, the  Information  available  was  too  limited  to  recom- 
mend approval.  Therefore,  your  reference  committee  does  not 
recommend  approval  of  this  recommendation. 

Your  committee  studied  the  report  of  the  Public  Policy 
Committee  printed  on  pages  7-50  of  your  Handbook.  Since 
it  is  mainly  informational,  your  reference  committee  wishes 
to  join  the  Public  Policy  Committee  in  its  expressions  of 
appreciation.  Your  committee  commends  the  Public  Policy 
Committee  for  its  efforts  and  recommends  approval  of  its 
report  with  the  following  statement:  Your  reference  committee 
feels  the  practice  of  coercing  staff  doctors  in  regard  to  dona- 
tions for  new  hospital  construction  is  not  healthy  and  should 
be  opposed. 

Your  committee  recommends  approval  of  the  report  of  the 
Subcommittee  on  Publicity  printed  on  page  50  of  the  Hand- 
book and  of  the  supplemental  report  distributed  to  the  House 
and  commends  Dr.  Bouslog  and  his  committee  for  their 
continuing  fine  work. 

Your  committee  recommends  approval  of  the  report  of  the 
Special  Committee  of  the  Advisory  Committee  on  Workmen’s 
Compensation  Affairs  printed  on  page  53  of  the  Handbook 
and  commends  them  for  their  method  of  procedure  in  regard 
to  the  fee  schedule. 

Your  committee  recommends  approval  of  the  report  of 
the  Special  Committee  of  the  Representatives  to  the  State 
Welfare  Department  Advisory  Committee  as  this  is  informa- 
tional (page  54-55),  with  specific  discussion  undertaken  by 
another  reference  committee,  and  commends  the  members  of 
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this  special  committee  for  its  tireless  efforts. 

The  resolutions  of  Dr.  John  McDonald  and  Dr.  Harlan 
McClure  were  discussed  and  not  approved  as  such.  However, 
after  hearing  from  numerous  interested  members  of  the 
Colorado  State  Medical  Society,  your  reference  committee 
makes  the  following  recommendations  and  statement: 

1.  That  the  Colorado  State  Medical  Society  reiterate  its 
belief  that  the  State  of  Colorado  does  and  should  have  a 
strong,  progressive  medical  school  and  that  a close  liaison 
between  the  full-time  faculty  and  the  volunteer  teaching 
staff  Is  essential. 

2.  That  the  Colorado  State  Medical  Society  recognizes 
Denver  General  Hospital  as  an  institution  dedicated  to  the 
care  of  the  medically  indigent,  to  rendering  emergency  medical 
service,  and  to  good  medical  teaching.  It  commends  the  Board 
of  Health  and  Hospitals  and  the  Mayor  of  Denver  for  their 
conscientious  efforts  in  this  direction. 

Your  reference  committee,  recognizing  that  there  exists 
agreement  for  future  meetings  between  the  Denver  Board  of 
Health  and  Hospitals  and  the  University  of  Colorado  School 
of  Medicine,  sincerely  believes  that  a close  working  relation 
ship  can  be  reaffirmed. 

Your  reference  committee  wishes  to  express  deep  apprecia- 
tion to  Dr.  John  McDonald  for  the  considerable  time  and 
energy  spent  on  these  matters;  and  to  thank  the  many 
members  who  appeared  before  the  committee.  I wish  to 
further  thank  the  committee  members  for  their  diligence. 

WILLIAM  S.  CURTIS,  Chairman 
MORGAN  A.  DURHAM  ROBERT  E.  McCURDY 

WILLIAM  LIPSCOMB  WILLIAM  H.  RYDER 

Dr.  Jackson  Sadler,  Chairman,  read  the  follow- 
ing report,  which  was  adopted  section  by  section 
and  as  a whole  without  dissent: 

Report  of  the  Reference  Committee  on 
Professional  Relations 

Your  reference  committee  recommends  the  approval  of 
the  report  of  the  Board  of  Councilors,  as  carried  on  pages 
23-24  of  the  Handbook. 

Your  committee  recommends  approval  of  the  report  of 
the  Grievance  Committee,  as  printed  on  page  24  of  the  Hand- 
book. 

Your  reference  committee  recommends  the  approval  of  the 
report  of  the  A.M.A.  Delegation,  as  printed  on  pages  24-25 
of  the  Handbook  and  the  supplemental  report  of  Dr.  Kenneth 
Sawyer  as  presented  orally  to  the  House  of  Delegates. 

Your  committee  wishes  to  commend  particularly  the  dili- 
gence of  the  A.M.A.  delegation  from  our  Society. 

Your  committee  recommends  approval  of  the  report  of  the 
Medicolegal  Committee,  as  printed  on  pages  36-37  of  the 
Handbook. 

Your  committee  wishes  to  recommend  approval  of  the 
report  of  the  Advisory  Committee  to  the  Colorado  Association 
of  Medical  Assistants  as  printed  on  page  53  of  the  Handbook. 

JACKSON  L.  SADLER,  Chairman 
FRANK  E.  STANDER  GEORGE  R.  BUCK 

HENRY  A.  BUCHTEL  A.  J.  KAUVAR 

Dr.  Samuel  B.  Childs,  Chairman,  presented  the 
following  report: 

Report  of  the  Reference  Committee  on 
Insurance  and  Prepayment  Plans 

None  of  the  material  referred  to  this  committee  was 
carried  in  the  Handbook. 

Your  committee  recommends  approval  of  the  report  of 
the  Blue  Shield  Fee  Schedule  Advisory  Committee  as  read 
and  circularized  to  the  House  of  Delegates.  The  part  of  this 
report  which  requires  action  recommends  that  the  payment 
to  the  assistant  surgeon  for  services  rendered  be  for  “Preferred 
A Plan,”  $25  for  the  first  hour,  $5  for  each  additional  half 
hour;  “Preferred  Plan,”  $20  for  the  first  hour,  $5  for  each 
additional  half  hour;  for  “Standard  A Plan,”  $15  for  the 
first  hour,  $5  for  each  additional  half  hour. 

The  Blue  Shield  Pee  Schedule  Advisory  Committee  recom- 
mends, furthermore,  that  in  all  cases  the  time  of  the  assistant 
surgeon  would  be  less  than  that  of  the  anesthesia,  and  in  no 
instance  should  it  be  longer.  In  addition,  it  was  understood 
that  the  basic  provisions  relative  to  the  designation  of  surgical 
procedures  as  eligible  for  assistant  surgeon  benefit  and  the 
use  of  interns  or  residents  where  present  and  qualified  would 
be  continued. 

It  is  recommended,  therefore,  that  the  above  method  be 
adopted  and  referred  to  the  Blue  Shield  Board  of  Trustees 
for  approval. 

The  report  of  Edward  S.  Miller,  M.D.,  representing  the 
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IN  VITRO  SENSITIVITY  OF  COAGULASE-POSITIVE  STAPHYLOCOCCI  TO  CHLOROMYCETIN  FROM  1055  TO  1059* 
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These  sensitivity  tests  were  done  by  the  disc  method  on  310  strains  of  coagulase-positive  staphylococci.  Strains  were  isolated  from 
patients  seen  in  the  emergency  room.  It  should  be  noted  that  among  inpatients,  resistant  strains  were  considerably  more  prevalent. 

*Adapted  from  Bauer,  A.  W.;  Perry,  D.  M.,  & Kirby,  W.  M.  M.:  J.A.M.A.  173:475,  1960.  io36o 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  available  in  various  forms,  including  Kapseals®  of 
250  mg.,  in  bottles  of  16  and  100. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasias  have  been  associated 

with  its  administration,  it  should  not  be  used  indiscriminately  or  for  minor 
infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 
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Colorado  Society  of  Internal  Medicine,  is  received  for  infor- 
mation. The  committee  commends  the  Colorado  Society  of 
Internal  Medicine  and  the  Blue  Shield  for  their  continuing 
attempts  to  discover  a plan  acceptable  both  to  its  members 
and  to  the  representatives  of  Colorado  Medical  Service.  Prog- 
ress has  been  made,  and  a satisfactory  solution  appears 
forthcoming. 

The  report  of  Harry  Hughes,  M.D.,  President  of  the  Blue 
Shield  Plan,  is  received  for  information.  The  last  paragraph 
of  his  report  has  been  referred  to  another  reference  com- 
mittee. The  committee  commends  Dr.  Hughes  for  his  report. 
Continuous  liaison  between  the  officers  of  Blue  Shield  and 
the  Medical  Society  circumvents  any  difficulties  which  might 
arise  due  to  lack  of  information. 

The  committee  acknowledges  receipt  of  the  resolution  read 
before  the  House  of  Delegates  by  Dr.  S.  C.  Percefull  for  the 
Arapahoe  County  Medical  Society.  The  committee  recommends 
that  no  action  be  taken  on  this  resolution  because  of  the 
prior  reports  received  from  both  the  Colorado  Society  of 
Internal  Medicine  and  the  officers  of  the  Colorado  Medical 
Service,  which  cover  its  content. 

The  reference  committee  acknowledges  receipt  of  the 
resolution  passed  by  the  Advisory  Committee  to  the  Division 
of  Medical  Services  at  their  meeting  of  August  10,  1960.  This 
resolution  was  read  to  the  House  by  Dr.  John  Zarit.  In  addi- 
tion, this  reference  committee  has  considered  the  remarks 
made  to  the  House  from  the  floor,  which  were  pertinent  to 
this  resolution.  It  seems  necessary,  to  refresh  your  memory, 
to  reread  this  resolution.  The  resolution  states: 

“The  Medical  Advisory  Committee  feels  that  all  of  the 
current  medical  services  available  to  recipients  of  Old  Age 
Pension  are  essential  and  have  been  made  a part  of  the 
medical  program  after  a careful  consideration  of  all  types  o 
medical  care  needed  by  the  aged.  These  services  were  deter- 
mined on  the  basis  of  careful  review,  and  priorities  were 
established  in  which  it  was  recommended  that  the  most  essen- 
tial type  of  services  be  added  to  the  program  first. 

“We  recommend  that  no  curtailment  be  made  in  the  serv- 
ices urrtil  a careful  study  has  been  made  regarding  current 
utilization  and  operating  procedures,  with  consideration  given 
to  strengthening  these  procedures  and  eliminating  as  much 
as  possible  any  overutilization.  After  this  review,  the  State 
Board  will  then  be  in  a position  to  determine  if  services  can 
be  Improved  within  the  existing  program  and  can  determine 
what  additional  monies  are  necessary  to  continue  current 
medical  services. 

“It  is  recommended  that  this  matter  be  followed  closely 
every  30  days  for  the  next  few  months  and  that,  if  necessary, 
the  State  Board  request  appropriation  of  additional  funds  to 
finance  the  program  as  it  is  now  established.” 

I move  the  acceptance  of  this  resolution. 

The  reference  committee  proposes  that  the  containment  of 
the  Old  Age  Pension  medical  plan  within  an  approximation 
of  present  fiscal  bounds  depends  upon  a discriminate  use  of 
the  plan. 

Entitlement  of  a subscriber  to  hospitalization  does  not  of 
necessity  require  that  a subscriber  be  hospitalized  upon  his 
demand,  or  for  minor  complaints,  or  for  diagnostic  purposes, 
or  for  convenience. 

Inspection  of  the  audit  of  the  Old  Age  Pension  Medical 
Fund  expenditures,  July  1959-June  1960,  reveals  that  physi- 
cians received  $1,782,017.69,  or  roughly  18  per  cent  of  the 
$10,000,000  spent.  Hospitals  and  nursing  homes  received  $7,852,- 
168,  or  78  per  cent  of  the  total  spent  during  the  same  period. 
In  discussing  costs  of  the  OAP  fund,  the  term  “medical  care” 
should  be  amplified  for  clarity  to  “hospital  and  medical  care.” 
The  projected  expenditure  for  the  fund  for  the  year  1960-61, 
based  on  monthly  expenditures  of  April,  May  and  June,  1960, 
totals  $11,312,400.00.  Due  to  adoption  of  Standard  “A”  Plan 
for  pensioners,  physicians’  services  will  total  $2,366,400.00,  or 
21  per  cent  of  the  total  of  the  projected  expenditure  of 
$11,312,400.  The  hospitals  and  nursing  homes  will  receive 
$8,588,400,  or  76  per  cent  of  the  total  as  projected. 

Recognizing  these  factors,  the  reference  committee  recom- 
mends that  the  House  of  Delegates  re-emphasize  the  following 
points  to  the  State  Welfare  Department  Advisory  Committee 
for  transmittal  to  the  Department  of  Welfare: 

1.  The  doctors  have  been  made  aware  of  their  responsibility 
for  prevention  of  overutilization  and  will  attempt  to  control 
this  as  much  as  possible. 

2.  The  public  at  large  must  be  made  aware  of  the  fact 
that  the  greatest  proportion  of  the  OAP  sick  benefit  dollar 
is  spent  on  hospitalization  and  convalescent  home  care,  not 
on  doctors’  fees. 

3.  Overutilization  of  hospitalization  is  the  joint  responsi- 
bility of  the  physician  and  the  pensioner.  Attempted  coercion 
of  doctors  by  pensioners  and  their  relatives  does  more  to 
encourage  abuse  of  hospitalization  than  any  other  factor.  It 


is  incumbent  upon  the  Welfare  Department  to  publicize  this 
fact  more  thoroughly  to  the  pensioners  and  their  families. 
This  applies  equally  to  admission  to  the  hospital,  and  to 
length  of  stay  in  the  hospital. 

SAMUEL  B.  CHILDS,  Chairman 
JOHN  B.  FARLEY  DAVID  BATES 

H.  E.  McCLURE  S.  E.  BLANDFORD 

GEORGE  CURFMAN  W.  S.  ABBEY 

Following  discussion  by  Dr.  H.  E.  McClure  and 
Dr.  Childs,  the  first  section  of  the  report  was  cor- 
rected by  the  committee  to  read  as  reproduced 
above.  This  section  was  further  discussed  by  Drs. 
L.  L.  Hick,  Jackson  L.  Sadler,  John  A.  Davis,  and 
Chairman  Childs. 

After  these  discussions,  the  section  of  the  report 
was  adopted  as  presented  and  corrected,  without 
dissent. 

The  last  section  of  Dr.  Childs’  report  was  fur- 
ther discussed  by  Dr.  Harry  C.  Hughes,  Mr.  J.  J. 
Vance,  Executive  Vice  President  of  the  Blue  Shield 
Plan,  and  Dr.  Bradford  Murphey,  who  moved 
that  the  remarks  of  Mr.  Vance  be  incorporated  in 
the  minutes  as  a part  of  Dr.  Childs’  report. 

On  motion  of  Dr.  John  B.  Farley,  the  House 
went  into  Executive  Session.  On  arising  from 
Executive  Session,  the  House  adopted  the  action 
of  the  Executive  Session,  tabling  the  motion  made 
by  Dr.  Murphey. 

All  sections  of  the  report  of  the  Reference 
Committee  on  Insurance  and  Prepayment  Plans 
were  then  adopted  without  further  discussion. 

Dr.  Alfred  Hicks,  Chairman,  presented  the  fol- 
lowing report  which  was  adopted  section  by  sec- 
tion and  as  a whole  without  dissent: 

Report  of  the  Reference  Committee  on 
Scientific  Work 

Your  reference  committee  recognizes  the  existence  of  the 
Committee  on  Library  and  Medical  Literature  but  received 
no  report  on  which  to  act. 

Your  committee  recommends  approval  of  the  report  of 
the  Committee  on  Medical  Education  and  Hospitals  as  printed 
on  page  33  and  of  the  inclusive  supplemental  report  pre- 
viously presented  to  the  Board  of  Trustees. 

Your  committee  recommends  approval  of  the  report  of  the 
Subcommittee  on  Medical  Student  Loan  Fund  as  printed  on 
page  33.  Dr.  Reginald  Fitz,  Chairman  of  this  committee,  per- 
sonally attended  our  meeting  and  supplied  excellent  answers 
to  all  inquiries. 

Your  committee  recommends  approval  of  the  report  of 
the  Committee  on  Rocky  Mountain  Medical  Conference  as 
carried  on  page  51  and  unanimously  favored  a vote  of  thanks 
to  the  committees  responsible  for  the  success  of  the  meeting. 

Your  committee  recommends  approval  of  the  report  of  the 
Scientific  Program  Committee  as  printed  on  pages  51-52  and 
compliments  the  Program  Committee  on  the  current  in- 
novation. ALFRED  HICKS,  Chairman 

HOWARD  F.  BRAMLEY  STEPHEN  B.  PHILLIPS 

SAM  W.  DOWNING  T.  O.  PLUMMER 

R.  W.  LUDWICK  M.  L.  WIGGINS 

Dr.  S.  C.  Percefull,  Chairman,  presented  the 
following  report,  which  was  adopted  section  by 
section  and  as  a whole  without  dissent: 

Report  of  the  Reference  Committee  on 
Public  Health 

Your  reference  committee  recommends  approval  of  the 
report  of  the  Health  Education  and  School  Health  Committee 
as  carried  on  pages  32-33  of  the  Handbook  and  the  supple- 
mental report  by  Dr.  Bartholomew  urging  support  of  a con- 
ference on  physicians  in  schools. 

Your  committee  recommends  approval  of  the  report  of  the 
Subcommittee  on  Aging  (page  37)  and  of  the  written  report 
submitted  by  Drs.  Zarit  and  Vest  and  Mr.  Derry.  The  refer- 
ence committee  supports  the  recommendation  of  the  special 
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report  that  the  Colorado  State  Medical  Society  appoint  a 
staff  member  to  act  as  medicine’s  public  relations  representa- 
tive to  the  1961  White  House  Conference  on  Aging. 

Your  committee  recommends  approval  of  the  report  of 
the  Subcommittee  on  Alcoholism  and  Drug  Addition  as 
printed  on  pages  37-38  of  the  Handbook. 

Your  committee  recommends  approval  of  the  report  of  the 
Subcommittee  on  Automotive  Safety  as  printed  on  pages  38, 
39,  and  40  of  the  Handbook,  and  commends  it  for  its  efforts. 

Your  committee  recommends  approval  of  the  report  of 
the  Subcommittee  on  Cancer  as  printed  on  page  40  of  the 
Handbook. 

Your  committee  recommends  approval  of  the  report  of  the 
Subcommittee  on  Crippled  Children  as  printed  on  page  40. 

Your  committee  recommends  approval  of  the  report  of 
the  Subcommittee  on  Industrial  Health  as  carried  on  pages 
40-41  of  the  Handbook. 

Your  committee  recommends  approval  of  the  report  of 
the  Subcommittee  on  Immunization  as  carried  on  pages  1-2 
of  the  Handbook. 

Your  committee  recommends  approval  of  the  report  of 
the  Subcommittee  on  Maternal  and  Child  Health  as  printed 
on  page  42  of  the  Handbook. 

Your  committee  recommends  approval  of  the  report  of 
the  Subcommittee  on  Mental  Health  as  printed  on  pages  42-46 
of  the  Handbook  and  the  supplemental  report,  deleting  the 
last  sentence  of  paragraph  2 of  page  2 of  the  supplemental 
report:  “the  use  of  private  funds  be  administrated  by  the 
Colorado  State  Medical  Society,”  and  commends  the  commit- 
tee for  its  long  hours  and  hard  work. 

Your  committee  recommends  approval  of  the  report  of  the 
Subcommittee  on  Rehabilitation  as  printed  on  page  46  of  the 
Handbook. 

Your  committee  recommends  approval  of  the  report  of 
the  Subcommittee  on  Rural  Health  as  printed  on  pages  46-47 
of  the  Handbook  and  recommends  approval  of  the  Supple- 
mental report  from  the  Chairman  of  the  Rural  Health  Com- 
mittee to  the  Trustees,  recommending  the  establishment  of 
a joint  medical  and  hospital  committee  to  assist  outlying 
hospitals  in  securing  and  maintaining  accreditation  by  the 
Joint  Commission.  The  reference  committee  recommends  that 
a member  of  the  Colorado  Chapter  of  the  American  College 
of  Physicians  be  represented  on  this  committee. 

Your  committee  recommends  approval  of  the  report  of  the 
Subcommittee  on  Sanitation  as  printed  on  page  47  of  the 
Handbook. 

Your  committee  recommends  approval  of  the  report  of  the 
Subcommittee  on  Tuberculosis  Control  as  printed  on  page  47 
of  the  Handbook. 

S.  C.  PERCEFULL,  Chairman 

WILLIAM  A.  DAY  GORDON  MEIKLEJOHN 

BRADFORD  MURPHEY 

Dr.  L.  L.  Hick,  Chairman,  presented  the  fol- 
lowing report,  which  was  adopted  section  by  sec- 
tion and  as  a whole  without  dissent: 

Report  of  the  Reference  Committee  on 
Miscellaneous  Business 

Your  reference  committee  recommends  the  approval  of 
the  report  of  the  A.M.E.F.  Committee  as  carried  on  pages 
53  and  54  of  the  Handbook. 

Your  committee  recommends  approval  of  the  report  of  the 
Military  Affairs  Committee  as  carried  on  page  54  of  the 
Handbook. 
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Your  committee  recommends  approval  of  the  report  of 
the  Representatives  to  the  Adult  Education  Council  as  carried 
on  page  54  of  the  Handbook. 

Your  committee  recommends  approval  of  the  resolution 
as  introduced  by  the  Physicians’  Adoption  Committee  of 
Denver  on  the  subject  of  adoption  and  read  before  the  House 
of  Delegates.  L.  L.  HICK,  Chairman 

ROBERT  K.  BROWN  WILLIAM  R.  SISSON 

Dr.  John  A.  Davis,  Chairman,  presented  the 
following  report  of  the  Reference  Committee  on 
Constitution,  By-Laws  and  Credentials,  which  was 
adopted  section  by  section  and  as  a whole,  and  in 
each  case  by  special  motions  the  proposed  amend- 
ments were  adopted  and  Speaker  Covode  declared 
the  By-Laws  so  amended; 

Report  of  the  Reference  Committee  on 
Constitution,  By-Laws  and  Credentials 

Your  reference  committee  recommends  approval  of  the 
proposed  amendments  to  the  By-Laws  presented  in  the  initial 
report  of  this  committee,  September  14,  1960.  Our  recom- 
mendations for  approval  follow:  Page  11  of  your  Handbook, 
Chapter  VI,  Section  1,  insert  the  sentence:  “The  Chairman 
or  Acting  Chairman  of  the  Judicial  Council  and  of  the  Griev- 
ance Committee  shall  be  ex-officio  members  of  the  Nominat- 
ing Committee  without  the  right  to  vote.” 

Page  14  of  the  Handbook,  Chapter  VIII,  Section  2,  insert, 
after  “shall  form  the  Advisory  Committee,”  this  sentence: 
“The  two  immediate  Past  Presidents  of  the  Society  may 
attend  the  Advisory  Committee  as  ex-officio  members  without 
the  privilege  to  vote.” 

Page  14  of  the  Handbook,  in  the  same  Section  2,  insert  a 
period  after  the  word  “Society”  in  the  eleventh  line  and 
delete  the  remainder  of  the  paragraph. 

Section  4,  of  Chapter  XI,  page  34  of  the  current  By-Laws 
booklet,  insert  at  end  of  the  paragraph  the  following:  pro- 

vided, that  physicians  in  full-time  state  or  federal  govern- 
mental service  of  a national  or  state-wide  nature  may  elect 
to  be  members  of  the  component  society  having  jurisdiction 
over  either  their  residence  or  the  location  of  their  central 
place  of  employment.” 

Your  committee  recommends  approval  of  the  proposed 
amendments  to  the  By-Laws  as  presented  to  the  House  in 
the  mimeographed  supplemental  report  of  the  Executive 
Secretary,  with  the  exception  of  the  proposed  amendment  to 
Chapter  XI,  Section  4,  which  has  been  previously  recommend- 
ed in  this  report. 

Your  committee  recommends  approval  of  the  proposed 
revision  of  the  Standing  Rules  as  presented  in  the  mimeo- 
graphed supplemental  report  of  the  Board  of  Trustees. 

JOHN  A.  DAVIS,  Chairman 
H.  H.  KERR  F.  ROUKEMA 

W.  B.  CROUCH  M.  L.  CRAWFORD 

R.  C.  BEETHE  R.  B.  RICHARDS 

Dr,  Charles  G.  Freed,  whom  the  Nominating 
Committee  had  elected  as  its  Chairman,  presented 
the  report  of  the  committee,  but  before  doing  so 
moved  a special  vote  of  thanks  to  Dr.  Covode  as 
Chairman  of  the  Committee  on  Scientific  Pro- 
gram, for  the  excellence  of  the  program  at  this 
Annual  Session.  The  motion  was  seconded  by 
several  and  carried  by  acclamation.  The  Nominat- 
ing Committee  report,  as  follows,  was  then  re- 
ceived and  placed  on  file: 

Nomination  of  Officers 

Your  Committee  on  Nominations  respectfully  offers  the 
following  slate  of  nominations  for  positions  to  be  filled  by 
election  at  this  90th  Annual  Session  of  the  Colorado  State 
Medical  Society: 

For  President-elect:  Dr.  V.  V.  Anderson  of  Del  Norte. 

For  Vice  President:  Dr.  Sam  Downing  of  Denver. 

For  Constitutional  Secretary,  3-year  term:  Dr.  Howard  T. 
Robertson  of  Denver. 

For  Trustee,  3-year  term:  Dr.  J.  Alan  Shand  of  La  Junta. 

For  Councilor,  District  No.  1,  3-year  term:  Dr.  Daniel  H. 
Buchanan  of  Denver. 

For  Councilor,  District  No.  4,  3-year  term:  Dr.  Lawrence 
Buchanan  of  Wray. 

For  Councilor,  District  No.  5,  3-year  term:  Dr.  Lawrence 
Dickey  of  Ft.  Collins. 
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For  Members  of  the  Grievance  Committee,  each  for  a 2-year 
term,  six  to  be  elected: 

Dr.  Bichard  Davis  of  La  Junta, 

Dr.  Ray  Witham  of  Craig, 

Dr.  Richard  L.  Speck  of  Cortez, 

Dr.  Joseph  Leonard  of  Lakewood, 

Dr.  Dwight  Dawson  of  Colorado  Springs, 

Dr.  James  Philpott,  Jr.,  of  Denver. 

For  Delegate  to  the  A.M.A.,  2-year  term  (succeeding  Dr. 
K.  C.  Sawyer) : Dr.  K.  C.  Sawyer  of  Denver. 

For  Alternate  Delegate  to  the  A.M.A.,  2-year  term  (suc- 
ceeding Dr.  Gatewood  Milligan) : Dr.  Gatewood  Milligan  of 
Englewood. 

For  Foundation  Advocate:  Dr.  W.  W.  King  of  Denver. 

For  Speaker  of  the  House  of  Delegates:  Dr.  Heman  Bull 
of  Grand  Junction. 

For  Vice  Speaker  of  the  House  of  Delegates:  Dr.  Fredrick 
Good  of  Denver. 

For  the  place  of  the  94th  Annual  Session  to  be  held  in 
1964:  Estes  Park.* 

Speaker  Covode  stated  that  the  revised  By- 
Laws  call  at  this  time  for  nominations  from  the 
incoming  President  of  the  Society  for  vacancies 
in  the  Administrative  Councils,  each  member  of 
these  Councils  to  be  elected  by  the  House  of  Dele- 
gates. Dr.  Cyrus  W.  Anderson,  President-elect, 
then  submitted  the  following  nominations  for  Ad- 
ministrative Councils  and  for  the  Committee  on 
Constitution,  By-Laws  and  Credentials  (also  sub- 
ject to  House  election)  and  pointed  out  that  in 
subsequent  years  only  half  of  each  Administrative 
Council  will  need  to  be  elected  for  overlapping 
two-year  terms: 

Council  on  Medical  Services 

John  H.  Amesse,  Denver,  Chairman,  2 years. 

Kenneth  H.  Beebe,  Sterling,  Vice  Chairman,  2 years. 

John  Zarit,  Denver,  1 year. 

H.  E.  Campbell,  Denver,  2 years. 

Samuel  P.  Newman,  Denver,  1 year. 

William  A.  Liggett,  Denver,  1 year. 

Vernon  L.  Bolton,  Colorado  Springs,  1 year. 

Leo  J.  Nolan,  Lakewood.  2 years. 

Council  on  Public  Health 

Jack  D.  Bartholomew,  Boulder,  Chairman,  2 years. 

James  A.  Stapleton,  Denver,  Vice  Chairman,  2 years. 

Ward  L.  Chadwick,  Denver,  2 years. 

L.ewis  C.  Benesh,  Denver,  2 years. 

Monroe  R.  Tyler,  Denver,  1 year. 

Mariana  Gardner,  Denver,  1 year. 

Franklyn  G.  Ebaugh,  Denver,  1 year. 

H.  M.  VanDerSchouw,  Lakewood,  1 year. 

Council  on  Scientific  Education 

H.  Calvin  Fisher,  Denver,  Chairman,  2 years. 

G.  C.  Milligan,  Englewood,  Vice  Chairman,  2 years. 
Robert  Humphrey,  Fort  Collins,  2 years. 

L.  Clark  Hepp,  Denver,  2 years. 

J.  Robert  Spencer,  Denver,  1 year. 

Myron  C.  Waddell,  Denver,  1 year. 

William  M.  Covode,  Denver,  1 year. 

Harold  Palmer,  Denver,  1 year. 


‘Changed  af  final  meeting;  see  page  72. 


Council  on  Government  Relations 

Bradford  Murphey,  Denver,  Chairman,  1 year. 

H.  R.  Bull,  Grand  Junction,  Vice  Chairman,  2 years. 

Roland  R.  Anderson,  Colorado  Springs,  1 year. 

Robert  B.  Richards,  Fort  Morgan,  2 years. 

K.  D.  A.  Allen,  Denver,  1 year. 

John  Farley,  Pueblo,  1 year. 

George  S.  Tyner,  Denver,  2 years. 

Samuel  Haigler,  Denver,  2 years. 

Council  on  Professional  Relations 

Clare  C.  Wiley,  Longmont,  Chairman,  2 years. 

William  Lipscomb,  Denver,  Vice  Chairman,  2 years. 

Everett  Munro,  Grand  Junction,  1 year. 

Fred  R.  Harper,  Denver,  2 years. 

George  R.  Buck,  Denver,  2 years. 

John  Bouslog,  Denver,  1 year. 

Eugene  Wiege,  Greeley,  1 year. 

Clyde  Stanfield,  Denver,  1 year. 

Committee  on  Constitution,  By-Laws  and  Credentials 

H.  Harper  Kerr,  Pueblo,  Chairman. 

John  A.  Davis,  Arapahoe. 

W.  B.  Crouch,  El  Paso. 

Robert  McCurdy,  Denver. 

Leonard  Tillquist,  Clear  Creek  Valley. 

Richard  B.  Foe,  Weld. 

Herman  C.  Graves,  Mesa. 

Harlan  McClure,  Prowers. 

Speaker  Covode  pointed  out  that  the  Board  of 
Trustees  is  privileged  to  make  additional  nomina- 
tions for  the  Administrative  Councils,  and  called 
upon  President  McDonald,  Chairman  of  the  Board, 
who  stated  that  the  Board  endorsed  Dr.  Ander- 
son’s nominees  and  had  no  further  nominations  to 
make. 

There  was  no  unfinished  business  and  no  Dele- 
gate presented  new  business. 

Speaker  Covode  called  attention  to  the  fact 
that  the  House  had  completed  enough  of  its  busi- 
ness that  the  optional  meeting  tentatively  sched- 
uled for  September  16  could  be  cancelled,  if  the 
House  desired.  On  motion  duly  made,  seconded 
and  carried,  this  procedure  was  ordered,  and  fol- 
lowing routine  announcements,  the  Chair  declared 
the  House  adjourned  until  8:00  a.m.,  September  17. 


FINAL  MEETING 
Saturday,  September  17,  1960 

Speaker  Covode  called  the  House  to  order  at 
8:00  a.m.,  and  following  a delay  to  attain  a quorum 
the  roll  call  ultimately  disclosed  33  accredited 
members  of  the  House  present,  one  more  than  a 
quorum. 

On  motion  the  House  dispensed  with  reading 
the  minutes  of  the  September  15  meeting  and  pro- 
ceeded to  the  election  of  officers.  cont.  on  page  72 


To  train  the  doctors  of  tomorrow, 
medical  education  needs  your  help  today 


Give  to  the 

school  of  yoiir  choice 
through  AMEF 


American  Medical  Education  Foundation 

535  N.  Dearborn  St,  Chicago  10,  III. 
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In  over  five  years 


Proven 


in  more  than  750  published  clinical  studies 


Effective 

for  relief  of  anxiety  and  tension 

Outstandingly  Safe 

simple  dosage  schedule  produces  rapid,  reliable 
tranquilization  without  unpredictable  excitation 

no  cumulative  effects,  thus  no  need  for  difficult 
dosage  readjustments 

does  not  produce  ataxia,  change  in  appetite  or  libido 

does  not  produce  depression,  Parkinson-like  symptoms, 
jaundice  or  agranulocytosis 

does  not  impair  mental  efficiency  or  normal  behavior 


1 

2 

3 

4 

5 


Miltowir 

meprobamate  (Wallace) 

Usual  dosage:  One  or  two  400  mg.  tablets  t.i.d. 

Supplied:  400  mg.  scored  tablets,  200  mg.  sugar-coated  tablets. 

Also  as  MEi’ROT.riiS*  — 400  mg.  unmarked,  coated  tablets;  and 
as  .viKi>ROsi>AN®— 400  rag.  and  200  mg.  continuous  release  capsules. 

\^/  WALLACE  LABORATORIES  / Cranbury,  N.  J. 


♦tkade-mark 


of  clinical  use 


. . . for  the  tense  and  nervous  patient 

Despite  the  introduction  in  recent  years  of  “new  and  different”  tranquil- 
izers, Miltown  continues,  quietly  and  steadfastly,  to  gain  in  acceptance. 
Meprobamate  (Miltown)  is  prescribed  by  the  medical  profession  more  than 
any  other  tranquilizer  in  the  world. 

The  reasons  are  not  hard  to  find.  Miltown  is  a known  drug.  Its  few  side 
effects  have  been  fully  reported.  There  are  no  surprises  in  store  for  either 
the  patient  or  the  physician. 


NEW  analgesic 


Kills  pain 


stops  tension 


For  neuralgias,  dysmenorrhea,  upper  respiratory 
distress,  postsurgical  conditions ...  new  compound 
kills  pain,  stops  tension,  reduces  fever— gives  more 
complete  relief  than  other  analgesics. 


Soma  Compound  is  an  entirely  new,  totally  dif- 
ferent analgesic  combination  that  contains  three 
drugs.  First,  Soma:  a new  type  of  analgesic  that 
has  proved  to  be  highly  effective  in  relieving 
both  pain  and  tension.’  Second,  phenacetin: 
a “standard”  analgesic  and  antipyretic.  Third, 


caffeine:  a safe,  mild  stimulant  for  elevation  of 
mood.  As  a result,  the  patient  gets  more  complete 
relief  than  he  does  with  other  analgesics. 

Soma  Compound  is  nonnarcotic  and  nonad- 
dicting. It  reduces  pain  perception  without  im- 
pairing the  natural  defense  reflexes.* 


NEW  NONNARCOTIC  ANALGESIC 


sonuf  (Compound 


Composition:  Soma  (carisoprodol),  200  mg.; 
phenacetin,  160  mg.;  caffeine,  32  mg. 

Dosage;  1 or  2 tablets  q.i.d. 

Supplied:  Bottles  of  50  apricot-colored, 
scored  tablets. 


NEW  FOR  MORE  SEVERE  PAIN 

sonuf  0ompoimd+ codeine 

BOOSTS  THE  EFFECTIVENESS  OF  CODEINE:  Soma  Compound  boosts 
the  effectiveness  of  codeine.  Therefore,  only  Vi  grain  of  codeine  phosphate 
is  supplied  to  relieve  the  more  severe  pain  that  usually  requires  Vz  grain. 

Composition:  Same  as  Soma  Compound  plus  V4  grain  codeine  phosphate. 

Dosage:  1 or  2 tablets  q.i.d. 

Supplied:  Bottles  of  50  white,  lozenge-shaped  tablets:  subject  to  Federal  Narcotics  Regulations. 


vf/ WALLACE  LABORATORIES  • Cranbury,  N.  J. 


*References  available  on  request. 


Organization  cont.  from  page  67 


At  the  request  of  the  Speaker,  Secretary  Seth- 
man  reread  the  report  of  the  Nominating  Com- 
mittee. Upon  inquiries  by  Speaker  Covode  in  each 
case,  there  were  no  nominations  from  the  floor 
for  any  office,  and  upon  motions  duly  made,  sec- 
onded and  carried  without  dissent  in  each  case, 
each  nominee  of  the  Nominating  Committee  was 
elected  to  the  designated  office  by  acclamation. 
(See  list,  pages  66-67.) 

Dr.  Charles  G.  Freed,  Chairman  of  the  Nomi- 
nating Committee,  moved  that  that  portion  of  the 
Nominating  Committee’s  report  recommending  that 
the  1964  Session  be  held  in  Estes  Park  be  referred 
to  the  Board  of  Trustees  for  further  study.  The 
motion  was  seconded  and  carried  without  dissent. 

The  Secretary  then  reread  the  list  of  nomina- 
tions for  Administrative  Councils  and  for  the 
Committee  on  Constitution,  By-Laws  and  Creden- 
tials, as  presented  at  the  previous  meeting  by 
President-elect  Cyrus  W.  Anderson.  On  inquiry 
by  the  Chair  in  each  case  there  were  no  further 
nominations  for  any  of  these  offices.  The  Speaker 
then  declared  the  nominations  closed,  and  there 
being  only  one  nominee  for  each  office,  on  motion 
the  nominees  presented  by  President-elect  Cyrus 
W.  Anderson  were  elected  by  acclamation. 

Secretary  Sethman  presented  a verbal  supple- 
mental report.  He  expressed  regret  that  the  need 


for  amendment  of  the  nomenclature  in  the  Stand- 
ing Rule  of  the  House  of  Delegates  relating  to 
appointment  of  Reference  Committees  to  comply 
with  the  revised  By-Laws  had  not  been  called  to 
the  attention  of  the  Reference  Committee.  He 
pointed  out  that  the  existing  nomenclature  refers 
to  standing  committees  of  the  Society  which  have 
now  been  replaced  by  Administrative  Councils, 
and  will  be  in  error  unless  corrected  at  this  time. 
He  suggested  that  the  House  might  wish  to  au- 
thorize appropriate  revision  of  that  Standing  Rule 
under  direction  of  the  Board  of  Trustees,  without 
changing  the  intent  of  any  part  of  the  rule.  Upon 
motion  duly  made,  seconded  and  carried,  the 
requested  authorization  was  granted  by  the  House. 

Vice  Speaker  Bull  asked  Past  Presidents  Gate- 
wood  C.  Milligan  and  John  Zarit  to  escort  Dr. 
Vetalis  V.  Anderson  to  the  rostrum  and  present 
him  to  the  House  of  Delegates.  Dr.  V.  V.  Anderson 
addressed  the  House  as  follows: 

“Thank  you  very  much.  I very  deeply  appreciate  this 
honor.  I will  do  the  very  best  that  I can.  I have  been  inter- 
ested in  the  goings-on  of  the  Colorado  State  Medical  Society 
for  a long  time.  I will  do  my  best  this  year  to  become  more 
acquainted  with  it  through  my  association  with  the  Board 
of  Trustees. 

“President  Anderson,  I appreciate  this  very  much,  and  to 
me  it  illustrates  the  democracy  of  this  Society.  I know  in 
my  own  mind  that  Del  Norte  is  the  hub  of  the  universe,  the 
garden  spot  of  America,  but  I would  guess  that  50  per  cent 
of  the  doctors  in  this  room  have  only  a faint  idea  of  where 
Del  Norte  is;  and  when  a doctor  from  Del  Norte  can  be 
elected  President-elect,  I think  that  is  somethiing.  I will  do 
my  very  best  to  justify  the  honor  you  have  given  me.  Thank 
you.”  (Applause) 


The  Emory  John  Brady  Hospital 

401  Southgate  Road  COLORADO  SPRINGS,  COLORADO  MElrose  4-8828 


E.  JAMES  BRADY,  M.D.,  Medical  Director  CAMPBELL  F.  RICE,  Superintendent 

For  the  care  and  treatment  of  Psychiatric  disorders. 

Individual  and  Group  Psychotherapy  and  Somatic  Therapies 
Occupational,  diversional  and  outdoor  activities. 

X-ray,  Clinical  Laboratory  and  Electroencephalography. 


Francis  A.  O’Donnell,  M.D. 
Robert  W.  Davis,  M.D. 
Richard  L.  Conde,  M.D. 
Paul  A.  Draper,  M.D. 
Charles  W.  McClellan,  M.D. 
James  E.  Edwards,  M.D. 
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Dr.  George  H.  Curfman  presented  the  following 
supplemental  report  for  the  Reference  Committee 
on  Insurance  and  Prepayment  Plans,  which  was 
adopted  on  motion  as  a whole  without  dissent: 

Supplemental  Report  of  the  Reference 
Committee  on  Insurance  and  Prepayment  Plans 

The  Reference  Committee  on  Insurance  and  Prepayment 
Plans  has  reviewed  that  portion  of  the  supplemental  report 
of  the  Board  of  Trustees  to  the  House  of  Delegates  relative 
to  a letter  and  supporting  documents  submitted  by  Dr.  Harry 
C.  Hughes,  President  of  the  Blue  Shield  Plan.  Dr.  Hughes’ 
letter  was  accompanied  by  a suggested  method  for  securing 
more  efficient  use  of  hospital  beds  in  Colorado  prepared  and 
recommended  by  the  Joint  Policy  Committee  of  Blue  Cross- 
Blue  Shield.  Basically  this  method  consists  of  the  formation  of 
admission  and  discharge  evaluation  committees  by  individual 
hospital  staffs.  Your  reference  committee  recommends  ap- 
proval in  principle  of  the  formation  of  such  evaluation 
committees  and  further  recommends  referral  of  this  matter 
to  the  Administrative  Council  on  Medical  Service,  for  imple- 
mentation. SAMUEL  B.  CHILDS,  Chairman 
WILLIAM  S.  ABBEY  GEORGE  CURFMAN 

DAVID  BATES  JOHN  B.  FARLEY 

SIDNEY  E.  BLANDFORD  HARLAN  E.  McCLURE 

There  was  no  unfinished  business,  no  Delegate 
offered  any  new  business,  and  upon  inquiry  by 
the  Speaker,  Secretary  Sethman  certified  that  his 
official  desk  was  cleared.  The  House  thereupon 
adjourned  without  day  at  9:20  a.m.,  September  17, 
1960.  

The  above  abstract  of  minutes  is  respectfully 
submitted  to  the  Society. 

HARVEY  T.  SETHMAN, 
Secretary,  House  of  Delegates 


Obituaries 

Weld  County  loses  its  past  president 

Theodore  E.  Heinz,  M.D.,  died  on  October  2, 
1960,  in  Greeley.  Dr.  Heinz  was  born  at  Sutton, 
Nebraska,  on  December  12,  1898,  and  attended 
public  schools  at  Lincoln,  Nebraska.  He  received 
his  B.S.  degree  from  the  University  of  Nebraska 
in  1926  and  was  graduated  from  the  University 
of  Nebraska  School  of  Medicine  in  1928.  He  took 
his  internship  at  Billings  Hospital  in  Chicago  and 
became  a fellow  in  the  Department  of  Medicine 
there.  Further  training  at  the  Mayo  Clinic  in  1930 
with  emphasis  on  gastro-enterology  and  x-ray 
was  taken  and  later  he  took  advanced  studies  at 
the  University  of  Chicago  Department  of  X-ray. 

In  1933,  Dr.  Heinz  went  to  Europe  to  study  as 
an  exchange  student  from  the  University  of  Chi- 
cago and  he  continued  to  study  in  his  specialty 
in  Vienna,  Berlin,  and  Dortmund,  Germany.  He 
then  became  assistant  professor  of  internal  medi- 
cine at  the  University  of  Chicago.  Since  Novem- 
ber, 1936,  Dr.  Heinz  had  been  associated  with  the 
Greeley  Clinic  as  an  internist  and  head  of  the 
Department  of  X-ray. 

He  served  in  both  World  Wars  I and  II.  During 
the  latter,  he  was  a major  in  the  Army  Medical 
Corps,  serving  44  months  of  active  duty. 

Dr.  Heinz  was  a member  of  the  Weld  County 
Medical  Society  and  served  as  its  President  in 
1941.  He  was  also  a member  of  the  Colorado  So- 


Annual  Clinical  Conference 


(SLicaao  f^edicai ^ociett 


February  28,  March  1,  2 and  3,  1961  Palmer  House,  Chicago 


DAILY  HALF-HOUR  LECTURES  by 
Outstanding  Teachers  and  Speakers  on 
subjects  of  interest  to  both  general 
practitioner  and  specialist 

PANELS  on  Timely  Topics 


MEDICAL  Color  Telecasts 
TEACHING  Demonstrations 
INSTRUCTIONAL  Courses 

SCIENTIFIC  EXHIBITS  worthy  of 
real  study  and  helpful  and  time-saving 
Technical  Exhibits 


• The  Chicago  Medical  Society  Annual  Clinical  Conference 
should  be  a MUST  on  the  calendar  of  every  physician.  Plan 
now  to  attend  and  make  your  reservation  at  the  Palmer  House. 
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ciety  of  Internal  Medicine.  He  found  time  to  be 
an  associate  member  of  the  faculty  at  Colorado 
State  College  and  served  as  one  of  the  physicians 
in  the  Student  Health  Department.  He  was  a char- 
ter member  and  served  two  terms  as  President  of 
the  Greeley  Knife  and  Fork  Club  as  well  as  past 
President  and  honorary  life  member  of  the  Greeley 
Lions  Club. 

More  and  more  varied  were  his  interests.  As  a 
physician  for  Camp  Bob  Wait,  Boy  Scout  Camp, 
he  will  always  be  remembered.  As  a member  of 
the  Board  of  Directors  of  the  Greeley  Concert 
Association  and  as  a member  of  the  Greeley 
Philharmonic  Orchestra,  playing  the  violin,  he 
will  also  be  remembered.  A 32nd  degree  Mason, 
Knight  Templar,  Shriner  and  especially  as  the 
past  Rainbow  Dad  and  a member  of  the  Board 
of  the  Order  of  Rainbow  for  Girls,  Greeley  will 
never  forget  him.  Last  June,  he  was  given  the 
Grand  Cross  of  Color,  the  highest  award  of  Rain- 
bow, at  the  Grand  Assembly  at  Sterling. 

Dr.  Heinz  and  his  family  have  given  10  scholar- 
ships to  college  to  worthy  students  and  Dr.  Heinz 
took  special  interest  in  the  careers  of  the  re- 
cipients. Survivors  include  his  wife  and  son. 

Noted  Denver  internist  dies 

Allen  David  Riemer,  M.D.,  died  recently  in 
Los  Angeles,  California.  Dr.  Riemer  was  born  on 
April  6,  1910,  in  Manchester,  England,  and  re- 
ceived his  Bachelor  of  Arts  degree  at  Harvard  in 
1932.  He  graduated  from  Johns  Hopkins  in  1936 
as  a Doctor  of  Medicine  and  interned  at  Denver 
General  Hospital  and  later  at  St.  Anthony  Hos- 
pital. He  was  a resident  at  Johns  Hopkins  in 
medicine.  He  was  licensed  in  Maryland  and  in 
Colorado  in  1939. 

Dr.  Riemer  was  a member  of  the  Denver  Medi- 
cal Society  and  limited  his  work  to  internal  medi- 
cine. He  was  on  the  staff  of  General  Rose  and 
St.  Anthony  Hospitals. 

Dr.  Riemer  was  one  of  the  first  internists  who 
recognized  the  use  of  steroids  in  heart  disease  and 
his  exhibits  were  shown  at  many  state  and  na- 
tional meetings. 

Survivors  are  his  wife  and  two  children. 


(left)  Raymond  F.  Peterson,  M.D.,  President  Mon- 
tana Medical  Association  and  Albert  L.  Vadheim, 
Jr.,  M.D.,  Assistant  Secretary-Treasurer. 


(left  to  right)  Everett  H.  Lindstrom,  M.D.,  Presi- 
dent-Elect; Leonard  W.  Brewer,  M.D.,  Immediate 
Past- President;  S.  C.  Pratt,  M.  D.,  Alternate  Dele- 
gate to  the  A.M.A.;  and  William  E.  Harris,  M.D., 
Secretary  - Treasurer. 


Picker  X-Ray,  Rocky  Mountain,  Inc. 

4925  East  38th  Ave.— Tel.  DUdley  8-5731 

Denver  7,  Colorado 

EMERY  L.  GRAY, 

Vice  President 

Colorado  Springs,  Colorado 

WM.  J.  BETTS 

J.  D.  Colvin,  1342  Edith  Lane,  MEIrose  5-8768 

J.  K.  DUNN 

Salt  Lake  City,  Utah 

D.  JOHNSON 

R.  S.  Cook,  479  East  7th  South,  ELgin  9-9871 

T.  LARSH 
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patient 

unhappay 

overweight? 


Controls  food  craving,  keeps  the  reducer  happy  — In  obesity,  “our  drug  of  choice  has 
been  methedrine  . . . because’ it  produces  the  same  central  effect  with  about  one- 
half  the  dose  required  with  plain  amphetamine,  because  the  effect  is  more  pro- 
longed, and  because  undesirable  peripheral  effects  are  significantly  minimized 
or  entirely  absent.”'  Literature  available  on  request. 

Supplied:  Tablets  5 mg.,  scored.  Bottles  of  100  and  1000. 

• Douglas,  H.  S.;  West.  J.  Surg.  59:238  (May)  1951. 


BURROUGHS  WELLCOME  & CO.  (U.  S,  A.)  INC..  Tuckahoe,  New  York 


miniiiiize  care  and  ebninate  despair  with 

METHEDRINE 

brand  Methamphetamine  Hydrochloride 
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Montana  President  resigns 

(The  following  was  taken  from  Dr.  Raymond 
F.  Peterson’s  letter  which  appeared  in  the  Mon- 
tana Medical  Association’s  November  Bulletin.) 

“I  want  to  express  my  deepest  appreciation  to 
the  members  of  the  Montana  Medical  Association 
for  having  chosen  me  for  the  highest  honor  that 
Montana  medicine  can  bestow,  that  of  President 
of  the  Montana  Medical  Association.  This  to  me 
is  especially  significant  at  this  time  because  as 
you  know  I will  leave  the  state  and  the  people  in 
it  whom  I love  so  much  about  November  1.  . . . 
Raymond  F.  Peterson,  M.D.” 

We  are  sure  all  Montana  physicians  sincerely 
regret  that  unforeseen  and  unpredictable  circum- 
stances have  made  it  necessary  that  Dr.  Peterson 
move  to  California  so  soon  after  his  installation 
as  President  of  the  Association.  Dr.  Peterson  has 
served  organized  medicine  in  Montana  actively 
and  enthusiastically  for  nearly  15  years  and  during 
this  period  has  made  significant  contributions  to 
the  effectiveness  of  the  Association  and  to  the 
health  of  Montana  citizens.  It  is,  we  believe,  un- 
fortunate that  Dr.  Peterson  will  be  unable  to 
fulfill  his  duties  as  President. 

On  behalf  of  all  Montana  physicians,  we  ex- 
tend our  highest  commendations  to  Dr.  Peterson 
and  our  very  best  wishes  for  his  continued  success 
and  happiness  in  his  new  association.  His  new 
address  will  be:  801  Laguna  Road,  Sunny  Hills, 
Fullerton,  California. 


AC 

MEDICAL  PROFESSION 

Now  available  in  exclusive  Medical-Dental  Building 
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Abstract  of  House  Proceedings* 

Wyoming  State  Medical  Society 

Fifty-Seventh  Annual  Meeting 

September  7,  8,  9,  10,  1960 

Jackson  Lake  Lodge,  Moran,  Wyoming 

FIRST  SESSION 
Wednesday,  September  7,  1960 

The  business  session  of  the  House  of  Delegates, 
57th  Annual  Meeting  of  The  Wyoming  State  Medi- 
cal Society,  was  called  to  order  at  9:20  o’clock, 
a.m.,  September  7,  1960,  by  President  Benjamin 
Gitlitz. 

Dr.  Frederick  H.  Haigler  of  the  Credentials 
Committee  called  the  roll  and  it  was  determined 
that  a quorum  was  present.  Dr.  Bernard  J.  Sulli- 
van moved  that  the  minutes  of  the  1959  annual 
meeting  as  printed  in  the  Delegates’  Packet  be 
approved.  Seconded  by  Dr.  R.  W.  Holmes.  Motion 
carried. 

Old  business 

Under  old  business,  after  discussing  the  Public 
Relations  Program  briefly,  Dr.  Benjamin  Gitlitz 
called  on  Dr.  Francis  Barrett,  Chairman.  Dr. 
Barrett  referred  to  his  report  in  the  Delegates’ 
Packet  and  discussed  the  possibility  of  engaging 
a public  relations  consultant  and  stated  that  sev- 
eral other  states  that  had  such  a program,  as  well 
as  the  A.M.A.,  recommended  that  Wyoming  do 
the  same.  He  stated  that  he  had  contacted  a public 
relations  firm  in  Cheyenne  and  that  they  had 
agreed  to  a fee  of  $100  per  month  in  the  event 
that  the  Society  desired  to  proceed  with  such  a 
program  for  a year.  Dr.  John  H.  Froyd  moved  that 
up  to  $100  per  month  be  allowed  for  public  rela- 
tions. Seconded  by  Dr.  H.  B.  Anderson.  Dr. 
Howard  P.  Greaves  suggested  that  the  motion 
include  the  provision  that  this  program  be  limited 
to  one  year.  With  the  permission  of  the  second. 
Dr.  H.  B.  Anderson,  Dr.  John  H.  Froyd  withdrew 
his  motion  and  moved  that  the  society  be  author- 
ized to  spend  up  to  $100  per  month  for  one  year 
for  the  purposes  of  securing  a public  relations 
consultant.  Seconded  by  Dr.  H.  B.  Anderson.  Mo- 
tion carried. 

Dr.  Benjamin  Gitlitz  called  for  a report  of  the 
Scholarship  Committee.  He  stated  that  the  Coun- 
cil felt  that  the  Scholarship  Committee  should 


•These  minutes  represent  actions  taken  largely  on  material 
from  the  official  packet  of  the  Wyoming  State  Medical 
Society.  This  packet  contains  the  reports  that  are  representa- 
tive of  committee  activities  and  recommendations  and  form 
an  official  part  of  these  minutes. 
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have  the  use  of  a $5,000  fund.  Dr.  Bernard  J. 
Sullivan  discussed  the  program  briefly  and  sug- 
gested that  the  recipients  of  loans  should  pay  a 
nominal  interest  rate.  Dr.  R.  W.  Holmes  spoke 
on  the  manner  of  handling  such  a fund  in  the 
light  of  safeguards  for  all  members  of  the  Society, 
as  well  as  those  comprising  the  House  of  Dele- 
gates. Dr.  Dan  B.  Greer  described  the  program 
planned  in  Laramie  County.  After  extensive  dis- 
cussion it  was  moved  by  Dr.  Paul  J.  Preston  that 
the  House  of  Delegates  authorize  that  $5,000  be 
placed  in  the  Scholarship  Loan  Fund  to  be  used 
at  the  discretion  of  the  committee,  pending  ap- 
proval of  their  plan  of  operation  by  the  Council. 
Seconded  by  Dr.  Dan  B.  Greer.  Motion  carried. 

Dr.  Gitlitz  discussed,  under  old  business,  the 
coalition  of  volunteer  agencies,  but  that  there 
was  neither  a written  report  nor  an  oral  report. 

Dr.  R.  W.  Holmes  stated  that  he  would  prefer 
to  delay  his  report  of  the  Wyoming  Tuberculosis 
Committee  until  Friday  afternoon. 

Dr.  Benjamin  Gitlitz  called  upon  the  members 
of  the  House  of  Delegates  to  present  all  resolu- 
tions to  Dr.  Francis  Barrett  before  noon  in  order 
that  he  could  meet  with  his  committee  and  recom- 
mend action  on  Friday. 

It  was  moved  by  Dr.  Bernard  J.  Sullivan  and 
seconded  by  Dr.  R.  W.  Holmes  that  the  Treasurer’s 
report,  as  published  in  the  Delegates’  Packet,  be 
approved.  Motion  carried. 

Dr.  Frederick  H.  Haigler  stated  that  there 
was  no  Secretary’s  report. 

Report  of  A.M.A.  Delegate 

Dr.  A.  T.  Sudman  stated  that  as  Delegate  to 
the  A.M.A.  he  had  no  printed  report,  but  report- 
ing orally,  said  that  the  last  two  meetings  had 
been  two  of  the  least  controversial  meetings  that 
he  had  attended.  He  stated  that  the  A.M.A.  is 
taking  a firm  stand  in  all  their  policies  when  they 
are  called  to  testify  before  various  government 
agencies  to  leave  it  up  to  the  individual  to  have 
free  choice  of  physician.  He  also  discussed  health 
care  for  the  aged,  the  cost  of  drugs,  occupational 
health  programs.  Social  Security  and  medical  ex- 
amination to  pilots.  It  was  moved  by  Dr.  Bernard 
J.  Sullivan  and  seconded  by  Dr.  Charles  W.  Jeffrey 


that  the  report  be  approved.  Motion  carried. 

Dr.  Bernard  J.  Sullivan  discussed  the  pro- 
cedure followed  at  the  A.M.A.  meetings  and  urged 
all  doctors  who  were  interested  in  action  on  a 
national  level  to  attend  the  A.M.A.  and  to  attend 
the  scientific  exhibits. 

After  supplementing  the  written  report  in  the 
Packet  with  oral  remarks,  it  was  moved  by  Dr. 
H.  B.  Anderson  and  seconded  by  Dr.  Gerald  R. 
Smith  that  the  report  of  the  Executive  Secretary 
be  approved.  Motion  carried. 

Dr.  Benjamin  Gitlitz  gave  a report  of  the  Coun- 
cil’s meetings  and  the  action  taken  during  the 
past  year.  Following  discussion,  the  following 


budget  was  unanimously  adopted: 

Travel — Executive  Secretary  and  others $ 1,000.00 

Travel — A.M.A.  Delegate  and  Alternate 1,000.00 

Salary — ^Executive  Secretary  2,500.00 

Office  Expen.se — Executive  Secretary 1,000.00 

Rocky  Mountain  Medical  Journal 650.00 

Printing,  Stationery,  Supplies  500.00 

Woman’s  Auxiliary  400.00 

Postage  600.00 

Public  Relations  and  Advertising 1,200.00 

Committees  and  Conferences  (not  State  meeting) 585.00 

Telephone  and  Telegraph  250.00 

Auditing  70.00 

President’s  Office  250.00 

Secretary’s  Office  Treas.  100.00 

Legal  1,800.00 

A.A.P.S.  Prizes  100.00 

Surety  Bonds  50.00 

Dues  and  Subscriptions  120.00 

Miscellaneous  250.00 

Transcription  of  State  Minutes  225.00 

Wyoming-Colorado  Science  Fair  100.00 


Total  $12,750.00 


A copy  of  his  written  report  is  attached  to  the 
original  minutes.  It  was  moved  by  Dr.  Silvio  J. 
Giovale  that  the  report  be  approved.  Seconded  by 
Dr.  R.  W.  Holmes.  Motion  carried. 

Mr.  Arthur  R.  Abbey  discussed  the  time  and 
place  of  the  next  annual  meeting.  No  action  was 
taken  and  the  matter  was  tabled  until  the  next 
session  of  the  House  of  Delegates  on  Friday,  Sep- 
tember 9. 

Reports  of  committees 

Dr.  Norman  R.  Black  was  called  upon  to  report 
for  the  Public  Policy  and  Legislative  Committee. 
Dr.  Black  stated  that  on  Page  67  of  the  Packet 
there  was  a short  report.  A supplemental  written 
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report  of  the  Joint  Committee  of  Physicians  and 
Attorneys  was  then  read,  which  written  report, 
containing  a copy  of  the  proposed  legislation,  is 
attached  to  the  original  minutes.  The  matter  was 
then  discussed  by  Mr.  Byron  Hirst,  legal  advisor 
to  the  Wyoming  State  Medical  Society.  The  pro- 
posed bill  undei  discussion  provides  for  witness 
fees  for  expert  witnesses  of  $25.00  per  day.  It  was 
moved  by  Dr.  Dan  B.  Greer  that  the  report  be 
approved  and  the  bill  presented  to  the  Legislature. 
Seconded  by  Dr.  Paul  J.  Preston.  Motion  carried. 

Dr.  Benjamin  Gitlitz  reported  for  the  A.M.E.F. 
Committee  and  discussed  the  contributions  list 
published  in  the  Delegates’  Packet.  Dr.  Bernard 
J.  Sullivan  explained  that  the  $5.00  contributions 
were  memorial  contributions,  in  lieu  of  flowers. 
Dr.  Silvio  J.  Giovale  questioned  the  advisability 
of  publishing  such  a list  and  the  amounts  of  the 
contributions.  It  was  suggested  that  the  A.M.E.F. 
Committee  should  decide  whether  or  not  to  pub- 
lish such  a list  in  the  future. 

Reporting  for  the  Auditing  Committee,  Dr. 
James  W.  Barber  stated  that  the  report  was  in 
the  Delegates’  Packet,  and  suggested  that  this 
committee  was  a good  example  of  a committee 
that  could  be  abolished,  and  suggested  that  the 
work  be  transferred  to  trained  auditors  for  the 
Society.  Dr.  Barber  moved  that  such  action  be 
taken.  Seconded  by  Dr.  R.  W.  Holmes.  Motion 
carried. 

Dr.  Frederick  H.  Haigler  stated  that  the  Blue 
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Cross  Committee  report  was  in  the  Packet.  In 
addition,  he  discussed  unnecessary  hospitalization 
under  Blue  Cross.  Dr.  Francis  Barrett  stated  that 
he  had  a resolution  on  that  point  which  would  be 
presented  to  the  House  of  Delegates.  Dr.  R.  W. 
Holmes  moved  that  the  report  be  approved.  Sec- 
onded by  Dr.  H.  B.  Anderson.  Motion  carried. 

It  was  moved  by  Dr.  John  H.  Froyd  that  the 
report  of  the  Blue  Shield  Committee  as  printed 
in  the  Packet  be  approved.  Seconded  by  Dr.  Silvio 
J.  Giovale.  Motion  carried. 

There  was  no  one  present  to  report  for  the 
Constitution  and  By-laws  Committee  and  Dr. 
Gitlitz  stated  that  Johnson  County  had  requested 
recognition  as  an  individual  county  and  that  its 
constitution  and  by-laws  are  being  studied  by  Dr. 
Barrett  and  Mr.  Hirst  and  they  will  present  the 
resolution  to  recognize  them  on  Friday,  Sep- 
tember 9. 

Dr.  Benjamin  Gitlitz  brought  up  the  matter 
of  the  incorporation  of  the  Wyoming  State  Medi- 
cal Society  as  a nonprofit  corporation  and  asked 
approval  of  the  House  of  Delegates  of  such  action. 
Dr.  Silvio  J.  Giovale  moved  that  the  incorporation 
of  the  Society  as  a nonprofit  corporation  be  ap- 
proved. Seconded  by  Dr.  Dan  B.  Greer.  Motion 
carried.  (Articles  of  Incorporation  are  filed  with 
the  original  minutes.) 

Dr.  John  R.  Bunch  asked  for  an  expression 
from  the  House  of  Delegates  whether  or  not  the 
Fee  Schedule  Committee  should  attempt  to  notify 
doctors  in  the  state  what  charges  are  being  made 
for  house  calls,  and  so  on,  other  than  the  stated 
fees  that  are  in  the  Blue  Cross  schedule.  Dr.  H.  B. 
Anderson  stated  that  such  a schedule  may  be  con- 
trary to  the  provisions  of  the  A.M.A.  and,  before 
any  action  be  taken,  that  the  matter  should  be 
studied  further.  No  action  was  taken. 

Dr.  James  W.  Sampson  was  not  present,  but 
his  report  on  the  Gottsche  Advisory  Committee 
was  printed  in  the  Packet  and  in  such  report  he 
moved  that  the  committee  be  abandoned.  However, 
Dr.  Gitlitz  stated  that  Dr.  Sampson  suggested  that 
there  be  a Gottsche  Committee.  No  action  was 
taken. 

Dr.  Gitlitz  stated  that  Dr.  J.  S.  Hellewell,  Chair- 
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man  of  the  Grievance  Committee,  has  requested 
that  his  term  be  discontinued  and  that  he  was 
resigning,  that  he  felt  that  he  had  served  his  time. 
Dr.  Gitlitz  stated  that  it  would  be  up  to  Dr. 
Barrett  to  appoint  a new  member.  Dr.  Paul  J. 
Preston  moved  that  the  report  as  published  in 
the  Packet  be  approved.  Seconded  by  Dr.  John 
R.  Bunch.  Motion  carried. 

It  was  moved  by  Dr.  James  W.  Barber  and 
seconded  by  Dr.  Silvio  J.  Giovale  that  the  report 
of  the  Committee  on  Judicial  and  Advisory  to 
Workmen’s  Compensation  as  printed  in  the  Packet 
be  approved.  Motion  carried. 

Dr.  E.  Chester  Ridgway  moved  and  Dr.  Dean 
A.  Holt  seconded  that  the  report  of  the  Maternal 
Welfare  Committee  as  published  in  the  Packet 
be  approved.  Motion  carried. 

Dr.  Mark  Farrell,  Jr.,  discussed  his  report  for 
the  Mental  Health  Committee  as  set  out  in  the 
Delegates’  Packet,  together  with  mental  health 
problems  throughout  the  State  of  Wyoming. 

Dr.  Carleton  D.  Anton  was  called  upon  to 
report  for  the  Necrology  Committee.  Dr.  Anton 
reported  that  Wyoming  physicians  deceased  since 
the  last  meeting  of  the  Wyoming  State  Medical 
Society  were: 

Dr.  Winifred  Ingersoll,  70,  died  July  31,  1960. 

Dr.  H.  L.  Goff,  Cheyenne,  81,  died  May  8,  1959. 

Dr.  Phillip  S.  Pauling,  Rock  Springs,  died  May 
27,  1959. 

Dr.  Ernest  A.  Kahn,  Cheyenne,  50,  died  Janu- 
ary 21,  1960. 

Dr.  James  V.  Carter,  San  Francisco,  33,  died 
January  23,  1960. 

Dr.  Chester  A.  Conyers,  Cheyenne,  78,  died 
February  8,  1960. 

Dr.  Edward  S.  Lauzer,  Cora,  78,  died  May  1, 
1960. 

The  House  of  Delegates  then  stood  for  a mo- 
ment of  silent  tribute. 

Dr.  John  R.  Bunch  moved  that  the  families 
of  the  deceased  doctors  be  notified  of  the  action 
of  the  House  of  Delegates  in  paying  tribute  to 
them.  Seconded  by  Dr.  R.  I.  Williams.  Motion 
carried. 

Dr.  Benjamin  Gitlitz  then  read  a letter  from 


Dr.  Silvio  J.  Giovale,  advising  of  his  withdrawal 
from  consideration  as  a candidate  for  President- 
elect. 

Dr.  Paul  J.  Preston,  reporting  on  the  activities 
of  the  Poliomyelitis  Committee,  stated  that  this 
was  one  of  those  committees  that  could  well  be 
discontinued.  Dr.  Dan  B.  Greer  moved  that  the 
recommendation  be  followed.  Seconded  by  Dr. 
Silvio  J.  Giovale.  Motion  carried. 

Reporting  for  the  Radiation  Problems  Com- 
mittee, Dr.  James  W.  Barber  stated  that  the 
report  in  the  Packet  was  a preliminary  report,  the 
first  one  the  committee  had  made,  and  discussed 
the  report  briefly.  Dr.  Silvio  J.  Giovale  moved 
that  the  report  as  printed  in  the  Packet  be  ap- 
proved. Seconded  by  Dr.  E.  Chester  Ridgway. 
Motion  carried. 

Dr.  H.  B.  Anderson  presented  a written  report 
for  the  Research  Committee,  a copy  of  which  was 
handed  to  each  Delegate.  It  was  moved  by  Dr. 
James  W.  Barber  and  seconded  by  Dr.  Silvio  J. 
Giovale  that  the  report  be  approved.  Motion  car- 
ried. The  House  of  Delegates  applauded  the  fine 
report  and  the  efforts  of  Dr.  Francis  Barrett  and 
the  committee  on  its  preparation.  Mr.  Arthur  R. 
Abbey  stated  that  Dr.  Anderson  was  the  guest 
speaker  at  the  National  Blue  Shield  conference 
in  Los  Angeles  and  that  he  did  a magnificent  job. 

Dr.  Benjamin  Gitlitz  read  a telegram  directed 
to  Dr.  W.  Andrew  Bunten  by  Dr.  Louis  H.  Bauer, 
Secretary  General,  which  telegram  is  attached  to 
the  original  minutes. 

Whereupon  the  House  of  Delegates  was  re- 
cessed at  12:30  p.m.,  September  7,  1960,  to  2:00 
p.m.,  September  9,  1960. 


SECOND  SESSION 
Friday,  September  9,  1960 

The  final  session  of  the  House  of  Delegates 
was  called  to  order  by  President  Benjamin  Gitlitz 
at  2:10  p.m.,  Friday,  September  9. 

It  was  moved  by  Dr.  Silvio  J.  Giovale  and 
seconded  by  Dr.  Dan  B.  Greer  that  the  report  of 
the  Rheumatic  Fever  Committee  be  approved  as 
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A biochemical  compound 
used  to  diminish  intestinal 
gas  in  healthy  persons 
and  those  patients  having 
digestive  disorders  ■ 


MMIUSE 


Each  Kanulase  tabiet  contains  Dorase* 
320  units. combined  with  pepsin,  N.F., 
150  mg.;  glutamic  acid  HCi,  200  mg.; 
pancreatin,N.F.,500mg.;oxbileextract, 
100  mg.  Dosage:  1 or  2 tablets  at  meal- 
time. Supplied;  Bottles  of  50  tablets. 
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printed  in  the  Delegates’  Packet.  Motion  carried. 

Dr.  Silvio  J.  Giovale  moved  and  Dr.  Dan  B. 
Greer  seconded  that  the  report  as  published  in 
the  Packet  for  the  Committee  on  the  Rocky  Moun- 
tain Medical  Conference  be  approved.  Motion  car- 
ried. 

Mr.  Arthur  R.  Abbey  read  the  report  of  the 
Managing  Editor  of  the  Rocky  Mountain  Medical 
Journal  prepared  by  Mr.  Harvey  T.  Sethman, 
Executive  Secretary  of  the  Colorado  State  Medical 
Society,  which  report  is  attached  to  the  original 
minutes. 

Dr.  Benjamin  Gitlitz  then  presented  Mrs.  O.  C. 
Reed  of  Torrington,  Wyoming,  President  of  the 
Woman’s  Auxiliary  to  the  Wyoming  State  Medical 
Society,  who  spoke  briefly  to  the  House  of  Dele- 
gates, discussing  the  activities  of  the  Auxiliary, 
and  then  introduced  Mrs.  William  Mackersie  of 
Detroit,  Michigan,  President  of  the  Woman’s  Aux- 
iliary to  the  A.M.A.  Mrs.  Mackersie  addressed 
the  House  of  Delegates  and  reaffirmed  the  dedi- 
cation of  the  Auxiliary  to  be  of  assistance  to  the 
medical  profession.  The  House  of  Delegates  then 
applauded  the  recognition  of  this  body  by  the 
Presidents  of  the  State  and  National  Auxiliaries. 

It  was  moved  by  Dr.  Dan  B.  Greer  and  sec- 
onded by  Dr.  Paul  J.  Preston  that  the  report  of 
Mr.  Harvey  T.  Sethman  be  approved.  Motion 
carried. 


Dr.  Francis  Barrett,  reporting  for  the  Resolu- 
tions Committee,  presented  the  following: 

Resolutions 

RESOLVED,  That  the  Wyoming  State  Medical  Society 
welcome  the  Johnson  County  Medical  Society  to  full  member- 
ship in  the  Wyoming  State  Medical  Society. 

The  Resolutions  Committee  recommended  that 
the  resolution  be  accepted.  Seconded  by  Dr.  Ray- 
mond E.  Kunkel.  Motion  carried.  (Copy  of  the 
Constitution  and  By-laws  are  attached  to  the 
original  minutes.) 

RESOLVED,  That  the  Wyoming  State  Medical  Society 
shall  sponsor  a postgraduate  seminar  on  Teenage  Guidance 
and  Counseling  Techniques  and  authorizes  up  to  $500  for 
expenses. 

The  Resolutions  Committee  recommended  that 
the  resolution  do  pass.  It  was  moved  by  Dr.  John 
H.  Froyd  and  seconded  by  Dr.  Oliver  K.  Scott  that 
the  resolution  be  passed.  Motion  carried. 

RESOLVED,  That  the  Wyoming  State  Medical  Society 
shall  investigate  the  various  causes  of  overutilization  of  Blue 
Cross  in  Wyoming. 

The  Resolutions  Committee  recommended  that 
the  resolution  do  pass.  It  was  moved  by  Dr.  Ray- 
mond E.  Kunkel  and  seconded  by  Dr.  John  H. 
Froyd  that  the  resolution  be  approved.  Motion 
carried. 

RESOLVED,  That  the  Wyoming  State  Medical  Society 
endorse  the  efforts  of  the  Division  of  Mental  Health  of  the 
Wyoming  State  Health  Department  and  allied  groups  in 
their  study  and  investigation  of  the  medical  legal  problems 
surrounding  mental  illness. 


newest 


ff  m 

from  tKe 


Dr.  Barrett  stated  that  the  Mental  Health  Com- 
mittee, headed  by  Dr.  Mark  P.  Farrell,  had  pre- 
sented the  resolution  and  the  Resolution  Commit- 
tee asked  the  passage  of  the  resolution.  Dr.  R.  W. 
Holmes  moved  that  the  resolution  do  pass.  Second- 
ed by  Dr.  Dan  B.  Greer.  Motion  carried. 

RESOLVED,  That  the  Wyoming  State  Medical  Society 
oppose  the  incarceration  of  mentally  ill  patients  in  jail  while 
awaiting  psychiatric  evaluation. 

The  resolution  was  approved. 

RESOLVED,  That  the  immediate  Past  President  of  the 
Wyoming  State  Medical  Society  shall  assume  full  Council 
membership  during  the  year  following  his  term  of  office. 

The  Resolutions  Committee  recommended  that 
the  resolution  do  pass.  Dr.  E.  Chester  Ridgway 
moved  that  the  resolution  be  passed.  Seconded  by 
Dr.  H.  B.  Anderson.  Motion  carried. 

RESOLVED,  That  the  Wyoming  State  Medical  Society 
endorse  the  principle  of  the  Cancer  Coordinating  Committee 
and  instructs  the  Council  to  establish  the  proper  role  of  the 
Society  in  the  function  of  this  committee. 

It  was  moved  by  Dr.  John  H.  Froyd  and  sec- 
onded by  Dr.  Paul  J.  Preston  that  the  resolution 
pass.  Motion  carried. 

RESOLVED,  That  the  By-laws  be  amended  by  adding  the 
following: 

1.  “The  Corporation  shall  not  invest  or  reinvest  its  funds 
in  shares  of  stock  of  corporations  unless  and  rmtil  this  By-law 
shall  be  amended.” 

2.  “The  Corporation  shall  indemnify  every  officer  or  di- 
rector or  delegate  or  councilor,  his  heirs,  executors  and 
administrators,  against  expenses  reasonably  incurred  or  lia- 
bility Incurred  by  him  in  connection  with  any  action,  suit  or 
proceeding  to  which  he  may  be  made  a party  by  reason  of 


his  being  or  having  been  a director  or  officer  or  delegate  or 
councilor  of  the  corporation,  except  in  relation  to  matters 
as  to  which  he  shall  be  finally  adjudged  in  such  action, 
suit  or  proceeding  to  be  liable  for  fraud  or  misconduct;  in 
the  event  of  a settlement  before  or  after  action  or  suit,  in- 
demnification shall  be  provided  only  in  connection  with  such 
matters  covered  by  the  settlement  as  to  which  the  corpora- 
tion is  advised  by  counsel  that  the  person  to  be  indemnified 
was  not  guilty  of  such  fraud  or  misconduct.  The  foregoing 
right  of  indemnification  shall  not  exclude  other  rights  to 
which  he  may  be  entitled.” 

3.  “Wherever  used  in  this  Constitution  or  in  the  By-laws 
of  Wyoming  State  Medical  Society,  the  word  ‘physician’ 
means  a doctor  having  a degree  of  Bachelor  of  Medicine  or 
Doctor  of  Medicine  granted  by  a medical  school  accredited  by 
the  American  Medical  Association  at  the  time  of  conferring 
of  the  degree.” 

The  Resolutions  Committee  recommended  that 
the  resolution  do  pass.  The  motion  was  made, 
seconded  and  the  resolution  was  approved. 

WHEREAS,  The  Wyoming  State  Medical  Society  in  its 
Fifty-Seventh  Annual  Meeting  assembled  at  Jackson  Lake 
Lodge,  Wyoming,  on  September  7,  8,  9 and  10,  1960,  has 
enjoyed  a most  successful  convention;  and 

WHEREAS,  The  Scientific  Program  has  been  of  very  high 
quality  with  outstanding  speakers  and  several  worthwhile 
ex’nibits;  and 

WHEREAS,  The  hospitality  of  the  personnel  of  the  Jackson 
Lake  Lodge  has  been  shown  in  many  ways,  adding  to  the 
comfort  and  enjoyment  of  all  the  members  and  guests;  and 
WHEREAS,  The  commercial  exhibitors  have  contributed 
very  materially  to  the  success  of  the  convention  by  their 
cooperation  and  devotion  to  the  needs  of  the  doctors;  and 
WHEREAS,  Special  recognition  is  due  President  Benjamin 
Gitlitz  for  the  many  ways  his  leadership  and  efforts  have 
insured  the  success  of  the  meeting;  and 

WHEREAS,  Special  recognition  is  due  Arthur  R.  Abbey, 
Executive  Secretary,  for  his  attention  to  details,  efficiency 
and  customary  good  will;  and 
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DBI  (brand  of  Phenformin  HCI-N*- 
jS-phenethylbiguanide  HCI) 
is  available  as  25  mg.  white, 
scored  tablets, 
bottles  of  100  and  1000. 


1.  Barclay,  P.  L,:  J.A,M.A. 
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fair  to  excellent  control  in  91  of  104  diabetics  (88%) 

. . . achieved  with  DBI  use  alone  or  combined  with  exogenous  insulin. 

'^more  useful  and  certainly  more  serene  lives”... 

In  many  diabetics  “phenformin  (DBI)  has  been  responsible  for  adjusting 
life  situations  so  that  patients  whose  livelihood  was  threatened,  whose 
peace  of  mind  was  disturbed  because  of  lability  of  their  diseases,  have  been 
restored  to  more  useful  and  certainly  more  serene  lives.” 

”no  evidence  of  toxicity”  due  to  d b i . . . 
a relatively  low  incidence  of  gastrointestinal 

reactions . . . were  found  in  this  series. 


Rely  on  DBI,  alone  or  with  insulin,  to  enable  a maximum  number  of 
diabetics  to  enjoy  continued  convenience  and  comfort  of  oral  therapy 
in  the  satisfactory  regulation  of . . . 

stable  adult  diabetes  • sulfonylurea  failures 
unstable  (brittle)  diabetes 

Detailed  literature  giving  indications,  dosage,  precautions  and  contraindications 
, , . professional  samples  , • • diabetes  diet  sheets  and  explanatory  brochure 
for  patients  . . . available  from  . . . 

u.  s.  vitamin  & pharmaceutical  corporation 

Arlington  Funk  Laboratories,  division  • 250  East  43rd  Street,  New  York  17,  N.  Y. 


WHEREAS,  The  Wyoming  Division  of  the  American  Cancer 
Society,  the  Easter  Seal  Program,  the  American  Academy  of 
General  Practice  and  WICHE,  have  made  excellent  contribu- 
tions to  the  meetings  by  providing  speakers;  and 

WHEREAS,  Many  of  the  officers  and  committee  members 
of  the  Society  have  worked  with  diligence  and  devotion 
throughout  the  year  to  make  possible  the  considerable  achieve- 
ments of  the  Society;  and 

WHEREAS,  Our  Society  has  been  additionally  honored  by 
the  delegation  from  Colorado,  including  Dr.  McDonald,  the 
President  of  the  Colorado  State  Medical  Society;  and 

WHEREAS,  The  success  and  the  charm  of  the  convention 
is  greatly  enhanced  by  the  presence  and  valued  loyalty  of 
the  Ladies’  Auxiliary;  therefore,  be  it 

RESOLVED,  That  the  members  of  the  House  of  Delegates 
of  the  Wyoming  State  Medical  Society  assembled  take  this 
opportunity  to  unanimously  express  their  deep  appreciation 
for  all  of  the  matters  heretofore  contained. 

The  resolution  was  approved  by  unanimous 
acclaim. 

It  was  moved  by  Dr.  Silvio  J.  Giovale  and 
seconded  by  Dr.  Paul  J.  Preston  that  the  report 
of  the  Rural  Health  Committee  as  published  in 
the  Packet  be  approved.  Motion  carried. 

It  was  moved  by  Dr.  R.  W.  Holmes  and  sec- 
onded by  Dr.  Raymond  E.  Kunkel  that  the  report 
of  the  State  Institutions  Advisory  Committee  as 
printed  in  the  Delegates’  Packet  be  approved. 
Motion  carried. 

Dr.  R.  W.  Holmes  reported  orally  for  the 
Wyoming  Tuberculosis  Problems  Committee.  He 
stated  that  the  plan  of  the  committee  had  been 
previously  reported.  He  stated  that  the  State  Board 
of  Charities  and  Reform  did  not  see  fit  to  follow 
the  plan  previously  provided  by  the  same  board, 
and  to  work  through  the  State  Department  of 
Public  Health.  Dr.  Francis  Barrett  moved  that 
the  report  of  Dr.  Holmes  be  approved.  Seconded 
by  Dr.  Silvio  J.  Giovale.  Motion  carried. 

Dr.  Benjamin  Gitlitz  stated  that  Hoffman  La- 
Roche  wanted  the  names  of  two  pioneer  doctors 
to  be  honored,  and  the  Society  submitted  the  name 
of  Dr.  George  Johnston,  who  held  the  Number 
One  license  in  Wyoming. 

Dr.  Cecil  R.  Reinstein  gave  a technical  report 
on  the  administration  of  oral  poliomyelitis  vac- 
cine. Dr.  Reinstein  moved  that  the  Society  go  on 
record  as  favoring  medical  controls  regarding  the 
distribution  of  any  product  for  human  use  or  ad- 
ministration containing  a live  virus.  Seconded  by 
Dr.  R.  W.  Holmes.  Motion  carried. 

Dr.  Benjamin  Gitlitz  then  delivered  the  Presi- 
dent’s address  which  was  most  enthusiastically 
received  by  the  House  of  Delegates. 

Dr.  Francis  Barrett,  reporting  for  the  Time 
and  Place  Committee,  stated  that  the  dates  for 
1961  were  September  18,  19,  20  and  21,  at  the 
Jackson  Lake  Lodge.  The  dates  were  discussed 
by  the  House  and  Dr.  Barrett  advised  that  after 
1961  the  week  prior  to  Labor  Day  would  be  avail- 
able on  an  annual  basis.  It  was  moved  by  Dr. 
Raymond  E.  Kunkel  that  the  recommendations  of 
the  Time  and  Place  Committee  for  next  year  and 
subsequent  years  be  approved.  Seconded  by  Dr. 
R.  W.  Holmes.  Motion  carried. 

Dr.  Gerald  L.  Smith,  reporting  for  the  Fee 


Schedule  Committee,  stated  that  it  was  recom- 
mended that  the  Veterans’  Fee  Schedule  be  re- 
vised so  it  would  not  be  less  than  the  Blue  Shield 
rates.  Dr.  Smith  stated  that  there  had  been  a 
complete  revision  of  the  schedule  for  such  things 
as  house  calls,  administration  of  drugs,  and  so  on, 
and  that  a complete  list  would  be  published  and 
supplied  to  all  doctors.  Dr.  R.  W.  Holmes  moved 
that  the  report  be  accepted.  Seconded  by  Dr. 
Silvio  J.  Giovale.  Motion  carried. 

Election  of  officers 

Dr.  Benjamin  Gitlitz  announced  the  election 
of  officers  and  turned  the  meeting  to  Dr.  Francis 
Barrett,  Chairman  of  the  Nominating  Committee. 
The  Nominating  Committee  placed  in  nomination 
for  President-elect,  Dr.  Frederick  H.  Haigler.  Dr. 
Barrett  then  called  for  nominations  from  the 
floor.  Dr.  R.  W.  Holmes  moved  the  nominations 
be  closed  and  the  Secretary  authorized  to  cast  a 
unanimous  ballot  for  Dr.  Haigler.  Seconded  by 
Dr.  Silvio  J.  Giovale.  Motion  carried. 

The  Nominating  Committee  proposed  the  name 
of  Dr.  Silvio  J.  Giovale  for  Vice  President.  Dr. 
Barrett  then  called  for  nominations  from  the 
floor.  Dr.  Charles  R.  Lowe  moved  the  nominations 
be  closed  and  the  Secretary  instructed  to  cast  a 
unanimous  ballot  for  Dr.  Giovale.  Seconded  by 
Dr.  Paul  J.  Preston.  Motion  carried. 

The  Nominating  Committee  presented  the  name 
of  Dr.  John  H.  Froyd  for  Secretary.  Dr.  Barrett 
called  for  nominations  from  the  floor.  Dr.  Dan 
B.  Greer  moved  that  the  nominations  be  closed 
and  the  Secretary  instructed  to  cast  a unanimous 
ballot  for  Dr.  Froyd.  Seconded  by  Dr.  Ralph  J. 
Malott.  Motion  carried. 

The  Nominating  Committee  placed  in  nomina- 
tion Arthur  R.  Abbey  for  Executive  Secretary. 
Dr.  Barrett  then  called  for  nominations  from  the 
floor.  Dr.  H.  B.  Anderson  moved  that  the  nomina- 
tions be  closed  and  the  Secretary  instructed  to 
cast  a unanimous  ballot  for  Mr.  Abbey.  Seconded 
by  Dr.  Raymond  E.  Kunkel.  Motion  carried. 

The  Nominating  Committee  nominated  Dr. 
Carleton  D.  Anton  for  Treasurer.  Dr.  E.  Chester 
Ridgway  moved  the  nominations  be  closed  and 
the  Secretary  instructed  to  cast  a unanimous  ballot 
for  Dr.  Anton.  Seconded  by  Dr.  Frederick  H. 
Haigler.  Motion  carried. 

The  Nominating  Committee  nominated  Dr. 
Bernard  J.  Sullivan  for  Delegate  to  the  A.M.A. 
Dr.  Barrett  then  called  for  nominations  from  the 
floor.  Dr.  Dan  B.  Greer  nominated  Dr.  R.  W. 
Holmes.  Dr.  Holmes  suggested  that  one  should 
serve  as  Alternate  before  serving  as  Delegate  and 
for  that  reason  asked  permission  to  withdraw. 
Such  permission  was  granted  and  Dr.  Frederick 
H.  Haigler  moved  the  nominations  be  closed  and 
the  Secretary  instructed  to  cast  a unanimous  bal- 
lot for  Dr.  Sullivan.  Seconded  by  Dr.  R.  W. 
Holmes.  Motion  carried. 

The  Nominating  Committee  nominated  Dr. 
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anxiety.  To  relieve  these  symptoms  for  this  busy,  on-the-go 
housewife,  he  prescribes  Meprospan-400,  the  only 
meprobamate  in  sustained-release  form. 


Calm  and  relaxed,  the  patient  is  no  longer  upset  by  the 
pressures  and  irritations  met  in  everyday  life,  nor  is  she 
likely  to  be  incapacitated  by  autonomic  disturbances, 
drowsiness,  ataxia  or  other  untoward  reactions. 


Peacefully  asleep,  the  patient  enjoys  beneficial  rest 

Meprospan-400  has  relieved  the  tensions  that  previously 
prevented  sleep  or  kept  her  tossing  and  turning  through- 
out the  night. 


As  directed,  the  patient  takes  one  Meprospan-400  capsule 
at  breakfast.  Her  symptoms  of  tension  and  nervousness 
are  soon  relieved,  and  she  will  not  have  to  remember  to 
take  another  capsule  until  dinnertime. 


Alert  and  attentive,  the  patient  participates  in  a P.T.A. 
meeting,  following  her  second  capsule  of  Meprospan-400 
taken  with  the  evening  meal.  Meprospan-400  does  not 
decrease  her  mental  efficiency  or  interfere  with  her  normal 
activities  or  behavior. 


most  widely  prescribed  tranquilizer . . . 
most  convenient  dosage  form  . . . 

ONE  CAPSULE  LASTS  12  HOURS 

Meprospan-400 

400  mg.  MILTOWN®  SUSTAINED-RELEASE  CAPSULES 


Usaal  dosage:  One  capsule  at  breakfast  lasts  all  day,  one  capsule  with 
evening  meal  lasts  all  night.  Supplied:  Meprospan-400,  each  blue- 
topped  sustained-release  capsule  contains  400  mg.  Miltown.  Also 
available:  Meprospan-200,  each  yellow-topped  sustained-release  cap- 
sule contains  200  mg.  Miltown.  For  children:  Capsules  can  be  opened 
and  the  coated  granules  mixed  with  soft  foods  or  liquids. 

Both  potencies  in  bottles  of  30. 

Samples  and  literature  available  on  request. 

^WALLACE  LABORATORIES  / Cranbury,  N.  /. 


Benjamin  Gitlitz  for  Alternate  Delegate  to  the 

A. M.A.  Dr.  Barrett  then  called  for  nominations 
from  the  floor.  Dr.  Charles  R.  Lowe  nominated 
Dr.  R.  W.  Holmes.  There  being  no  further  nomina- 
tions, a secret  ballot  was  taken  and  Dr.  Holmes 
was  elected  by  a vote  of  13-11. 

The  Nominating  Committee  placed  in  nomina- 
tion the  name  of  Dr.  James  E.  Cashman  for  Ad- 
visory to  Selective  Service  for  a three-year  term. 
Dr.  Barrett  then  called  for  nominations  from  the 
floor.  Dr.  Raymond  E.  Kunkel  moved  the  nomina- 
tions be  closed  and  the  Secretary  instructed  to 
cast  a unanimous  ballot  for  Dr.  Cashman.  Sec- 
onded by  Dr.  R.  W.  Holmes.  Motion  carried. 

Dr.  Francis  Barrett  stated  that  two  names 
would  be  submitted  for  one  term  as  Blue  Shield 
Trustees  so  that  no  vote  was  necessary,  Dr.  Dan 

B.  Greer  and  Dr.  H.  B.  Anderson.  Dr.  Barrett 
then  called  for  further  nominations  from  the 
floor.  Dr.  R.  D.  Arnold  nominated  Dr.  Louis  G. 
Booth.  Dr.  Frederick  H.  Haigler  moved  that  the 
nominations  be  closed  and  that  the  three  names 
be  presented  without  a vote  by  the  House  of 
Delegates.  Seconded  by  Dr.  John  H.  Froyd.  Motion 
carried. 

The  Nominating  Committee  nominated  Dr. 
James  W.  Barber  and  Dr.  Virgil  L.  Thorpe  for 
three-year  terms  as  Delegates  to  the  Rocky  Moun- 
tain Conference.  Dr.  Barrett  called  for  nomina- 
tions from  the  floor.  Dr.  E.  Chester  Ridgway 
moved  the  nominations  be  closed  and  the  Secre- 
tary instructed  to  cast  a unanimous  ballot  for 
Drs.  Barber  and  Thorpe.  Seconded  by  Dr.  H.  B. 
Anderson.  Motion  carried. 

Past  President  Dr.  H.  B.  Anderson  conducted 
newly  elected  President  Dr.  Francis  Barrett  to 
the  rostrum  where  he  accepted  the  President’s 
gavel. 

Whereupon  the  meeting  was  adjourned. 


A Thurber  carnival  in  medicine 

A routine  check  examination  of  a patient  of 
Dr.  Sidney  Anderson  in  Alamosa  by  Dr.  Walter 
Wasson,  Radiologist,  Denver,  set  the  stage  for  a 
comedy  of  errors  worthy  of  sharing.  Dr.  Wasson 
dictated  his  findings  to  his  secretary  and  asked 
her  to  “mail  them  to  Dr.  Anderson.”  Obviously 
there  was  not  a meeting  of  the  minds  as  is  evi- 
denced by  the  following  letter; 

“September  13,  1960. 

“Sidney  Anderson,  M.  D. 

“Alamosa,  Colorado. 

“My  Dear  Dr.  Anderson: 

“My  correspondence  with  you  has  taken  such 
an  unusual  turn  that  I wish  to  put  it  on  record. 

“Mrs.  came  back  to  me  for  a check  exam- 

ination. I made  this  examination  and  wrote  a 
letter  to  you  giving  you  my  findings.  This  letter, 
however,  was  addressed  to  V.  V.  Anderson  but 
was  not  sent  to  his  home  town  of  Del  Norte,  but 


to  Monte  Vista.  The  postmaster  in  Monte  Vista 
used  his  head  in  place  of  the  rubber  stamp  and 
sent  the  letter  to  V.  V.  Anderson  in  Del  Norte. 
V.  V.  Anderson  opened  the  letter,  read  its  con- 
tents, looked  up  his  records,  and  found  he  did  not 

have  a Mrs. as  a patient.  He  then  called  you 

by  long  distance  telephone  and  found  that  Mrs. 

was  your  patient  and  quite  correctly  sent  the 

letter  on  to  you.  The  Thurber  Carnival  had  no 
better  skit  in  Central  City  this  summer  than  this 
interesting  chain  of  events. 

“I  am  sending  a copy  of  this  letter  to  the  post- 
master in  Monte  Vista  with  my  compliments  and 
to  V.  V.  Anderson  with  my  appreciation  of  his 
telephone  call.  sincerely  yours, 

“W.  W.  Wasson,  M.D.” 

Imagine  the  fun  folks  in  Colorado  are  going 
to  have  now  that  the  State  Society’s  President  is 
Cyrus  W.  Anderson  of  Denver  and  the  President- 
elect is  V.  V.  Anderson  of  Del  Norte. — Editor. 


Mental  illness  decreases 

The  number  of  patients  hospitalized  for  mental 
illness  in  this  country  has  recently  decreased. 
Health  Information  Foundation  reports,  after  ris- 
ing steadily  for  most  of  the  century.  There  were 
618,334  hospitalized  mental  patients  in  1958,  com- 
pared with  630,550  in  1955. 


Course  in  Laryngology 
And  Bronchoesophagology 

The  Department  of  Otolaryngology,  University 
of  Illinois  College  of  Medicine,  will  conduct  a 
postgraduate  course  in  Laryngology  and  Broncho- 
esophagology from  March  13  through  March  25, 
1961,  under  the  direction  of  Paul  H.  Holinger,  M.D. 

Registration  will  be  limited  to  15  physicians 
who  will  receive  instruction  by  means  of  animal 
demonstrations  and  practice  in  bronchoscopy  and 
esophagoscopy,  diagnostic  and  surgical  clinics,  as 
well  as  didactic  lectures. 

Interested  registrants  will  please  write  directly 
to  the  Department  of  Otolaryngology,  University 
of  Illinois  College  of  Medicine,  1853  West  Polk 
Street,  Chicago  12,  Illinois. 


Rocky  Mountain  Traumatic 
Surgical  Society 

The  Annual  Meeting  of  the  Rocky  Mountain 
Traumatic  Surgical  Society  will  be  held  in  Aspen, 
Colorado,  on  January  26,  27,  and  28,  1961.  The 
Trauma  Committee  of  the  American  College  of 
Surgeons  (Rocky  Mountain  Section)  will  partici- 
pate in  this  meeting,  by  invitation.  Those  inter- 
ested in  attending  should  contact  the  Aspen  Travel 
Service  for  reservations,  identifying  the  meeting. 
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WHEN 
THE  PATJENT 
WITHOUT 
ORGANIC  DISEASE 
COMPLAINS  OF 


CONSIDER 


chronic  constipation, 
flatulence,  belching, 
intestinal  atony, 
indigestioiL  „ 


biliary  dysfunction  and  NEOCHIO 


NEOCHOLAN® 


Your  patient  will  often  respond  promptly  to  Neocholan  therapy.  It  greatly  increases  the  flow  of 
thin,  nonviscid  bile  and  corrects  biliary  stasis  by  flushing  the  biliary  system.  It  also  relaxes  intesti- 
nal spasm,  resulting  in  an  unimpeded  flow  of  bile  and  pancreatic  juice  into  the  small  intestine. 
Neocholan  helps  to  promote  proper  digestion  and  absorption  of  nutrients.  It  also  encourages 
normal  peristalsis  by  restoring  intestinal  tone. 


Each  tablet  provides:  Dehydrocholic  Acid  Compound, 
P-M  Co.  265  mg.  (Dehydrocholic  Acid,  250  mg.); 
Homatropine  methylbromide  1.2  mg.;  Phenobarbital 
8.0  mg.  Supplied  in  bottles  of  100  tablets. 


PITMAN-MOORE  COMPANY 

DIVISION  OF  ALLIED  LABORATORIES,  INC. 
INDIANAPOLIS.  INDIANA 


for  December,  1960 
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As  you  like  it  . . • cont.  from  page  12 


Invest  in  the 
future  health 
of  the  nation 


and  your  profession 


Give  to 


medical  education 

through  AMEF 

To  train  the  doctors  of  tomorrow,  the 
nation’s  medical  schools  must  have 
your  help  today.  It  is  a physician’s 
unique  privilege  and  responsibility 
to  replenish  his  own  ranks  with  men 
educated  to  the  highest  possible 
standards.  Medical  education  needs 
your  dollars  to  stay  strong  and  free. 

Send  your  check  today! 


American  Medical 
Education  Foundation 

535  N.  Dearborn  St.,  Chicago  10,  III. 


13.  “Insulin  treatment  flourished  for  nearly  20 
years,  but  its  hazards,  expense,  and  the  failure  of 
its  empiricism  to  withstand  critical  inspection  have 
all  but  resulted  in  its  demise  in  1958.  Pyschosur- 
gery,  which  reached  its  peak  about  10  years  ago, 
is  nearly  obliterated  and  only  its  staunchest  ad- 
vocates see  any  prospects  for  its  continued  use 
as  a therapy  in  psychiatry.”  Gouda,  Thomas  A.; 
Psychiatry,  in  Annual  Review  of  Medicine,  edited 
by  David  A.  Rytand  and  W.  P.  Creger,  Palo  Alto, 
Annual  Reviews,  Inc.,  1959,  Vol.  10,  p.  291. 

14.  “That  we  do  not  see  miliary  lesions  in  the  lung 
does  not  argue  against  the  diagnosis.  A number 
of  patients  who  have  shown  miliary  tuberculosis 
at  autopsy  have  had  no  demonstrable  lesions  in 
good  chest  films.”  Wyman,  Stanley  M.:  Discussion 
in  Case  39251,  Case  Records  of  the  Massachusetts 
General  Hospital,  New  England  J.  Med.  248:1067 
(June  18),  1953. 

15.  “Confirmation  of  diagnosis  of  regional  enteritis 
often  requires  careful  x-ray  examination  of  the 
small  bowel.  At  times  this  examination  may  be 
facilitated  by  examining  the  patient  when  he  has 
a full  bladder,  when  some  of  the  loops  of  ileum 
are  raised  out  of  the  pelvis.  In  women  with  this 
disease,  pregnancy  may  exert  a beneficial  influ- 
ence, but  in  the  postpartum  period  exacerbations 
are  likely  to  occur.”  McCoombs,  Robert  P.,  editor: 
Clinical  Notes  from  Medical  Grand  Rounds,  Bull. 
New  England  Med.  Center  13:175  (August),  1951. 

16.  “Internal  malignancy  occasionally  manifests  it- 
self by  producing  unusual  signs  in  distant  parts 
of  the  body,  possibly  by  an  allergic  type  of  re- 
action. Examples  are  migrating  thrombophlebitis, 
dermatomyositis,  and  arthritis.”  Ibid,  14:64  (April- 
June),  1952. 

17.  “The  diagnosis  of  reactivation  of  a peptic  ulcer 
can  be  based  more  accurately  on  a typical  history 
than  on  x-ray  studies.  When  symptoms  suggest 
activity  of  an  ulcer,  even  though  the  x-ray  film 
reveals  only  a scar,  strict  treatment  should,  be 
promptly  instituted.”  Ibid.,  14:100  (August),  1952. 


Traffic  safety 

A study  compiled  by  The  Travelers  Insurance 
Companies  shows  that  speed  was  responsible  for 
12,980  traffic  deaths  in  1960 — more  than  43  per 
cent  of  the  total. 

Although  making  up  less  than  14  per  cent  of 
the  driving  population,  drivers  under  age  25  were 
involved  in  nearly  29  per  cent  of  all  fatal  accidents 
in  the  United  States  during  1959. 

Cars  that  ran  away — with  no  driver  behind  the 
wheel — killed  30  people  in  the  United  States  last 
year,  according  to  a report  released  by  The  Trav- 
elers Insurance  Companies. 
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I' 


IN  ORAL  CONTROL 
OF  PAIN 

ACTS  FASTER— usually  within  5-15  min- 
utes. LASTS  LONGER— usually  6 hours  or 
more.  MORE  THOROUGH  RELIEF  - per- 
mits uninterrupted  sleep  through  the 
night.  RARELY  CONSTIPATES  - excellent 
for  chronic  or  bedridden  patients. 

AVERAGE  AOuuT  DOSE;  1 tablet  every  6 hours. 
May  be  habit-forming.  Federal  law  permits  oral 
prescription. 

Each  PerCodan*  Tablet  contains  4.50  mg. 
dihydrohydroxycodeinone  hydrochloride,  0.38 
mg.  dihydrohydroxycodeinone  terephthalate, 
0.38  mg.  homatropine  terephthalate,  224  mg. 
acetylsalicylic  acid,  160  mg.  phenacetin,  and 
32  mg.  caffeine. 

Also  available— for  greater  flexibility  in  dosage 
— Percodan®-Demi:  The  Percodan  formula  with 
one-half  the  amount  of  salts  of  dihydrohy- 
droxycodeinone and  homatropine. 


^66 


Literature?  Write 

ENDO  LABORATORIES 

Richmond  Hill  18,  New  York 


Tablets 


Salts  of  Dihydrohydroxycodeinone  and  Homatropine,  plus  ARC 


F 


*U.S.  Pat.  2*628,185 


PHOTO  BY  PAN  AMERICAN  WORLD  AIRWAYS 


We  are  grateful  for  this 


iteliday^  Season 


that  makes  it  fitting  to  pause 
...  in  consideration  of  business 
...  in  realization  of  good  will 

created  and  friendships  made 
. . . and  to  wish  you  a 

Ckustmas 

and  Hew 


Geo.  Berbert  & Sons,  Inc. 

1717  Logan  Street,  Denver  3,  Colo.,  Telephone  ALpine  5-0408 
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Provides  greater  assurance  of  more  comprehensive  relief  in  acute 
self-limiting  diarrheas  through  the  time-tested  effectiveness  of  two 
outstanding  antidiarrheals— Donnagel  and  a paregoric  equivalent. 
Tastes  good,  too!  - 

Also  available: 

f or  i 

control  of  bacterial  diarrheas. 

— the  basic  formula  — 
when  paregoric  or  an  antibiotic  is  not 
required. 


Each  30  cc.  (1  fl.  oz.)  of  Donnagel-PG 
contains: 

Powdered  opium  U.S.P 24.0  mg. 

(equivalent  to  paregoric  6 ml.) 

6.0  Gm. 
142.8  mg. 


Kaolin  

Pectin  

Natural  belladonna  alkaloids 
hyoscyamine  sulfate  .... 

atropine  sulfate  

hyoscine  hydrobromide 
Phenobarbital 


0.1037  mg. 

0.0194  mg. 

0.0065  mg. 

(%  gr.)  16.2  mg. 

Supplied:  Pleasant-tasting  banana  fla- 
vored suspension  in  bottles  of  6 fl.  oz. 


RICHMOND  20,  VIRGINIA 


DONNAGEL®  with  NEOMYCIN 


DONNAGEU 


The  Colorado  State  Medical  Society* 

Midwinter  Clinical  Session,  February  28 
through  March  3,  1961,  Denver 

President:  Cyrus  W.  Anderson  (Chairman  of  the  Board), 
Denver. 

President-elect:  V.  V.  Anderson,  Del  Norte. 

Vice  President:  Sani  W.  Downing  (Vice  Chairman  of  the 
Board),  Denver. 

Treasurer:  William  C.  Service,  Colorado  Springs,  1962. 
Constitutional  Secretary:  Howard  T.  Robertson,  Denver,  1963. 
Additional  Trustees:  Fred  R.  Harper,  Denver,  1961;  Walter  M. 
Boyd,  Greeley,  1961;  Carl  H.  McLauthlin,  Denver,  1962;  J. 
Alan  Shand,  La  Junta,  1963. 

Delegates  to  A.M.A.:  E.  H.  Munro,  Grand  Junction,  1961; 
(Alternate,  Harlan  E.  McClure,  1961);  1.  E.  Hendryson, 

Denver,  1961;  (Alternate,  C.  C.  Wiley,  Longmont,  1961); 
Kenneth  C.  Sawyer,  Denver,  1962;  (Alternate,  Gatewood  C. 
Milligan,  Englewood,  1962). 

Executive  Secretary:  Mr.  Harvey  T.  Sethman,  835  Republic 
Building,  Denver  2,  Colorado;  telephone  AComa  2-0547. 

Montana  Medical  Association* 

Interim  Session,  April  7-8,  1961 
Helena 

President:  Raymond  F.  Peterson,  Fullerton,  Calif.f 
President-elect:  Everett  h.  Lmdstroin.  Ae'e’v 
Vice  President:  Harold  W.  Fuller,  Great  Falls.t 
Secretary-Treasurer:  William  E.  Harris,  Livingston. 

Assistant  Secretary-Treasurer:  Albert  L.  Vadheim,  Jr.,  Boze- 
man. 

Executive  Committee:  Raymond  F.  Peterson,  Butte;  Everett 
H.  Lindstrom,  Helena;  Harold  W.  Fuller,  Great  Falls;  William 
E.  Harris,  Livingston;  Albert  L.  Vadheim,  Jr.,  Bozeman; 
Leonard  W.  Brewer,  Missoula;  Herbert  T.  Caraway,  Billings. 
Delegate  to  the  A.M.A.:  Paul  J.  Gans,  Lewiston. 

Alternate  Delegate  to  the  A.M.A.:  S.  C.  Pratt,  Miles  City. 
Executive  Secretary:  Mr.  L.  R.  Hegland,  P.O.  Box  1692, 
Billings;  telephone  9-2585. 

Nevada  State  Medical  Association* 

Annual  Meeting,  August  23-26,  1961 
Reno 

President:  Wesley  W.  Hall,  Reno. 

President-elect:  James  N.  Greear,  Jr.,  Reno. 
Secretary-Treasurer:  William  A.  O’Brien,  III,  Reno. 

Delegate  to  American  Medical  Association:  Wesley  W.  Hall, 
Reno;  alternate:  Earl  N.  Hillstrom,  Reno. 

Executive  Committee:  Wesley  W.  Hall,  Reno;  James  N.  Greear, 
Jr.,  Reno;  Ernest  W.  Mack,  Reno;  William  A.  O’Brien,  III, 
Reno;  Earl  N.  Hillstrom,  Reno;  John  M.  Moore,  East  Ely; 
John  M.  Read,  Elko;  William  M.  Tappan,  Reno;  Thomas  S. 
White,  Boulder  City. 

Executive  Secretary:  Mr.  Nelson  B.  Neff,  P.O.  Box  2790,  Reno; 
telephone  FA.  3-6788. 

New  Mexico  Medical  Society* 

Annual  Meeting,  May  17-20,  1961 
Santa  Fe 

President:  Allan  L.  Haynes,  Clovis. 

President-elect:  William  E.  Badger,  Hobbs. 

Vice  President:  R.  C.  Derbyshire,  Santa  Fe. 
Secretary-Treasurer:  T.  L.  Carr,  Albuquerque. 

Speaker,  House  of  Delegates:  C.  Pardue  Bunch,  Artesia. 

Vice  Speaker,  House  of  Delegates:  Omar  Legant,  Albuquerque. 
Councilors:  WOliam  Hossley,  Deming,  1961;  Guy  E.  Rader, 
Albuquerque,  1961;  Robert  P.  Beaudette,  Raton,  1962;  William 
R.  Oakes,  Los  Alamos,  1962;  John  McCulloch,  Farmington, 
1963;  George  Prothro,  Clovis,  1963;  Gerald  Slusser,  Artesia, 
1963. 

Delegate  to  American  Medical  Association:  Earl  L.  Malone, 
Roswell:  Alternate:  Leland  S.  Evans,  Las  Cruces. 

Executive  Secretary:  Mr.  Ralph  R.  Marshall,  220  First  Na- 
tional Bank  Building,  Albuquerque;  telephone  CH.  2-2102. 

•Committee  lists  for  all  participating  states  will  appear  in 
subsequent  issues. 
tResigned  November  1,  1960. 

tAssumed  the  duties  of  the  President,  November  1,  1960,  for 
the  unexpired  term  of  Dr.  Peterson. 


The  Utah  State  Medical  Association 

Annual  Session,  September  13-15,  1961 
Salt  Lake  City 

President:  Wallace  S.  Brooke,  Salt  Lake  City. 

President-elect:  Ralph  E.  Jorgenson,  Provo. 

Secretary:  John  F.  Waldo,  Salt  Lake  City,  1963. 

Treasurer:  Edward  R.  McKay,  Salt  Lake  City,  1963. 
Councilors:  Box  Elder,  D.  L.  Bunderson,  Brigham  City,  1960; 
Cache  Valley,  C.  J.  Daines,  Logan,  1960;  Carbon  County,  A.  R. 
Demman,  Helper,  1961;  Central  Utah,  LaMar  H.  Stewart,  Gun- 
nison, 1962;  Salt  Lake  County,  R.  W.  Sonntag,  Salt  Lake  City, 
1960;  Southern  Utah,  L.  V.  Broadbent,  Cedar  City,  1963; 
Uintah  Basin,  Vernon  C.  Young,  Vernal,  1961;  Utah  County, 
Richard  A.  Call,  Provo,  1963;  Weber  County,  Wendell  J. 
Thomson,  Ogden,  1961. 

Executive  Committee;  Wallace  S.  Brooke,  Salt  Lake  City;  I. 
Bruce  McQuarrie,  Ogden;  Ralph  E.  Jorgenson,  Provo;  John 
F.  Waldo,  Salt  Lake  City;  Edward  R.  McKay,  Salt  Lake  City. 
Delegate  to  American  Medical  Association:  Drew  M.  Petersen, 
Ogden;  Alternate:  Stanley  R.  Child,  Salt  Lake  City. 

Executive  Secretary:  Mr.  Harold  Bowman,  42  South  Fifth 
East  Street,  Salt  Lake  City  2;  telephone  EL.  5-7477. 

See  November,  1960,  issue  for  complete  list  of  committees. 

Wyoming  State  Medical  Society* 

Annual  Session,  September  18-21,  1961 
Jackson  Lake  Lodge 

President:  Francis  A.  Barrett,  Cheyenne. 

President-elect:  Frederick  H.  Haigler,  Casper. 

Vice  President:  S.  J.  Giovale,  Cheyenne. 

Secretary:  John  H.  Froyd,  Worland. 

Treasurer;  C.  D.  Anton,  Cheyenne. 

Delegate  to  A.M.A.:  B.  J.  Sullivan,  Laramie;  Alternate  Dele- 
gate to  A.M.A. : R.  W.  Holmes,  Casper. 

Executive  Secretary:  Mr.  Arthur  R.  Abbey,  Box  2266,  Chey- 
enne; telephone  632-5525. 


"And  just  what  makes  you  think  I've  had  too  much 
to  drink  already?" 

— The  Road  Toll  by  The  Travelers  Insurance  Companies,  1959 
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ANNOUNCING— 

SI’ECIFICALLY  FOR 
INFECTIONS  DUE  TO 
“RESISTANT”  STAPHYLOCOCCI 


AN  ENTIRELY  NEW  SYNTHETIC 
“STAPH-GIDAL”  PENICILLIN 


StaDhcillin 


sodium  dimethoxyphenyl  penicillin 
FOR  INJECTION 


UNIQUE-BEGAUSE  IT 
RETAINS  ANTIBACTERIAL 
ACTIVITY  IN  THE  PRESENCE  OF 
STAPHYLOCOCCAL  PENICILLINASE 
WHICH  INACTIVATES 
OTHER  PENICILLINS 


NEW  SYNTHETIC  PENICILLIN  FOR  “RESISTANT"  STAPH 


Official  Packacf.  Circular 
Novcmlier.  1960 


STAPHCILLIN™ 

(sodium  dimethoxyphenyl  penicillin) 

For  Injection 

DESCRIPTION 

Staphcillin  is  a unique  new  synthetic  parenteral  penicillin  produced 
by  Bristol  Laboratories  for  the  specific  treatment  of  staphylococcal 
infections  due  to  resistant  organisms.  Its  uniqueness  resides  in  its 
property  of  resisting  inactivation  by  staphylococcal  penicillinase.  It  is 
active  against  strains  of  staphylococci  which  are  resistant  to  other 
penicillins. 

Each  dry  filled  vial  contains:  I Cm.  Staphcillin  {sodium  dimethoxy- 
phenyl penicillin),  equivalent  to  900  mg.  dimethoxyphenyl  penicillin 
activity. 

INDICATIONS 

Staphcillin  is  recommended  as  specific  therapy  only  in  infections 
due  to  strains  of  staphylococci  resistant  to  other  penicillins,  e.g.: 

Skin  and  soft  tissue  infections:  cellulitis,  wound  infections,  car- 
buncles, pyoderma,  furunculosis,  lymphangitis  and  lymphadenitis. 

Respiratory  infections:  staphylococcal  lobar  or  bronchopneumonia, 
and  lung  abscesses  combined  with  indicated  surgical  treatment. 

Other  infections:  staphylococcal  septicemia,  bacteremia,  acute  or 
subacute  endocarditis,  acute  osteomyelitis  and  enterocolitis. 

Infections  due  to  penicillin-sensitive  staphylococci,  streptococci,  pneu- 
mococci and  gonococci  should  be  treated  with  Syncillin®  or  parenteral 
penicillin  G rather  than  Staphcillin.  Treponemal  infections  should 
be  treated  with  parenteral  penicillin  G. 

DOSAGE  AND  ADMINISTRATION 

Staphcillin  is  well  tolerated  when  given  by  deep  intragluteal  or  intra- 
venous injection. 

As  is  the  case  with  other  antibiotics,  the  duration  of  therapy  should  be 
determined  by  the  clinical  and  bacteriological  response  of  the  patient. 
Therapy  should  be  continued  for  at  least  48  hours  after  the  patient  has 
become  afebrile,  asymptomatic  and  cultures  are  negative.  The  usual 
duration  has  been  5-7  days. 

Intramuscular  route:  The  usual  adult  dose  is  1 Gm.  every  4 or  6 hours. 
Infants'  and  children's  dosage  is  25  mg.  per  Kg.  {approximately  12  mg. 
per  pound)  every  6 hours. 

Intravenous  route:  1 Gm.  every  6 hours  using  50  ml.  of  sterile  saline 
solution  at  the  rale  of  10  ml.  j>er  minute. 

* learning:  Solutions  of  Staphcillin  and  kanamycin  should  not  be 
mixed,  as  they  rapidly  inactivate  each  other.  Data  on  the  results  of 
mixing  Staphcillin  with  other  antibiotics  are  being  accumulated. 

DIRECTIONS  FOR  RECONSTITUTION 

Add  1.5  ml.  sterile  distilled  water  or  normal  saline  to  a 1 Gni.  vial  and 
shake  vigorously.  Withdraw  the  clear,  reconstituted  solution  (2.0  ml.) 
into  a syringe  and  inject.  The  reconstituted  solution  contains  500  mg. 
of  Staphcillin  per  ml.  Reconstituted  solutions  are  stable  for  24  hours 
under  refrigeration. 

For  intravenous  use,  dilute  the  reconstituted  dose  in  50  ml.  of  sterile 
saline  and  inject  at  the  rate  of  10  ml.  per  minute. 

•Till*  tiaiciorni  inpcrirdct  llial  in  t)ir  OITicial  Pdrkacc  Circutan  dated  Scplrmbrr  siid/or  Ocinbet.  1960. 

(continued) 


Official  Package  Circular  (continued) 


MICROBIOLOGICAL  AND  PHARMACOLOGICAL 
PROPERTIES 

In  vitro  studies  show  that  Staphcillin  is  a bactericidal  penicillin 
with  activity  against  staphylococci  resistant  to  penicillin  G.  Strains  of 
staphylococci  so  far  tested  have  been  sensitive  to  Staphcillin  in  vitro 
at  concentrations  of  1-6  meg.  per  ml.  These  levels  are  readily  attained 
in  the  blood  and  tissues  by  administration  of  Staphcillin  at  the 
recommended  dosage.  This  unique  attribute  is  probably  due  to  the 
fact  that  Staphcillin  is  stable  in  the  presence  of  staphylococcal  peni- 
cillinase. Staphcillin  also  resists  degradation  by  B.  cereus  penicil- 
linase. The  antomicrobial  spectrum  of  Staphcillin  with  reprd  to 
other  microorganisms  is  qualitatively  similar  to  that  of  penicillin  G; 
but  considerably  higher  concentrations  of  Staphcillin  are  required 
for  bactericidal  activity  than  is  the  case  with  penicillin  G. 

.Staphcillin  is  rapidly  absorbed  after  intramuscular  injection.  Peak 
blood  levels  (6-10  mcg./ml.  on  the  average  after  a 1.0  Gm.  dose)  are 
attained  within  I hour;  and  then  progressively  decline  to  less  than 
! meg.  over  a 4 to  6 hour  period.  It  is  poorly  absorbed  from  the  gastro- 
intestinal tract.  Staphcillin  is  rapidly  excreted  by  the  kidney. 

As  shown  by  animal  studies,  Staphcillin  is  readily  distributed  in  body 
tissues  after  intramuscular  injection.  Of  the  tissues  studied,  highest 
concentrations  are  reached  in  the  kidney,  liver,  heart  and  lung  in  that 
order;  the  spleen  and  muscles  show  lower  concentrations  of  the  anti- 
biotic. Staphcillin  diffuses  into  human  pleural  and  prostatic  fluids, 
but  its  diffusion  into  the  spinal  fluid  has  not  yet  been  completely 
studied.  However,  one  patient  with  meningitis  showed  a significant 
concentration  in  his  spinal  fluid  while  on  Staphcillin  therapy. 

Toxicity  studies  with  Staphcillin  and  penicillin  G in  animals  show 
that  they  have  approximately  the  same  low  order  of  toxicity. 

Certain  staphylococci  can  be  made  resistant  to  Staphcillin  in  the 
laboratory,  but  this  resistance  is  not  related  to  their  penicillinase  pro- 
duction. During  the  clinical  trials,  no  STAPHCiLLiN-resistant  strains  of 
staphylococci  were  observed  or  developed;  the  possibility  of  the  emer- 
gence of  such  strains  in  the  clinical  setting  awaits  further  observation. 

PRECAUTIONS 

During  the  clinical  trials,  several  mild  skin  reactions,  e.g.,  itching, 
papular  eruption  and  erythema  were  observed  both  during  and  after 
discontinuance  of  STAPHCILLIN  therapy.  Patients  with  histories  of  hay 
fever,  asthma,  urticaria  and  previous  sensitivity  to  penicillin  are  more 
likely  to  react  adversely  to  the  penicillins.  It  is  important  that  the 
possibility  of  penicillin  anaphylaxis  be  kept  in  mind.  Epinephrine  and 
the  usual  adjuvants  (antihistamines,  corticosteroids)  should  be  avail- 
able for  emergency  treatment.  Because  of  the  resistance  of  Staphcillin 
to  destruction  by  penicillinase,  parenteral  B.  cereus  penicillinase  may 
not  be  effective  for  the  treatment  of  allergic  reactions.  Information 
with  regard  to  cross-allergenicity  between  penicillin  G,  penicillin  V, 
phcncthicillin  (Syncillin)  and  Staphcillin  is  not  available  at  present. 
If  superinfection  due  to  Gram-negative  organisms  or  fungi  occurs 
during  Staphcillin  therapy,  appropriate  measures  should  be  taken. 

SUPPLY 

List  7y.S02  — 1.0  Gm.  dry  filled  vial. 

B]{IST()L  LABORATORIES  • SYRACUSE,  NEW  YORK 

Division  of  Bristol-Myers  Company 


o 


UNIQUE  SYNTHETIC  “STAPH-CIDAL"  PENICILI-IN 


100. 


In  the  presence  of  staphylococcal 
penicillinase.  Staphcillin  remained  active 
and  retained  its  antibacterial  action. 

By  contrast,  penicillin  G was  rapidly 
destroyed  in  the  same  period  of  time. 
(After  Gourevitch  et  al.,  to  be  published) 


Specifically  for  resist anV  staph... 

StaDhcillin 


sodium  dimethoxyphenyl  penicillin 
FOR  INJECTION 


The  failure  of  staphylococcal  infections  to  respond  to  penicillin  therapy  is  attributed  to 
the  penicillin-destroying  enzyme,  penicillinase,  produced  by  the  invading  staphylococcus. 

Unlike  other  penicillins: 

1 Staphcillin  is  effective  because  it  retains  its  antibacterial  activity  despite  the  pres- 
ence of  staphylococcal  penicillinase. 

2 The  clinical  effectiveness  of  Staphcillin  has  been  confirmed  by  dramatic  results  in 
a wide  variety  of  infections  due  to  “resistant”  staphylococci,  many  of  which  were  serious 
and  life-threatening. 

Like  other  penicillins: 

Staphcillin  has  no  significant  systemic  toxicity.  It  is  well  tolerated  locally,  and 
pain  or  irritation  at  the  injection  site  is  comparable  to  that  following  the  injection  of 
penicillin  G.  In  occasional  cases^  typical  penicillin  reactions  may  he  experienced. 


PROFESSIONAL  INFORMATION  SERVICE -The  attached  Official  Package  Circular  provides  com- 
plete information  on  the  indications,  dosage,  and  precautions  for  the  use  of  Staphcillin.  If  you  desire 
additional  information  concerning  clinical  experiences  with  SiAPHCiLLtN,  the  Medical  Department  of 
Bristol  Laboratories  is  at  your  service.  Y(tu  may  direct  your  inquiries  via  collect  telephone  call  to  New  York, 
PLaza  7-7061,  or  by  mail  to  Medical  Department,  Bristol  Laboratories,  630  Fifth  Ave.,  N.  Y.  20,  N.  Y. 


BRISTOL  LABORATORIES  • SYRACUSE,  NEW  YORK 

Division  of  Bristol-Myers  Company 


SYNC ILL IN 

250  mg.  t.i.d,  — 6 days 


ACUTE  BRONCHITIS 


H.F.  45-year-old  white  female.  First  seen  on 


Aug.  24,  1959  with  acute  bronchitis  of  3 days 


duration.  Culture  of  the  sputum  revealed  alpha 


hemolytic  streptococci.  A 250  mg.  SYNCILLIN 


tablet  was  administered  3 times  daily.  Another 


sputum  culture  taken  on  Aug.  27  showed  no  growth 


On  Aug.  30,  the  patient  appeared  much  improved 


and  SYNCILLIN  was  discontinued 


Recovery  uneventful 


Illustrative 
case  summary 
from  the  files  of 
Bristol  Laboratories’ 
ledieal  Department 


THE  ORIGINAL  phenethicillin 


FIRST  SYNTHESIZED  AND  MADE  AVAILABLE  BY  BRISTOL  LABORATORIES 


A dosage  form  to  meet  the  individual  requirements  of  patients  of  all  ages  in  home,  office,  clinic,  and  hospital : 
Syncillin  Tablets  — 250  mg,  (400,000  units) ... Syncillin  Tablets*- 126  mg.  (200,000  units) 

Syncillin  for  Oral  Solution  — 60  ml.  bottles  — -when  reconstituted,  125  mg.  (200,000  units)  per  5 ml. 
Syncillin  Pediatric  Drops -=1.5  Gm.  bottles.  Calibrated  dropper  delivers  125  mg.  (200,000  units) 

Streptococcal  infections  should  be  tx-eated  for  at  least  10  days  to  prevent  the  development  of  rheumatic  fever 
and  as  prophylaxis  against  bacterial  endocarditis  in  susceptible  patients. 


Complete  information  on  indications, 
dosage  and  precautions  is  included  in  the 
circular  accompanying  each  package. 


BRISTOL  LABORATORIES,  Div.of  Bristol-Myers  Go.,  SYRACUSE.  N.Y. 


Announcing! 

The  newest  and  finest  concept  in  Nursing  Home  care 
now  available  at  the: 

Sunset  Manor  Nursing  Home 

BRUSH,  COLORADO 

Dedicated  to  the  health  and  comfort  of  the 
ill,  the  handicapped  and  the  convalescent — 
Adding-  years  to  life  and  life  to  years. 

W.  R.  Stone,  Administrator 

Call  or  T\'rite  tor  Information 
Phone:  VI.  2-2825 

Mailing  address:  Box  L — Brush,  Colo. 


EAst  2-361  1 


c£on^’i  LIMB  SHOP 

1478  BIRCH  STREET 
DENVER,  COLORADO 

ARTIFICIAL  ARMS  IVAN  LONG 

AND  LIMBS  CERTIFIED  PROSTHETIST 


Protection  against  loss  of  income  from 
accident  and  sickness  as  well  as  hospital 
expense  benefits  for  you  and  all  your 
eligible  dependents. 


PHYSICIANS  CASUALTY  & HEALTH 
ASSOCIATIONS 

OMAHA  31,  NEBRASKA 

Since  1902 

i)#"  Handsome  Professional  Appointment  Book  "91 
sent  to  you  FREE  upon  request 


WANT  ADS 


SPLENDID  OPPORTUNITY  for  qualified  Pediatrician 
Western  Montana  well  established  expanding  small 
group.  Immediate  earnings,  no  financial  outlay,  early 
partnership  participation.  Box  12-1-2,  Rocky  Mountain 
Medical  Journal,  835  Republic  Bldg.,  Denver  2.  12-1-2 


FOR  SALE:  Ritter  Universal  Table  in  new  condition, 
one  year  old,  $1,400.00.  Terms  can  be  arranged  or 
will  consider  trade  for  your  present  table.  Howard 
Miller,  M.D.,  101  W.  Main,  Florence,  Colo.  12-2-3 


OPENING  FOR  ASSOCIATE  physician  in  established 
office  at  excellent  location  in  Northwest  Denver. 
Doctor  moving  enjoyed  large  practice,  very  substantial 
part  of  which  will  remain  for  new  doctor.  Remaining 
associate  physician  is  well  established  internist. 
For  details  and  inspection  call  GLendale  5-7557. 

12-3-TF 


NURSE-ANESTHETIST.  Registered  nurse  with  ex- 
perience in  supervision  and  anesthesiology,  to  work 
as  anesthetist,  relieving  director  of  nurses,  assisting 
with  training  program  for  nurses  aides.  Salary  range 
$464.00  to  $581.00  per  month.  Starting  salary  $519.00 
if  experienced  in  anesthesiology.  Modern,  well  equipped 
hospital  in  rural  area.  Fifteen  working  days  vaca- 
tion annually,  sick  leave,  retirement  system,  includ- 
ing Social  Security.  Living  accommodations  for  single 
person  at  nominal  charge.  Contact  William  A.  Winn, 
M.D.,  Tulare-Kings  Counties  Hospital,  Springville, 
California.  12-4-2 


UNIVERSITY  COLORADO  GRADUATE  1948— General 
and  industrial  practice  eight  years.  Veteran.  Now 
conipleting  residency  internal  medicine.  Available 
Jan.  1961.  Desire  association  with  group  or  individual 
in  Denver  area.  Box  12-5-3,  Rocky  Mountain  Medical 
Journal,  835  Republic  Building,  Denver  2.  12-5-3 


MONTANA  CLINIC  has  excellent  immediate  opening 
for  Board  eligible  Obstetrician-Gynecologist  to  take 
over  established  practice.  No  initial  investment,  early 
partnership,  rapid  promotion  to  top  income.  Write 
Box  10-2-4,  Rocky  Mountain  Medical  Journal,  835 
Republic  Bldg.,  Denver  2.  10-2-4 


CHOICE  LOCATION  for  obstetrician  or  pediatrician 
in  busy  Perl  Mack  Shopping  Center,  7069  Pecos. 
Will  rent  on  part  time  basis,  short  lease.  Available 
January  15,  can  show  now.  Contact  Dr.  Charles  Lapan 
or  Mrs.  Feme  Lapan,  HA.  9-3529.  11-lTF 


AVAILABLE  JANUARY,  1961,  a few  top  grade  offices 
for  G.P.’s  or  specialists  in  the  new  ultra-modern, 
Denver  Medical  Arts  Center.  Close  to  hospitals,  shop- 
ping centers  and  apartments  in  Denver’s  most  rapidly 
expanding  area.  Unique  stock  participation  feature 
or  straight  leasing.  Will  design  space  for  your  partic- 
ular needs.  For  information  call  D.  W.  Cook  at  PY.  8- 
1748.  11-2-3 


POSITION  DESIRED  as  associate  with  active  General 
Practitiner,  preferably  in  near-Denver  suburb.  Will 
consider  larger  nearby  towns.  Available  any  time.  For 
details  and  references  please  write  Box  11-3-2,  Rocky 
Mountain  Medical  Journal,  835  Republic  Bldg.,  Den- 
ver 2.  11-3-2 


VACANCY  in  Denver  Medical  Clinic,  1401  Jackson,  for 
one  more  doctor.  Two  large  rooms,  reception  room 
and  other  facilities,  with  very  adequate  off-street 
parking.  Rent  Is  very  nominal  and  you  share  one- 
fourth  of  the  receptionist-secretary’s  salary.  Full  use 
of  clinical  lab  and  x-ray  service  on  a cooperative 
basis.  For  details  call  DExter  3-6939.  11-5TF 


ANESTHESIOLOGY — Opening  for  resident  in  Anes- 
thesiology in  an  active,  approved  program.  Depart- 
ment of  5 full-time  anesthesiologists.  Eligibility  for 
Illinois  licensure  required;  beginning  stipend  $400 
monthly.  Contact  Dr.  Wm.  DeWitt,  Department  of 
Anesthesiology,  St.  Joseph’s  Hospital,  Joliet,  Illinois. 

10-1-4 


G.P.  ASSOCIATE  wanted  in  established  practice  in 
excellent  skiing,  hunting  and  fishing  area  in  Western 
Colorado.  Contact  Roger  D.  Niehoff,  M.D.,  Rifle, 
Colorado.  10-5-2 


LEAVING  MONTE  VISTA  September  15,  1960.  Excel- 
lent opportunity  for  one  or  two  men.  Reasonable. 
For  full  details  write  or  call  W.  W.  McKinley,  M.D., 
Monte  Vista,  Colo.  9-4-TF 


MONEY  WANTED:  10%  interest.  Payable  monthly, 
if  desired.  Well  diversified  and  well  secured.  No 
minimum  nor  maximum  amount  to  qualify  for  full 
return.  No  mandatory  investment  period.  Time  tested. 
Write  for  full  particulars.  Box  7-1-12,  Rocky  Moun- 
tain Medical  Journal,  835  Republic  Bldg.,  Denver  2. 

7-1-12 
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Rocky  Mountain  Medical  Journal 


WANT  ADS — Continued 


CLINICAL.  BUILDING.  Will  build  to  your  specifica- 
tions and  lease  or  sell  on  your  land  or  ours.  Denver 
area.  Financing  arranged.  Shaw  Brewer  Construction 
Company.  CH.  4-8157.  7-33 


FOR  SALE:  Burton  Spotlight,  $15.  Sclar  Tomkins 
Suction  and  Ether  Unit  with  stand,  $125.  E.N.T. 
chair,  $40.  Baumonometer,  $20.  Cameron  Surgical 
Unit,  $75.  Microtherm  (Raytheon),  $325.  Maico  Stetha- 
tron,  $30.  Baby  Scales  (Professional),  $15.  Soap  Dis- 
penser (Foot  Operated),  $8.  Spencer  Bright  Line 
Haemocytometer,  $7.50.  Hospital  Bed  Complete  (New 
Mattress),  $45.  Corner  Table  (Blond),  $18.  Instruments 
of  all  kinds  at  about  1/3  cost.  The  equipment  is  all 
in  good  condition.  Call  or  write  Harry  G.  Knapp,  M.D., 
Rifle,  Colo.  6-2TP 


AVAILABLE  NOW,  office  space  for  physicians,  sur- 
geons, specialists.  New  addition  in  the  modern, 
air-conditioned  Arvada  West  Professional  Building, 
containing  occupied  prescription  pharmacy  and  three 
dentists.  Space  for  eight  doctors  with  custom  finish- 
ing to  suit  your  requirements.  Suburban  convenience 
near  new  milllon-dollar  Arvada  Square  Shopping 
Center,  and  adjacent  to  the  300  unit  Arvada  Square 
Garden  Apartments.  Off-street  parking  for  75  cars. 
Arvada  has  a population  of  22,000  people  and  is  the 
fastest  growing  suburban  city  in  the  Denver  metro- 
politan area,  with  only  six  medical  doctors  at  present. 
Write  or  phone  Mr.  O.  S.  Forsberg,  President,  Fors- 
berg  Development  Company,  10010  W.  59th  Place, 
Arvada  (Denver),  Colo.  Phone  HA  4-4455.  6-5TF 


INTERNIST,  PEDIATRICIAN  IMMEDIATELY:  Ex- 
panding long  established  group:  Colorado  city  of 
125,000;  two  years  or  more  training  essential;  good 
guarantee;  opportunity  partnership  three  years.  Full 
information  to:  Box  6-6TF,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2.  6-6TF 


DOCTOR  WANTED:  Well  paying  general  practice. 

Growing  locality.  Complete  line  of  very  fine  equip- 
ment at  a sacrifice.  This  opportunity  should  be  inves- 
tigated. Write  Box  6-3TF,  Rocky  Mountain  Medical 
Journal,  835  Republic  Bldg.,  Denver  2.  6-3TF 


PARTNERSHIP,  associate  or  entire  practice  plus 
house,  southern  part  of  Colorado.  Room  for  two 
men.  For  further  information  write  W.  W.  McKinley, 
M.D.,  Monte  Vista,  Colo.  6-4TF 


NEW  MEXICO:  Well-established  general  practice  of 
recently  deceased  physician  in  city  of  25,000.  New, 
completely  equipped  office  for  sale  or  lease.  Write: 
Box  5-lTF,  Rocky  Mountain  Medical  Journal,  835 
Republic  Bldg.,  Denver  2.  5-lTF 


ASSOCIATE  desired  for  an  excellent,  established  gen- 
eral practice  in  New  Mexico  town  of  12,000.  For 
information  call  FL.  5-1214  after  5 p.m.,  in  Denver, 
or  write:  Box  5-6TF,  Rocky  Mountain  Medical  Journal, 
835  Republic  Bldg.,  Denver  2.  5-6TF 


NEVADA  COMMUNITIES  seeking  physicians  include 
Wells,  Carlin,  Austin,  Beatty,  Pioche,  and  Haw- 
thorne. Write  Mr.  Nelson  B.  Neff,  Executive  Secre- 
tary, Nevada  State  Medical  Association,  P.O.  Box  2790, 
Reno,  Nevada,  for  further  information  regarding  these 
opportunities.  5-TP 


OPENING  FOR  ASSOCIATE  physician  in  established 
office  at  excellent  location  in  Northwest  Denver. 
Doctor  moving  enjoyed  large  practice,  very  substan- 
tial part  of  which  will  remain  for  new  doctor.  Re- 
maining associate  physician  is  well  established  in- 
ternist. For  details  and  inspection  call  GLendale 
5-7557.  5-8TF 


Trade  Mark 


Registered  Trade  Mark 

BOB'S  PLACE 

A Bob  Cat  for  Service 

TEXACO  PRODUCTS 


300  South  Colorado  Boulevard 
Cow  Town,  Colo. 


FOR  MEDICAL  MEN 


now  available  in  Denver's  exclusively 
Medical-Dental  Building  . . The 

Republic  Building.  For  details,  call  or 
write  the  building  manager. 

KE  4-5271 

REPUBLIC  BUILDING  CORPORATION 

1624  Tremont  Place  • Denver  2,  Colorado 


RADIUM 

(Including  Radium  Applicators) 

For  All  Medical  Purposes 

Est.  1919 

QUINCY  X-RAY  & RADIUM 
LABORATORIES 

(Owned  and  Directed  by  a Physician-Radiologist) 
HAROLD  SWANBERG,  B.S.,  M.D.,  Director 

W.  C.  U.  Bldg.  Quincy,  Illinois 


RELIABLE  DRUGGISTS 


Quality  Drugs  Courteous  Service 


Jess  L.  Kincaid 

ADJUSTABLE  CRUTCHES  FOR  RENT 
SURGICAL  SUPPLIES 
DRUGS  AND  PRESCRIPTIONS 

Free  Delivery  in  Lakewood 
and  Vicinity 


EARNEST  DRUG 

217  16th  Street 
Prescription  Specialists 

Telephones  KEystone  4-7237 — KEystone  4-3265 

FRESH— CLEAN — COMPLETE 
PRESCRIPTION  STOCK 

Free  Delivery 
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relieves  pain, 
muscle  spasm, 
nervous 

rapid  action  • non-narcotic  • economical 

“We  have  found  caffeine,  used  in  combination  with  acetylsalicylic  acid,  acetophenetidin, 

and  isobutylallylbarbituric  acid,  [Fiorinal]  to  be  one  of  the  most 

effective  medicaments  for  the  symptomatic  treatment  of  headache  due  to  tension.” 

Friedman,  A.  P.,  and  Merritt,  H.  H.:  J.A.M.A.  i63:llll  (Mar.  30)  1957. 


Available:  Fiorinal  Tablets  and 
New  Form  — Fiorinal  Capsules 


Each  contains:  Sandoptal  ( Allylbarbituric  Acid  N.F.  X) 

50  mg.  (3/4  gr.) , caffeine  40  mg.  (2/3  gr.) , acetylsalicylic  acid 
200  mg.  ( 3 gr. ) , acetophenetidin  130  mg.  (2  gr. ) . 

Dosage:  1 or  2 every  four  hours,  according  to  need,  up  to  6 per  day. 


SANDOZ 


J 


• increases  bile 
Dechotyl  stimulates  __ 
the  flow  of  bile  ~ 
a natural  bowel 
regulator 


• improves  motility 
Dechotyl  gently  stimulates 
intestinal  peristalsis 


• softens  feces 
■ Dechotyl  expedites  fluid 
penetration  into  bowel  contents 


• emulsifies  fats 
. Dechotyl  facilitates 
lipolysis  — prevents 
inhibition  of  bowel  motility 
by  unsplit  fats 


helps  free  your  patient  from  both . « . 
constipation  and  laxatives 


DECHOTYL 

TRABLETS* 


well  tolerated... gentle  transition  to  normal  bowel  function 
Recommended  to  help  convert  the  patient— naturally  and  gradually— to  healthy 
bowel  habits.  Regimens  of  one  week  or  more  are  suggested  to  assure  mainte- 
nance of  normal  rhythm  and  to  avoid  the  repetition  of  either  laxative  abuse  or 
constipation. 

Average  adult  dose;  Two  Trablets  at  bedtime  as  needed  or  as  directed  by  a physician. 

Action  usually  is  gradual,  and  some  patients  may  need  1 or  2 Trablets  3 or  4 times  daily. 

Contraindications:  Biliary  tract  obstruction;  acute  hepatitis. 

Dechotyl  Trablets  provide  200  mg.  Decholin,®  (dehydrocholic  acid,  Ames),  50  mg. 
desoxycholic  acid,  and  50  mg.  dioctyl  sodium  sulfosuccinate,  in  each  trapezoid-shaped, 
yellow  Trablet.  Bottles  of  100. 

*Ames  t.m.  for  trapezoid-shaped  tablet.  e4i6o 


AMES 

COMPANY.  INC 
Elkhort  « Indiana 
Toronto  • Conodo 
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acetylsalicylic  acid  (300  mg.)  and  chlormezanone  (50  mg.) 


Tablets 


a broad  spectrum 
non-narcotic  analgesic 


Trancoprin,  a new  analgesic,  not  only  raises  the  pain  perception  threshold 
but,  through  its  chlormezanone  component,  also  relaxes  skeletal  muscle  spasm^  ® 
and  quiets  the  psyche.^-^'^  '^ 
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Uterine  prolapse  in  the  young  nulliparous  female,  44  (July) 
(deCarle) 

Vas  you  dere,  Sharlie?,  29  (Sept.)  (Editorial) 

Veterans  hospital  abuse  and  misuse,  29  (Dec.)  (Koontz) 

Viral  disease.  Laboratory  diagnosis  of,  37  (Oct.)  (Maisel, 
Moscovici,  Kempe) 

Vital  role  of  gynecology.  The,  34  (Feb.)  (Scheffey) 

WASHINGTON  SCENE,  94  (Jan.),  80  (Feb.),  70  (Mar.),  64 
(April),  60  (June),  50  (Aug.),  62  (Sept.),  72  (Oct.),  68  (Nov.), 
53-54  (Dec.) 

Watch  Out!,  25  (Nov.)  (Editorial) 

What  anesthetic  drug  shall  I use  today?,  42  (Mar.)  (Stephen) 
What  are  medical  schools  doing?,  29  (Oct.)  (Editorial) 

What  does  the  surgically  anesthetized  patient  hear?,  49  (Jan.) 
(Cheek) 

What  price  drugs?,  31  (June)  (Editorial) 

What  price  security?,  55  (Nov.)  (Gitlitz) 

WICHE  (see  Tomorrow’s  physicians — where  will  they  come 
from?,  35,  Mar.) 

Will  power  in  capsule  form,  30  (Sept.)  (Editorial! 

WYOMING,  60  (July),  72  (Aug.),  74  (Oct),  83  (Nov.) 
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Wyoming  Committee  List,  142  (Feb.) 

Wyoming,  House  of  Delegates  Proceedings,  76  (Dec.) 

Your  vote  is  vital,  29  (Oct.)  (Editorial) 

Zieve’s  Syndrome,  49  (Sept.)  (Whitcomb,  Job) 


Book  reviews,  volume  LVii 

American  Academy  of  Orthopaedic  Surgeons.  Instructional 
Course  Lectures,  Vol.  16,  1959,  Edited  by  Fred  C.  Reynolds, 
IW.D.  (C.  V.  Mosby  Co.),  108  (Sept.) 

Anatomy  of  the  Nervous  System;  Its  Development  and  Func- 
tion, Stephen  Walter  Ranson,  M.D.,  Ph.D.,  revised  by  Sam 
Lillard  Clark,  M.D.,  Ph.D.  (W.  B.  Saunders  Co.),  136  (Jan.) 
Anesthesia  for  Infants  and  Children,  Robert  M.  Smith,  M.D. 
(C.  V.  Mosby  Co.),  132  (Feb.) 

Atlas  of  Normal  Radiographic  Anatomy,  Isadora  Meschan, 
M.A.,  M.D.  (W.  B.  Saunders),  136  (Jan.) 

Atlas  of  Roentgenographic  Positions,  Venita  Merrill,  2nd 
edition  (C.  V.  Mosby  Co.),  109  (April) 

Basic  Office  Dermatology,  Stuart  Maddin,  M.D.,  Julius  L. 
Danto,  M.D.,  and  William  D.  Stewart,  M.D.  (Charles  C. 
Thomas),  81  (Oct.) 

Bone  Tumors,  Louis  Lichtenstein,  M.D.  (C.  V.  Mosby  Co.), 
138  (Jan.) 

Difficult  Diagnosis:  A Guide  to  the  Interpretation  of  Obscure 
Illness,  H.  J.  Roberts,  M.D.  (W.  B.  Saunders),  136  (Jan.) 
Diseases  of  the  Nose,  Throat  and  Ear,  Edited  by  Chevalier 
Jackson,  M.D.,  Chevalier  L.  Jackson,  M.D.  (W.  B.  Saunders 
Co.),  93  (July) 

Doctor  Business,  The,  Richard  Carter  (Doubleday  & Co.,  Inc.), 
133  (Feb.) 

Elementary  Statistics,  With  Applications  in  Medicine  and  the 
Biological  Sciences,  Frederick  E.  Croxton,  Ph.D.  (Dover  Pub- 
lications, Inc.),  110  (Sept.) 

Encyclopedia  of  Medical  Syndromes,  Robert  H.  Durham,  M.D. 
(Paul  B.  Hoeber,  Inc.),  113  (Nov.) 

Hearing,  a Handbook  for  Laymen,  Norton  Canfield,  M.D. 
(Doubleday  & Company),  109  (April) 

Hope  Deferred,  Jeanette  Seletz  (Vantage  Press),  92  (July) 

Jewish  Medical  Ethics:  A Comparative  and  Historical  Study 
of  the  Jewish  Religious  Attitude  to  Medicine  and  Its  Practice, 
Rabbi  Dr.  Immanuel  Jakobovits;  with  a foreword  by  Rabbi 
Dr.  Elie  Munk  (Philosophical  Library),  108  (Sept.) 

Master  Your  Tensions  and  Enjoy  Living  Again,  George  S. 
Stevenson,  M.D.,  and  Harry  Milt  (Prentice-Hall,  Inc.),  103 
(April) 

Mazer  and  Israel’s  Diagnosis  and  Treatment  of  Menstrual 
Disorders  and  Sterility,  edited  by  S.  Leon  Israel,  M.D.  (Paul 
B.  Hoeber,  Inc.),  93  (July) 

Medical  Radiographic  Technic,  Prepared  by  Technical  Service, 
X-ray  Department,  General  Electric  Co.,  under  original  edi- 
torial supervision  of  the  late  Glenn  W.  Files.  Revision  by 
William  L.  Bloom,  Jr.,  and  others  (Charles  C.  Thomas),  139 
(Jan.) 

Metabolic  Care  of  the  Surgical  Patient,  Francis  D.  Moore, 
M.D.  (W.  B.  Saunders  Co.),  113  (April) 

Observations  on  Direct  Analysis;  the  Therapeutic  Technique 
of  Dr.  John  N.  Rosen,  Morris  W.  Brody,  M.D.  (Vantage 
Press),  110  (Sept.) 

Patient  Care  and  Special  Procedures  in  X-ray  Technology, 
Carol  H.  Vennes,  R.N.,  B.S.,  and  John  C.  Watson,  R.T.  (C.  V. 
Mosby  Co.),  140  (Jan.) 

Physical  Diagnosis,  John  A.  Prior,  M.D.,  Jack  S.  Silberstein, 
M.D.,  and  contributors  (C.  V.  Mosby  Co.),  82  (Oct.) 
Physiology  of  the  Eye;  Clinical  Application,  Francis  Heed 
Adler,  M.D.,  3d  edition  (C.  V.  Mosby  Co.),  Ill  (April) 
Preventive  Medicine;  Principles  of  Prevention  in  the  Occur- 
rence and  Progression  of  Disease,  Edited  by  Herman  E. 
Hilleboe,  M.D.,  and  Granville  W.  Larimore,  M.D.  (W.  B. 
Saunders  Co.),  133  (Feb.) 

Principles  of  Disability  Evaluation,  Wilmer  Cauthorn  Smith, 
M.D.  (J.  B.  Lippincott  Co.),  93  (July) 
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Surgery  of  the  Prostate,  Henry  M.  Weyrauch,  M.D.,  F.A.C.S. 
(W.  B.  Saunders  Co.),  140  (Jan.) 

Symposium  on  Glaucoma,  Edited  by  William  B.  Clark,  M.D. 
(C.  V.  Mosby  Co.),  133  (Feb.) 

Synopsis  of  Gynecology,  R.  J.  Crossen,  M.D.,  D.  W.  Beacham, 
M.D.,  and  W.  D.  Beacham,  M.D.  5th  edition  (C.  V.  Mosby 
Co.),  110  (Sept.) 

Synopsis  of  Ophthalmology,  William  H.  Havener,  M.D.  (C.  V. 
Mosby  Co.),  113  (April) 

That  the  Patient  May  Know,  Henry  F.  Dowling,  M.D.,  and 
Tom  Jones,  B.F.A.  (W.  B.  Saunders  Co.),  113  (Nov.) 

Woman  Doctor  Looks  at  Love  and  Life,  Dr.  Marion  Hilliard 
(Doubleday  & Co.),  138  (Jan.) 


Obituaries,  volume  LVii 

Adams,  Edwin  Myron  (Mont.),  106  (Feb.) 

Baker,  Frederick  R.  (Colo.),  106  (Jan.) 

Baker,  William  N.  (Colo.),  80  (Nov.) 

Blotz,  Benjamin  Franklin  (Colo.),  108  (Jan.) 
Brown,  Roger  W.  (Utah),  60  (Aug.) 

Budge,  Wallace  Hugh  (Utah),  75  (Oct.) 

Burnett,  Alta  Lawrence  (Colo.),  106  (Jan.) 

Calderwood,  William  R.  (Utah),  75  (Oct.) 
Claiborn,  Drura  R.  (Mont.),  78  (Mar.) 

Coke,  Roger,  Jr.  (N.  M.),  60  (Aug.) 

Coletti,  John  M.  (Utah),  95  (Feb.) 

Colman,  John  Kennedy  (Mont.),  106  (Feb.) 

Daines,  Orson  S.  (Utah),  61  (Aug.) 

Dandrea,  Peter  P.  (N.  M.),  60  (Aug.) 
Didrickson,  Fredolph  G.  (Colo.),  105  (Feb.) 
Dyer,  Royal  Homer  (Mont.),  74  (Oct.) 

Finney,  Royal  H.  (Colo.),  60  (July) 

Foster,  Edwin  L.  (Colo.),  102  (Feb.) 

Friesch,  Wenzel  (Colo.),  83  (May) 

Fulstow,  Philip  G.  (Utah),  69  (Sept.) 

Gasser,  William  P.  (Colo.),  105  (Feb.) 

Gerdes,  Maude  Marguerite  (Mont.),  108  (Feb.) 
Griswold,  George  W.  (N.  M.),  109  (Jan.) 

Hamilton,  David  D.  (Colo.),  73  (Mar.) 

Harris,  Herbert  T.  (Wyo.),  83  (Nov.) 

Heinz,  Theodore  E.  (Colo.),  73  (Dec.) 

Hinsha'w,  Jonathan  D.  (Colo.),  108  (Jan.) 
Honeycutt,  Charles  Fletcher  (Mont.),  72  (June) 

Ingersoll,  Winifred  (Wyo.),  74  (Oct.) 

Ingraham,  Clarence  Bancroft  (Colo.),  68  (Sept.) 

Lauzer,  Edward  S.  (Wyo.),  60  (July) 

Lewis,  James  Wayne  (Joe)  (Colo.),  103  (Feb.) 
Lhotka,  John  F.  (Mont.) , 79  (April) 

McCrossin,  William  Patrick  (Colo.),  74  (Oct.) 

Mason,  George  E.  (Colo.),  60  (July) 

Miles,  Martin  B.  (Colo.),  74  (June) 

Nelson,  Roscoe  M.  (Utah),  60  (Aug.) 

O’Rourke,  Donald  H.  (Colo.),  105  (Feb.) 

Portnoy,  Martin  David  (Colo.),  82  (April) 
Preston,  William  B.  (Utah),  73  (Mar.) 

Ray,  Charles  N.  (Utah),  61  (Aug.) 

Richards,  William  George  (Mont.),  69  (Sept.) 
Riemer,  Allen  David  (Colo.),  74  (Dec.) 

Rogers,  Frank  E.  (Colo.),  82  (April) 

Rose,  William  A.  (N.  M.),  60  (Aug.) 

Rothrock,  Francis  (Colo.),  74  (June) 

Savage,  Raymond  J.  (Colo.),  68  (Sept.) 

Warren,  Charles  Bowen  (Colo.),  108  (Jan.) 
Williams,  Arthur  Frederick  (Colo.),  102  (Feb.) 
Williams,  Theodore  J.  (Colo.),  73  (Mar.) 
Woodbridge,  Jahleel  H.  (Colo.),  83  (May) 

Wyatt,  Kon,  Sr.  (Colo.),  106  (Jan.) 
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AN  AMES  CLINIQUICr 

CLINICAL  BRIEFS  FOR  MODERN  PRACTICE 

WHY  IS  DIABETES  IN  INFANTS 
SO  DIFFICULT  TO  DIAGNOSE? 

Because  of  the  infrequency  of  the  disease  in 
this  age  group,  its  sudden  onset,  the  profusion 
of  inconsistent  presenting  symptoms,  and  be- 
cause the  accompanying  symptoms  of  anorexia 
and  vomiting  are  also  characteristic  symptoms 
of  many  other  ills  of  infancy. 

*Source:  Traisman,  H.  S.;  Boehm,  J.  J.,  and  Newcomb, 
A.  L.;  Diabetes  S:289,  1959. 

for  those  pediatric  puzzlers... “A  routine  urinalysis 
and  blood  sugar  should  be  done  whenever  the 
possibility  of  diagnosing  diabetes  is  entertained.”* 
the  standardized  urine-sugar  test  for  reliable  quantitative  estimations 


DIABETES  MELLITUS  AT  AGES  1 TO  5 

Order  of  Frequency  of 

Presenting 

Symptoms  in  110 

Patients 

No.  of 

Per  cent  of 

Symptoms 

Patients 

total  group 

Polyuria 

93 

84.5 

Polydipsia 

89 

81.0 

Weight  loss 

47 

42.7 

Polyphagia 

28 

25.4 

Anorexia 

16  . 

14.5 

Lethargy 

14 

12.7 

Enuresis 

7 

6.4 

Vomiting 

5 

4.5 

Irritability 

3 

2.7 

“Craving  for  sweets” 

3 

2.7 

“Sticky  diaper” 

3 

2.7 

“Strong  odor  to  urine” 

2 

1.8 

Glycosuria 

2 

1.8 

Hypoglycemia 

2 

1.8 

Personality  change 

1 

0.9 

Boils 

1 

0.9 

Headache 

1 

0.9 

Abdominal  cramps 

1 

0.9 

Adapted  from  Traisman, 

H.  S.;  Boehm.  J.  J.,  and  New- 

comb,  A.  L.* 

11  COLOR-CALIBRATED 
CLINITESr 

BRAND  Reagent  Tablets  sAoeo 


full-color  calibration,  clear-cut  color  changes 
established  “plus”  system  covers  entire  critical  range 
standard  blue-to-orange  spectrum 
standardized,  laboratory-controlled  color  scale 
“urine-sugar  profile”  graph  for  closer  control 


when  anxiety 
takes  the  form 
of  apathy., 
listlessness  and 
emotional  fatigue 


a> 

o 


brand  of  trifluoperazine 

the  unique  tranquilizer 

that  relieves  anxiety  and  restores  normal  drive 


• often  effective  where  other  agents  fail 

• fast  therapeutic  response  with  very  low  doses 

• side  effects  infrequent,  usually  slight  and  transitory 

• convenient  b.i.d.  administration 

• well-accepted  by  patients 


AVAILABLE:  For  use  in  everyday  practice— 1 mg.  tablets,  in  bottles 
of  50  and  500.  USUAL  DOSAGE:  One  1 mg.  tablet,  b.i.d.  (morning 
and  night).  Additional  information  available  on  request  from 
Smith  Fline  & French  Laboratories,  Philadelphia  1. 


KUtslE  & 

FREN'<^H  [eaders  in  psychopharmaceuticaf  research 


Accuracy  is  a fact. 


There  is  no  “gray  area”  between  right  and  wrong 
in  our  business ...  or  in  yours.  If  it  isn’t  exactly 
right,  then  it  isn’t  accurate. 

We  pride  ourselves  on  a reputation  for  accuracy 
earned  by  attention  to  detail  and  performance 
according  to  agreement. 

You  can  depend  upon  us. 

Distributors  of  Westinghouse  and  Profexray  X-ray  equip- 
ment, DuPont  and  Eastman  X-ray  film  and  chemicals. 


TECHNICAL  EQUIPMENT  CORPORATION 


MA  3-0258  • 917  ACOMA  STREET  • DENVER  4,  COLORADO 


' ■ ■ ^ 

in  overweight 


To  improve  your  patients’  mood  and 
to  help  them  stick  to  their  diets: 


DEXAMYL 


Spansule®  capsules 
Tablets  • Elixir 


brand  of  dextro  amphetamine  and  amobarbital 


Each  'Dexamyl'  Spansule  sustained 
release  capsule  (No.  2)  contains 
'Dexedrine’  (brand  of  dextro  ampheta- 
mine suifate),  15  mg.,  and  amobarbital, 
I'/a  gr.  Each 'Dexamyl’  Spansule  capsule 
(No.  1)  contains  'Dexedrine',  10  mg.,  and 
amobarbital,  1 gr. 


To  curb  appetite  and  to  restore  energy  when  your 
patient  is  listless  and  lethargic: 


Each  'Dexedrine’  Spansule  sustained 
release  capsule  contains  dextro  amphet- 
amine sulfate,  5 mg.,  10  mg.,  or  15  mg. 


DEXEDRINE'^ 

brand  of  dextro  amphetamine 


Spansule® capsules  •Tablets 


r' 


Elixir 


SMITH 

KLINEar 

FRENCH 


^OLUcTor 


stamped 


b^a"?  ““*■  , for  renewals  must 
_^fj;;ff2onor^ore  the  date  of  expiration. 


A fine  of  roenty-five  cents  will  be  charged  for 

each  week  or  fracrion  of  a week  the  book  is 
retained  without  the  Library’s  authorirati, 


on. 
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